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M5 NI CHOLS: Good norning, Commi ssioners. Over the past
nmont h we' ve had sone conpelling evidence fromw t nesses who
have, as |'ve remarked on earlier occasions, spoken as

t hough with one voice about what is not right with our
mental health system

Now we turn to the foundations of the system In
order to function properly, the nmental health system nust
have robust governance structures, funding nmechani sns that
respond to demand and create equity, not inequity,
informati on systens that allow the system | eader, the
Departnent of Health and Human Servi ces, to neasure,
noni tor and manage the system informinfrastructure
pl anni ng and appropriate infrastructure, and a sustai nabl e
and supported workf orce.

In its subm ssions to the Royal Conm ssion, the
Victorian Government has said there are gaps in the
foundati on of the systemthat are conmpoundi ng system
chal | enges that inpact significantly on the nental health
out cones of Victorians.

W' || be asking questions in the next few days about
how sonme of those fractures have opened up and why they
remain. This Royal Conmm ssion, of course, is about the
present and the future, but unless we're inforned about the
root causes of sone of those problens, we will risk
desi gning a new house to rest once again on unstable
f oundat i ons.

In a 2013 report about the history of nental health
reformin Australia, John Mendoza and his co-authors said
this:

"The history of Australian nental health
reformover the past three decades is one
of world class policies and strategies |et
down by i nadequate planni ng, poor

i npl emrentati on and our conpl ex system of
governnment. The results have been

di sappoi nting, wasteful of scarce resources
and too often devastating for the mllions
of Australians affected by nental illness."

The authors went on to say that, despite this, many
consuners, carers and people working in the industry remain
positive, afflicted by a condition they call ed obsessive

.24/ 07/ 2019 (17) 1600

Transcript produced by Epiq



O ~NO O WNPEF

hope disorder, a condition that permts themto understand
the m stakes of the past and to plan a better future for
mental health, and in that spirit which we've seen in
abundance over the past nonth, we will ask: how can nental
health be prioritised, including within governnment, and
what makes reformstick? In an environment that's now
awash with very good ideas, how can we future-proof their

i mpl ement ati on?

To that end we'll hear fromnine w tnesses over the
next three days, each of whom has significant experience in
t he governance and | eadership of nental health systens.

Dr Gerry Naughtin is the Strategic Advisor of Mntal
Health at the National Disability Insurance Agency. He
will talk about the history of nmental health services in
Victoria, and in particular the transition to
comuni ty- based servi ces which, as we know, happened quite
sonme tinme ago. He will talk about his observations of the
hi storical government prioritisation of nmental health at
both state and Commonweal th |levels. H's evidence wll
address the chal |l enges that he sees governnments now face in
prioritising nmental health.

In the context of his extensive experience in the
nmental health sector, Dr Naughtin will raise questions and
possibilities for the appropriate nmental health system
design here in Victoria. He will address the intention
behind the NDI'S system the respective roles of the NDI'S
and the Victorian Governnment in relation to the ND S and
the inprovenents it contenpl at es.

Dr Peggy Brown has held a nunber of senior |eadership
roles in the nental health sector, including Chief
Executive O ficer of the National Mental Health Conm ssion,
Chi ef Executive of the Australian Capital Territory Health
and Chief Psychiatrist for the Northern Territory.

Dr Brown wi |l describe governance and accountability
nmechani sns required in a well functioning nmental health
systemand will tell you that Victoria s nental health
systemis unnecessarily conplicated by a | ack of
differentiati on between state and Conmonweal th rol es.

Dr Brown will also talk about the indicators that are
commonly used to neasure the performance of nmental health
systens and explain the chall enges in nmeasuring outcones.
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The Honour abl e Robert Knowl es was a Mnister in the
Kennett Government between 1992-1999. That was when the
Victorian nental health system was mnai nstreaned.

M Knowl es will talk about the vision underlying the
institutionalisation, the fact that parts of that vision
have atrophi ed, and explain why, in his opinion, funding of
the nental health system has not been adequately
prioritised in the past decades. M Knowles will explain
how advocacy and ot her neasures can bolster the politica
case for reform

Adj unct Professor David Plunkett is the Chief
Executive O ficer of Eastern Health which is responsible
for the delivery of all public health care in Ml bourne's
eastern region and includes Eastern Health Mental Health
Program Adjunct Professor Plunkett will talk about how
the internal governance and nonitoring of nental health
services works, as well as the steps involved in securing
funding to i nprove nental health services, including
capi tal funding.

Tonmorrow we' Il hear fromFelicity Topp, who's the
Chi ef Executive Oficer of Peninsula Health which delivers
an array of physical and nental public health services.

Ms Topp will talk about the way in which nmental health is
prioritised at Peninsula Health and the further work needed
for the nodel of care to be broadly understood. M Topp
wi || address the chall enges involved in advocating for
greater investnment and in funding the delivery of nental
heal t h servi ces.

Jennifer Wllianms is the Chair of Northern Health
which is a major provider of public health care in
Mel bourne's northern region. M WIllians will give
evi dence about the strong and focused | eadershi p needed for
Victoriato reclaimits title as a | eader in public nental
heal t h servi ces.

M Andrew Greaves is the Auditor-Ceneral of Victoria.
The Auditor-Ceneral's Ofice has recently published two
audits in relation to mental health. He will give evidence
about the findings of those audits and about his views
about the root causes of sone of the failings in the
foundati on of the system

Ms Kym Peake is the Secretary of the Departnent of
Heal th and Human Services which is the system | eader.
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Ms Peake will address the gaps in the nental health system
including the gaps in its foundations.

David Martine, fromwhomwe' |l hear on Friday, is the
Secretary of the Victorian Departnent of Treasury and
Fi nance and he will describe how the state and Commonweal t h

Governnments fund nental health services in Victoria.

Finally, we'll hear fromtwo consuner w tnesses who we
will introduce on Friday.

Ms Coghlan will call the first w tness

M5 COGHLAN: The first witness to be called is Dr Gerry
Naughtin, and I call himnow.

<CGERARD M CHAEL NAUCHTI N, sworn and exam ned: [ 10. 11am

M5 COGHLAN: Q Thank you, Dr Naughtin. You' ve made a
statenent for the Conm ssion?
A | have.

Q | tender that statenment. [WT.0001.0068.0001] By way
of background and experience, you are a qualified social
wor ker ?

A Correct.
Q You have a Bachel or of Arts from Monash University?
A Correct.

Q You have a Bachel or of Social Wrk from Monash
Uni versity?

A | do.

Q And a PhD from Mel bourne University?

A Correct.

Q You have 38 years of experience in a range of
settings?

A | do.

Q They include disability, aged care, nental health
working in the public, commercial and non-gover nnent
sectors?

A. Correct.

Q Bet ween 2008 and 2017, you were the CEO of M ND
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Australia?
A. | was.

Q You were al so one of three conmunity nental health
experts on the Federal Governnment's Expert Advisory Panel ?
A Yes, in relation to the National Mental Health

Servi ces Pl anni ng Franmewor k.

Q Thank you. Can you pl ease describe your current role
and responsibilities?

A In my current role, | provide strategic advice to the
seni or managenent, m ddl e managenent and the Board of the
Nati onal Disability Insurance Agency. | also play a role
in chairing the National Mental Health Sector Reference

G oup, which is a National Advisory Conmttee to the ND A
if I can use that acronym and brings together nost of the
maj or players in relation to the community nental health
aspect of the NDIA's work. It's an inportant mechani sm for
t he agency.

|"ve thirdly in ny role have been playing a role as
principal policy advisor to initiatives that the agency has
set up to address sonme of the perceived weaknesses of the
agency's role in relation to psychosocial disability. This
has involved ny participation in a working group with
Mental Health Australia, the Department of Social Services,
and the Departnment of Health specifically to address
reconmendations in a report that Mental Health Australi a,
that's the National Mental Health Peak O ganisation,
provided for the agency out of national consultations on
i nprovenents to the NDI' S pathway that the agency initiated
in early 2018.

Q "1l come back to ask you a bit nore about that |ater
Can | just clarify that the opinions and views that you
express in the course of your evidence today are those that
are held by you, not necessarily the organisation that
you're currently enployed by or previously enployed by?

A. That's correct. | amhere to speak, as | understand
it, inrelation to ny views around the issues of
prioritisation, inplenmentation and governance. | am here

with the approval and support of the NDI A but I'mnot
speaki ng today as an official spokesperson for the National
Disability Insurance Agency.

Q Thank you. Can | then start by asking you about
prioritisation of nmental health by governnents, and in
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particul ar just pose a question to you: when is nental
health prioritised by governnents - I'mtalking at both
state and Federal levels - relative to other service
delivery and policy areas? Can you, in answering that,
reflect on your own experience over the years, and if we
could start with Victoria?

A When | consider that question, my reaction is, in ny
experience that both in the Victorian Governnment and the
Conmmonweal t h Governnment there has been a significant
prioritisation of nental health over a nunber of decades at
both state and Commonweal th | evel.

Wien | reflect on that, | suppose |I've probably been
around working in the state in these areas for too |ong,
but was certainly part of - when | was a young state public
servant - was working in the Victorian Health Departnent at
the time in which de-institutionalisation was comenci ng,
and sonme of the early design work in relation to the
current systemwas there.

For me, when | reflect on that, what | understand is,
many of the elenents of the current architecture of the
nmental health systemin Victoria was set down in the late
1980s, early 1990s. They were a very deliberate attenpt,
fromny perception, to identify what were the key el enents
and nore integrated comunity-based systemthat noved it
away fromthe historical |egacy of |arge self-contained
psychiatric hospitals.

For ne, as | reflect, | suppose, since the 1980s in
Victoria, again, | see a series of quite deliberate
attenpts at innovation across the schene. | think one of

the inportant elenents in relation to this was the
Victorian Governnent really played a major role in the
establ i shnent and fundi ng of the non-governnent sector and
bui | di ng the non-governnment sector from what was at the
time in the late 80s very nuch a small cottage industry
whi ch was essentially a range of particularly famlies who
had cone together to say we wanted i nproved responses.

So, we see innovation in relation to government
understanding the elements, and | think as a structure that
saw a range of both bed-based and communi ty-based el enents
wi thin the schene.

Q You give exanples, is this correct, in ternms of the
i nnovations? There was a focus on public sector clinica
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servi ces and NGO partnerships in the 2000s?

A As part of government policy there was certainly a
very deliberate policy approach of the departnent
encour agi ng | ocal hospital based networks and NGOs in
regions to cone together; there was a formal nmandate to
have partnerships; there was a series of working groups,
whi ch was really focused on how do we think about building
a nore integrated, community-based network of services.

So | think again there was a strong focus in relation
to trying to achieve that. There were various, across the
state, levels of support in relation to that. But again,
there was quite deliberate attenpts to address sone of the
structural issues in relation to that.

Anot her exanpl e of the sort of very deliberate attenpt
at innovation was the planning and roll out of the PARC
services, the Prevention and Recovery Centres, which |I had
i nvol verrent in a nunber of those through ny role as Chief
Executive of MND Australia. But again, this was an
attenpt to deal with the need for longer term safe
envi ronnents for people pre and post hospitalisation.

And certainly I think recognised in Australia as a
| eadi ng cutting-edge nodel and sonething that now ot her
states are starting to roll out. So, again, |I think a
nunber of exanples of quite deliberate attenpt in Victoria.

From t he Cormonweal t h perspective - oh, if | perhaps
stop there.

Q If I take you back before we nove on to the
Conmonweal th, just to renmain with Victoria for a nonment but
fast-forward to 2014 and particular inplenentations at that
time by the Departnent of Health and Human Servi ces?

A In 2014, the departnent decided to re-tender what we
now know as nental health community support services, or
historically as psychiatric rehabilitation services, along
with drug and al cohol services. It was, | think, a
deliberate priority to try and devel op a nore

i ndi vidual i sed and person-centred approach to introduce the
concept of conpetitive tendering. It resulted in a
significant restructuring of the delivery of arrangenents
inrelation to the structure of the provision of community
mental health support services in Victoria.

One of ny reflections in that, it was a very well
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intended initiative that, in ny view caused significant

di sruption to the service systemand created | think nuch
confusi on anongst people with nental health issues, and
secondly with famlies and carers and providers, so it
broke sonme of the historical patterns of referral and
connection, and many people were arbitrarily noved to
different service providers w thout choice because of the
re-tender arrangenents, while the intent of the initiative
was to try and i ntroduce people to the concept of choice in
preparation for the NDI S.

So again, while that's a priority it's probably, in ny
view, an exanpl e of unintended consequences of a policy
initiative,.

Q Can | ask you now then about the Commonweal th
Governnent's prioritisation?

A It's a hard issue to try and sunmmarise, | think, the
diversity of initiatives that have occurred in the
Commonweal th. | certainly can't fully represent the
Conmonweal t h perspective. But ny observation is that the
records suggest that fromthe m d-2000s onwards there was a
significant focus by the Comonwealth in relation to
community nmental health services, driven particularly, as |
understand it, by representations by wonen, nothers,
sisters, of famly nenbers of people with nental health

i ssues.

Sone of those initiatives that arose out of that
period were the Conmmonweal th Conmunity Mental Health
Program the Personal Hel pers and Mentors Program the
Partners and Recovery Program and the Day-to-Day Living
Program and certainly as Chief Executive of MND we were
involved in a range of those prograns.

Q That was effectively in response to issues raised by,
particularly wonen in the comunity, about the
responsibility of care falling to thenf

A Correct. Again, when | reflect back on the
initiatives post the 2006 initiatives of the Howard
Government, we see the expansi on under the Medical Benefits
Schedule in relation to nental health plans and a very
deliberate attenpt to build primary health services through
Commonweal th fundi ng of the MBS.

W see again five national nental health plans from
1993 which was the first, to the nost recent plans,
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Commonweal th | eadership in relation to working with states
and territories to define national agreed priorities in
relation to nental health.

| think, again, we see in 2012 the establishnment of
the National Mental Health Comm ssion to provide strategic
and i ndependent advice to the Commonweal th Governnent in
relation to nmental health issues.

O recent tines, one of the priorities we've clearly
seen is the roll out of the National Disability Insurance
Schene and the inclusion of people with severe and
persistent nmental health in that scheme. People with
severe and persistent nmental health were not initially
envi saged as being part of that schene, and it was seen
nore as focused on physical and sensory disabilities.

However, during the national consultations, as I
understand it, there was such strong comunity opinion that
peopl e who had disabilities associated with their nenta
heal th shoul d be included in the innovation that the ND S
was proposed to deliver, and therefore there was an
agreenent to build within the need group categories within
the NDI'S Act people with psychiatric conditions, with
severe and persistent psychiatric conditions within the
schene.

Subsequently, | think we have seen both the
Commonweal th and Victorian Government conmit, through the
NDI'S, to what is historically the nost significant growth
in funding for people with disabilities associated with
severe and persistent nmental health that's ever been seen
inthis state and this country.

Notwi t hstandi ng that there are sone inplenentation
issues still to be addressed in that, | think when I | ook
at the question of prioritisation, what | think I would
want to suggest today is, there is a very conscious pattern
that | can see fromboth the Victorian Governnent and the
Commonweal th Governnment to try to devel op over that |ong
period of tinme, different generations of response to the
i ssues that communities experience in relation to nenta
health, and that certainly needs to be recogni sed.

The other priority that | observe in ny current work
as Strategic Advisor is also the role that the Board and
Seni or Managenent and the Departnment of Social Services and
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Health all have in relation to the priority that they are
giving to ensure that the NDI S works effectively for people
with severe and persistent nental illness.

| think there was early critique in regards to the
schenme, the notion of psychosocial disability as we now
termit within the schene, or technically what's called
severe and persistent nmental illness, did not get the
attention that other disability groups did. But | think
what we are seeing under the current Board is a very clear
prioritisation of psychosocial disability, and | think a
program of activity, what is sonetines called the
psychosocial disability stream to enconpass this range of
activities to try and address these range of issues.

|"d be happy to talk about that in detail at a |ater
poi nt, but my point here is, what |'mseeing clearly is
significant prioritisation. A key question, however, is
how adequate is that prioritisation in contrast to the
scal e of the human need issues we have.

Q Do you have a conment on that?

A | think, as the evidence that |'ve heard in the nedia
and sone of the witness statenents that |1've read here
woul d suggest is, the prioritisation, while there, has
still left sone significant gaps in relation to the nental
health service systemthat need to be addressed.

From nmy perspective, | suppose that quick | ook at
history is al so saying, there have been a nunber of those
over the last 20 years; the questions that are faced at
this point it seens to me by this Conmm ssion is, how does
it define what are the nost effective ways of considering
t he design of the systemgoing forward that understands the
bal ance between these different elenents; to understand the
conplexity of the systemwe have and bring sufficient focus
and attention and resources to provide the next generation
of response.

Q "1l ask you a bit nore about that in due course, but
can | just return at the nonent to this question: is nental
heal th under-prioritised relative to other service delivery
and policy areas, in your view?

A The answer is, yes, and | suppose |'d |like perhaps
just to articulate ny thinking about why that is the case
and for me the reasons for this are as follows: first,
there are diverse views about priorities for changes within
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the nental health sector, and governnents at tines find the
politics of change difficult to manage. The stakehol der
groups can present different and at tinmes conpeting
priorities to governnent at both national and Victorian

| evel s.

Secondly, there are not as many votes in nental health
as there are in many other social issues, such as cancer
and heart disease, and nental health at tinmes struggles
agai nst ot her conpeting demands for government resources.

A third factor, in ny view, is, the nental health
systemis a very conplex one with significant roles played
by the public and private agencies, and a significant role
pl ayed by both several l|large private corporations in the
provi sion of private hospitals, and then the sector is made
up of thousands of small business providers: GPs,
psychiatrists, psychol ogists, allied health professions, so
it's an extraordinarily diverse sector

| suppose in thinking about prioritisation, it's also
a diverse sector that's funded by two | evel s of governnent,
and thirdly, by significant private contribution: noney
com ng out of people's own pockets. So, in terns of
t hi nki ng about this notion of the nental health sector it's
i mportant to understand the conplexity of the sector and
the conplexity of change invol ved.

| think, if there were sinple |levers that could be
pul l ed, ny guess is governnent woul d have pulled them and
actual ly achi eved sonme of the outcones, but | think part of
that fromny perspective about prioritisation is this
conpl exi ty.

The fourth issue for nme is that state governments, in
my view, are focused understandably on their priorities
whi ch are public hospital nental health services,
corrections, justice and policing. They have |ess focus
and capacity to influence the provision of primary nenta
health services which are driven by the Commonweal t h,
predom nantly through the Departnent of Health and the
Departnent of Social Services.

It's hard for the states and territory governnments to
get a whol e-of -system or a whol e-of-state view of what's
happeni ng gi ven these nmany diverse el enents.
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| nternati onal experience also indicates that reformis
hard and that conmunity pressures, political and
bureaucratic variables, need to be aligned for significant
change to occur.

Q You mention in your statenent that another factor is
that historically there has been a | ack of awareness of the
econom ¢ significance of not addressing nmental health

i ssues: can you just el aborate on that?

A Over the last, | think, five years, there has been
growi ng focus in public policy and within industry on the
econom ¢ inpact of nmental health. That's certainly been
shown particularly within industry in relation to work
com ng out of both the superannuation industry and the

Wor kCover industry, so the inpact that nental distress is
having in relation to workforce participation, and there's
been a range of work in that space by a range of

organi sations and I would just highlight the nore recent
work by Mental Health Australia and KPMGin relation to

t hat space.

Certainly, as | would understand it as well, the role
of the Productivity Commission and its terns of reference
and appointnment is part of a greater focus in relation to
that, so that is another element. So that, | think when we
understand the nmental health system we're starting to
understand it's not just the delivery of services that have
hi storically been delivered by the Comonweal th and stat e,
but al so invol ves nmuch | arger econom ¢ and social policy
within this country.

The final point I'd make is, | nade the earlier
poi nt about the | ack of a conprehensive understandi ng
within the state of what the elenents are. The other
point 1'd nmake is, the |ack of research and good
i nformati on about the full suite and range of things that
are avail abl e.

| work in this industry every day, |I'mpretty well
informed. | find it really hard to keep pace with the
di versity of change that's going on. |f we |ook

specifically in this state and we | ook at the recent
reforms to the nmental health comunity support services
that have recently been restructured, there's those
changes; we've also seen Primary Health Networks, for
exanpl e, taking on major roles in relation to Cormonweal th
responsibilities in relation to new schenmes such as
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continuity of care and the National Psychosocial Disability
Measur e.

So, when | think, where can | go as a supposed expert
to say, how do | get a relevant current statenment of what
m ght be available in ny area if | was |ooking for
services, it's very hard to find, and you need to be
extraordinarily skilled. So, this whole question which,
for me in terns of priorities, how we understand better,
how we provide better information about what is avail able
to people, because | think at tinmes many people don't know
what is available; | don't knowin nmy role at MND
Australia as Chief Executive how often | was - people would
share their stories with ne and say, "Gerry, if 1'd only
known what non-government organisations were providing five
years ago when | was going through hell, ny life and ny
managenent of this issue could have been nuch better."”

So for me, one of those questions is, how do we find a
sinpl er contenporary - that is, it needs to be nodern in
its accessibility - way of understandi ng, hel ping people to
navi gate this system

Q Can | nove on to ask you about the chall enges that
governments otherwi se face in prioritising nental health.
"1l just read to you a portion of your statenment and ask
you a question fromthat. You say:

"There are nmany chal | enges and
opportunities that governnents face in
addressi ng i nprovenents for nmental health
services. | highlight ny top seven."

Can | ask you about each of those in turn, please,
starting with the need to build this contenporary picture
t hat you' ve just touched upon?
A | suppose, when | think about what are the chall enges:
if we're going to design or think about the design of a new
future, it's really inportant to understand what we have
now. There is significant resources available within the
nmental health system one of the questions is, how
effectively are they utilised.

For nme, one of the challenges is to really bring
together a clear picture of what noney is avail able in what
areas if we are going to be able to start to stop and say,
how do we think about changing the m x of services in a
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particular way? So, that's | think the point |I'd be nmaking
about the need for a strong evidence base.

One of the difficulties for government, and | think
Mnisters is, often we get pictures, parts of the little -
peopl e describe their view of the world. |In thinking about
mental health policy, it seens to ne one of the ingredients
that other areas of the health sector have been able to
devel op is a nuch stronger evidence base and under st andi ng
of what's the interventions, what are the policy settings,
and what are the outcomes that are and aren't being
achi eved.

It is very difficult to do that in this space, and it
seens to ne that is one of the technical opportunities to
bring that together because what | would hope is that what
we can nove towards are sone settings of policy that can
|ast for a significantly longer period. Oten one of the
chal | enges we have is, in the face of a lack of a
conpr ehensi ve picture, often governnents and bureaucrats
respond to new i deas that | ook good, solve problens in
parts of the system have got sone terrific value in their
own right, but don't go to addressing the fundanental
drivers of structural change.

Q Can | ask you, in the answer you gave then you talked
about other areas where it is achieved, that there is sone
cl ear evi dence-based picture: can you el aborate on that in
terns of what you' re thinking about?

A O her geographi cal areas?

Q O her areas in the health system
A In terns of the chall enges?

Q Yes. So, in the answer you gave, you tal ked about
needi ng this evidence-based picture, and you tal ked about,
that it is achieved in other areas in health. Do you have
a particular exanple in mnd as to where it is achieved and
t he Conm ssi oners can be inforned about?

A I"'mfar froman expert in relation to cancer and heart
services, but fromwhat | observe in relation to academ c,
prof essi onal practice and organi sational |obbying, there
has been significant work over decades to build a

conpr ehensi ve know edge base and understandi ng of both
resource requirenents and what is good practice in those
spaces. For ne, the conparison is those two areas.
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| think the other conparison is ny own know edge in
relation to the NDIS and disability services. W've had a
long history prior to the NDI S of very diverse views being
put to governnent in relation to what was needed.

What | observed in relation to the canpaign for the
NDIS in this country was the diverse elenments in the
disability sector came together and were able to formul ate
a common set of requests to government and provide a strong
rationale, and | think that involved then the
Productivity Conmm ssion being able to undertake work for
t he government to provide a detail ed analysis and then
substantive recommendati ons novi ng forward.

So for ne they're three nodels and ways in which other
sectors have been able to address reformin a nore coherent
way that seemed to ne to - and counsel's earlier opening
conments raised - the cormments from John Mendoza - raised
some of these issues in relation to how we can devel op.

The chal l enge is how we can have agreenent around what

m ght be the elenments of reform because government is
clearly highly responsive to diversity of comunity;
communi ty and professional and service provider opinion in
t hese spaces.

Q Can | ask you about the second matter in response to
chal | enges, which is consideration of the new policy and
fundi ng options?

A Wien | think about this matter, | think one of the
guestions is, how do we know what works and what's the
basis for it? And, in considering recomendations, what is
t he evi dence base?

When | | ook around Victoria, | think we have sone
gui te outstandi ng nodel s of practice that stand up anywhere
in the world. W have a systemthat is based on recovery
and a recovery phil osophy.

Wien we | ook to say: what is the evidence about what
works? What is the inpact of this? Do we have the outcone
nmeasures to understand what is actually being achi eved?

The answer is, we don't.

| ve been involved in a nunber of industry initiatives
to try and understand our history, but when we | ook at our
practice, and one of the areas | would draw to the
Conmi ssion's attention, we've invested in the
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non- gover nnent sector now for - | think it's about

25 years, | need to be corrected on that - but in that
25 years there's been a range of significant attenpts to
i nprove enploynent rates for people with severe nenta
heal th issues, particularly with schizophrenia. The
evidence is that there's been very little change to

enpl oynment participation rates for that group.

So certainly fromnmny perspective - and | knowthis is
an issue that the agency is concerned about is - as we go
forward in our practice guidelines and what we're funding,
it's inportant to say, how are we able to inprove outcones
in this space? So again, this challenge of being able to
justify to government that there is a clear set of
i nvestment propositions going forward that there can be
sonme confidence that they will be effective in the outcones
t hat people are seeking for those initiatives.

Q Next, can you just address the potential structura
inefficiencies of the current features of the Victorian
Gover nnent responses and expendi t ures?

A. For ne, this has been a | ongstanding issue. | was
involved in the Victorian Police Mental Health Liaison
Goup in which there was nuch discussion in relation to the
role of police inrelation to transporting people to and
from hospital, and secondly, the feedback that | |earnt

t hrough that group was often police being asked to

undert ake assessnents of nental health situations that they
did not have the skills for.

One of the questions - and |I understand it's been an
issue in evidence to the Comm ssion - is, how do we
understand how the current investnent of state resources
can be used nore effectively than the way in which
resources that weren't necessarily intended for that
purpose for a significant part of the practice are
currently being used for that. So, this is again an
attenpt to say, how can we understand effectiveness and
efficiency in the whole system it seens to nme one of the
real challenges and how we | earn from both experience in
Australia and internationally in relation to this.

Q And so, when you tal k about the whole systemin the
exanpl e that you' ve given, you're considering a broader
pi cture which includes the resources that are used by
police, for exanple?

A. So, that's one exanple. The other exanple | would
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suggest is the contribution of famlies and carers to the
mental health systemin this state. At MND Australia, we
undert ook the devel opnent of - for a nunber of years we had
been responding to a range of need, we felt the need
particularly to do nore research to bring together the

evi dence. W conmm ssioned a study by the University of

Queensl and into the econom c costs of caring. It
identified that the contribution of famlies and carers of
people with mental health was $3.2 billion, using | think a

reasonably sound econom c net hodol ogy.

If we divide that by four for Victoria, what that's
saying is that nental health famlies and carers are
contributing over $3 billion in econom c benefit to the
mental health systemin Victoria, but we're not
sufficiently recognising that. W're not understanding the
econom ¢ consequences of people having to stop work because
of their caring role.

Agai n, the question of proportionality: there is no
guestion that the state systemrecogni ses the issues of
famly and nental health carers and funds a range of
support progranms, and there is, | think again, sone
excel l ent progranms trying to deal with that. But when we
understand what is the contribution, we clearly know
fam lies are contributing in enotional support, but they're
clearly contributing in relation to financial support.

That study is an inportant one and | would bring it to
the Comm ssion's attention in terns of understandi ng that
as an inportant part of this system so how we understand
the dynami cs. Fromny perspective one of the tenptations
for government and bureaucracies is, only go to the
vari ables they control. The reality for nmental health is
that it's a nmuch broader whol e-of-comunity issue and how
we can understand what are those | evers that we can pull

Agai n, fromour experience in MND Australia, the
devel opnent of famly and carer inclusive services is a key
el enent of good practice that we need to be able to
articul ate and understand how we can hel p and assi st that
process through our design.

Q Can | ask you next about the need for a stronger focus

on the full spectrumof drivers of nental ill-health and

the full range of support responses?

A That's a very conplex question, so I'll try and take
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it at a couple of levels. Fromnmny experience, and when we
| ook at some of the mmjor reports, one of the difficulties
we have for governnment and bureaucracies, it tends often to
focus on the key pressure points, and there's no question
pressure points on public hospitals and energency
departments is a key pressure point.

The National Mental Health Conmission, in its 2014
report, "A Contributing Life", | think provided a very
conpr ehensi ve anal ysis of this question and the issue of,
what's the bal ance or the m x of services.

| think fromny perspective what | can suggest to the
Conmmi ssion is, that | think is an inevitable and an
i nportant part of the deliberations, but | think, when I
| ook at sone of the international literature and
i nternational best practice, particularly sone of the work
that's com ng out of the nodelling fromthe Wrld Health
Organi sation, the issue of self care, the issue of famly
and carer support; | think the critical inportance of
i nformal support networks, and how we understand how we can
build those, are sone of the key elenents that we need to
addr ess.

One of the difficulties is, unless we can
achi eve/ consi der what the bal ance and m x m ght be, one of
the challenges it seenms to ne in the face of Victoria and
Australia, is just a continuing demand for resources to try
and manage the pressures on the public hospital bed system

For ne, one of the questions is, we do need to be able
to try and - although it's difficult - to do the planning
t hat understands the el enments that we need to bring
together in what is a coherent plan for the future.

The comrent | make is, as | think about the
chal | enges, for ne one of the questions for the Comm ssion,
but I think for government nore broadly is, is the question
that the fundanental design of the systemas we have it now
from Conmonweal th and state is right, or do we need to
consi der a nore robust redesign of the systenf

When one | ooks at many of the elenents that are
recommended in relation to what should be part of a nental
health system it's clear we have many of those in the
current system both in terns of |egislation and service
provi si on.
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But one of the questions is, what is good practice, or
what is better practice mght be a nore realistic objective
to nove towards, and how is that judgnent nmade, it seens to
me, is one of the wickedly difficult policy questions that
needs to be consi dered.

Q |"mgoing to come back to ask you about a particul ar
system design that you had in mnd which is currently in
place in Trieste in Northern Italy; but, before | do that,
can we just return to the top seven chall enges you'd
highlighted in terns of the barriers that governnents face,
and just to return to five, six and seven?

A For ne, I'll just nove through these quickly. | think
the need for governnents to give greater recognition and

di al ogue to the inportant role that enployers and
wor kpl aces play in creating poor nental health through work
pressures, bullying and discrimnatory practices.

Secondly, | think the positive role that they play in
provi di ng supports to workers in periods of mental illness
and in hel ping workers to stay nentally well or nental
wel | being as we cone to knowit. So historically | think
when we' ve understood the role of the state in relation to
enpl oyers, that's not been a space that the Victorian
Governnment - you know, it has clearly very established
mechanisns in relation to its relationships with enpl oyers.
There is significant work through Beyond Bl ue, Mental
Heal th Australia, in relation to a workplace focus in
relation to well being.

But, in ternms of thinking about what's an overall
strategy for Victoria, that's for me an area of rea
opportunity of building on sone of the initiatives and
being able to use the influence of the State Governnent
with the enployer networks in this state to continue sone
of the terrific initiatives that enployers are trying to
make in relation to mental wellbeing for their enpl oyees.

It's al so about industry understanding the financi al
i mpacts of nmental health on their bottomline and therefore
trying to ensure that they address their own workpl ace
practi ces.

The next one is, in terns of the challenges, is the
guestion of workforce. | would say, that clearly always
has been and always will be since | have started work, I
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t hi nk wor kf orce has been an issue, but as we are grow ng,

t he question of both the nunbers of people, renuneration,
and thirdly the training are all key issues that need to be
consi der ed.

The final challenge which conmes very nuch from ny
i mredi ate work setting is the opportunity to see how we can
get the two streans of service, particularly nental health
in the public and private sector, and the NDI S services.
We have the m xture at the nonent between clinical nenta
health services which is the responsibility of the nental
heal th service systemand the NDI'S; its responsibilities in
relation to psychosocial support or daily living support.

| think one of the real opportunities we have is how
we can | ook at these services being integrated in sone
smoot her transition. This was clearly the intention of
COAG in 2015, and | think this is an area where there is
consi derabl e activity and work in at the nonent, but |
think that's a real opportunity perhaps rather than a
chal | enge.

Q Thank you. W nmight return to that later as well in
an NDI S-specific context. Can | return at this stage to
what | touched on earlier, and you were getting to, which
was the systemdesign in Trieste in Northern Italy. Can
you first of all explain what you know about it?

A When | suppose as a Chief Exec |'ve been | ooking
around to say how we m ght do better, the nodel | keep
being told about that is the world | eader in the provision
of nental health is the systemin Trieste in Northern
Italy. This is a provincial city in Northern Italy; that
really out of the 1980s, when it closed a 1,200 bed
psychiatric hospital, has built a systemof nental health
that | have read about that is delivering what | think - it
seens to be achieving in Australia what we would think as
al nost uni magi nabl e out cones.

And, | have not been to Trieste, | have to say to the
Conmi ssion, so | can't report directly in relation to this,
but in understanding the elenents of that system they did
a systemredesign that had a small er nunber of hospital
beds but devel oped a conprehensive program of conmunity
centres which were available 24/7 and dealt with a range of
crisis issues.

The ot her elenent of that systemis that it understood
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soci al networks and rel ati onshi ps matter and educati on and
enpl oynent matters. So, what they have done in Trieste is
to focus not just on clinical presentation, but the whole
person. So, they've understood that the focus has got to
be on hel ping people find jobs, they have devel oped a
system of social co-operatives.

It strikes nme, one of the key points in the approach
in Trieste is what they would say is, "The phil osophy of
care is nore inportant than any specific service or program
that the nental health systemoffers.”

The el enments that they would see as inportant is, they
woul d say, the systemhas to be relational, it's not a
commodi ty- based system G ven the vulnerability of people
with mental health, it needs to be understood the
connection between the individual and the worker: their
ability to respond quickly, the notion of, you' ve got a
maj or crisis, I'msorry, you have to wait four nonths on
our waiting list, is not sonething that is accepted.

So, they have devel oped an approach which tries to be
nore responsive in a way that | as a Chief Executive of a
large NGO with all the logistical issues of managing a
| arge organi sation would say, very difficult to achieve.
But it seens to ne that a person-centred focus, the sense
of it's the philosophy of care and a sense of relationship

wi th sonmeone, and al so their sense of, you will get better
and we will help you to inprove, and that understandi ng of
recovery as learning to live with and wi thout the synptons
of nmental illness seens quite central.

Now, in Australia and Victoria, we have nany of those
elements built into schene design, but for ne this question
of how do they get those elenents right is an inportant
issue. The World Health Organisation recognises this as
one of their denonstration sites on nmental health system
design in the world, so it seens to nme an area that |'ve
al ways been very interested in and thought the Conm ssion
m ght have sone interest in that.

Q Can | just ask you two questions arising fromyour
response. One of the things you nentioned is that it has
uni magi nabl e outcones: can you just address those as you
under st and t henf?

A The nost prominent is the reduction in denand for
public hospital beds, is the first one that I find an
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amazing issue, but | think it's that sense of, they are
dealing with issues through alternative crisis support
servi ces.

Secondly, that they have an integrated approach
bet ween nental health and drug and al cohol services, and
so, they're managing that in a nuch nore integrated way.

The third claimthat cones out fromny reading is,
it's also reducing honel essness within the Trieste
community, and the fourth concept that |I find interesting
is, they understand the nmental health systemis in the
community but also by the community. So, what | think
t hey' ve been able to do is to build a stronger sense of
social inclusion within that conmunity.

Now, it is a smaller provincial town in Northern
Italy, so it doesn't have sonme of the problens of |arge
cities, but what | think the point there is, they' ve been
able to deal with stigma and di scrimnation, and so, people
ensure that, again, there's good housing supply; sone of
t hose el enents that | think we all dream of, but what seens
to be the case is, they've been able to, over a 20-year
peri od, been able to work with the comunity.

So, there is an understanding - you know, if we think
about the understanding we have of cancer and the way in
which it affects all our lives; what | understand is, they
al so understand nmental health is not sone stigmatised issue
to deal wth in isolation for the select few, but is
sonmething that is in all conmunities and conmunities have
been encouraged to be involved; to be involved in the
comunity centres.

One of the features | found fascinating is, other
peopl e use the community centres, so there's not this sense
of isolation that we've so often had in relation to nental
heal t h.

Q What do you know t hen about, | guess, the quality of
the clinical systemthere and how it operates?
A | can't answer that question. So, | don't believe |I'm

sufficiently informed. The reports certainly fromthe
Wrld Health Organisation clearly are very conplinentary in
relation to that, but | think again part of the success
that they would say is, they would put priority on what we
woul d call psychosocial. So, the viewis, start with the
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social and we add the clinical: not, we start with the
clinical presentations and we think about the soci al
af t erwar ds.

And, in the social it's also the economcs. They
woul d say one of the best things that they could do for
soneone's nental wellbeing is either get themin enpl oynent
or neani ngful engagenent, what we've called citizenship.
They woul d suggest in their thinking that that is probably
as efficacious as 20 or 30 sessions with a psychol ogi st or
a psychiatrist. So, it's again ny earlier point about,
what are these elenents that we seemto understand as the
prerequi sites for good nental health for people who have
serious mental health conditions.

Q | want to nove on to ask you about the NDI A and NDI S.
Firstly, if you could briefly say what the intention of the
NDI S is?

A The NDIS is a fundanental shift in the way in which
disability support services are dealt with in Australia.

It clearly conmes out of extensive consideration by
governnment and the community over many years, and it

i nvolves, | think, two key elenents: a systemthat is based
on client choice and control, and noves away fromthe

hi storical focus on block funding; that is, it puts the
power in the control of the consuner.

It's a systemthat is based on insurance principles,
and essentially the elenent in that is, anybody who neets
the disability and other criteria in the Act should be
eligible to reasonabl e and necessary services to be funded
by the schene.

It secondly is a very significant Comonweal th and
state initiative and has involved a very significant shift
fromthe role of states in this to a national schenme of
provision. As | nentioned earlier, people with severe and
persistent nental health issues are within the terns of
reference of the Act.

In terms of the schenme itself, it represents a
significant departure froma capped schene in which we've
had waiting lists and clearly had gaps in the delivery of
service, to a systemwhich has the intention of neeting the
disability support needs of all people who neet the
eligibility criteria under the Act.
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In the Victorian or the national context, that's a
very significant shift in relation to psychosoci al
disability services, where clearly we've had a capped and
limted approach and we've not been able to respond to the
full scale of demand that has been around.

Q ' mgoing to ask you about that in a nonent, but can
you first of all just address the respective roles of the
NDI S and the Victorian Governnent ?

A As part of the roll out of the National D sability

| nsurance Schene, through the Council of Australian
Governnment there was agreenent between the Comonweal th and
State Governnments to what's called, the principals to
determ ne the responsibility of the NDI'S and ot her service
syst ens.

If I may read frommy notes here just to give you a
sense of the elenments of this:

"The agreenment specifies that the health
systemw || be responsible for the
treatment of nmental illness, including

i npatient, anbulatory, rehabilitation
recovery, and early intervention and
residential care, where the primary purpose
is for time-limted follow up linked to
treatnment or hospital diversion. The ND S
inits role is responsible for ongoing
psychosoci al recovery supports, to focus on
a person's functional ability including

t hose that enable a person with a severe
mental illness to undertake activities of
daily life and participate in the community
and in social and economc life.

"The agreenent specifies that the ND S and
the mental health systemw || work closely
together at the local level intrying to
ensure a snooth transition between the

di fferent services."

So it is, | think, setting out the respective
responsibilities of the two | evels of governnent in
relation to nental health, and | think is a very inportant
statenent and agreenent by those governnents of their
respective responsibilities.
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Q Can | ask you now, you've nentioned perhaps twi ce in

t he course of your evidence, about issues with

i npl emrentation, challenges to transition. The Comm ssion

has heard evi dence about a range of difficulties that have
been encountered in accessing services.

In particular, people falling through the cracks, not
getting access; that there have been significant structural
changes; that there are | ess services available; that there
are gaps in the inplenmentation in Victoria. Wat's your
conment on the evidence that the Conmm ssion has heard?

A | haven't listened to the details of that, so in
answering this I will try and be cogni sant of the
particul ar points you' ve put, but perhaps to contextualise
this in some of ny understandi ngs of these issues.

The first point I'd make is, the Conmmonweal th and
State and Territory Governnments of which Victoria was a
part deliberately set out to do a nmajor disruption to the
hi storical pattern. 1t is a conscious deliberate
perspective to set out to provide a new system of support
for disability support including people with severe nental
heal t h.

Wien | was a Chief Exec, we certainly were encouraged
to go along to a range of training prograns that said, the
worl d i s changi ng; governnment has decided that we are going
to put noney in the hands of individuals and they wll
deci de.

Secondly, in context, the Conmonweal th has al so put
significant noney into primary nental health services for
peopl e who are not eligible for NDIS. So, through the
Primary Heal th Networks we now have, anybody who is not
eligible in their application to the NDIS who is currently
a recipient of Conmonweal th services is guaranteed
continuity of support for life.

Now, | think to cone to your specific point: there is
nowhere that | understand governnent intent was to
guarantee that the new schene woul d provi de the sane
funding as the old schene. The system has been designed to
say, consumers wll decide, and what consuners are doing is
maki ng choi ces in accordance with what we've said to them
is the new approach.

There are clearly areas in which service providers are
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havi ng redundanci es, where they are inpacted by consumner
preferences to go el sewhere, or they are struggling in
relation to sonme of the variability in relation to sone of
t he financing arrangenents that were there.

So, where there are concerns in relation to this, the
NDIA is wanting to work very clearly with organisations to
hel p themto under st and.

Certainly, | think we've introduced a series of
pricing changes: first of all from1 February in relation
to introducing a new | evel of subsidy which provides for a
hi gher | evel of skill base for providers.

On 1 July, the agency announced a significant increase
inrelation to funding for a range of support items within
t he schenme which was in response to feedback fromthe
i ndustry nore broadly, including nmental health service
providers, that the arrangenents weren't sufficient.

So, | think in response to your question, what |
understand the Act, the schene is doing, is inplenenting
the intent of the Federal Parlianment. W are trying to
work with providers in an adjustnent process, because we
certainly see a role for the agency in market stewardship
Sone agencies in our discussions are indicating they don't
believe that they wish or are able to stay in the market.

The other comment |1'd nake in terns of our role as an
agency and market stewardship is, what we are seeing is a
diversification of the nmarket. W see this as a very
positive thing. So, fromthe agency's perspective, what we
are seeing signs of is the diversification of the
mar ket pl ace opening up nore choices rather than - you know,
as | understand the critique is, what's called the gap is,
the schene is no | onger providing the sanme | evel of funding
and allow ng ne as an agency to enploy the sane nunber of
staff | did in the past. Qur response is, this is about a
mar ket driving that.

One of the historical roles in ny experience in this
sector under the bl ock funded systemwas, if you felt you
weren't happy with sonme of the decisions under the grants,
you can go and conplain to your politician or you'd go to
the press. One of the issues as we go forward is, the
control of the decision-making power no |l onger rests with
the Victorian Governnment or the Commonweal th Gover nnent.
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The schene that we have done is, we deternmine eligibility
and then we have a process of planning with the person and
with their key people in their life to set out a plan

They then can choose what they want to buy fromthe support
items. They're much nore diverse than the support itens
that | was able to deliver through the traditional funding,
so we've got a very deliberate approach which reflects the
phi | osophy.

Just to summarise, the schene is inplenmenting the
intent of both Federal Parliament and | think the Victorian
Governnment in relation to the bilateral agreenent. W are
trying to manage and work with the sector, and you' ve heard
earlier on some of the roles we have, both at a nationa
| evel, but we're also working at a state and regional |evel
wher e peopl e are needi ng support to understand what is
avai l abl e or how the system works, and we understand this
is a big change for many pl ayers.

So, we are conmtted and I think our history is, we
have a strong | evel of involvenent in working with the
sector in trying to sort out issues, but we are not about
bol stering the old service system

Q What about the idea of re-introducing recovery?

A One of the issues that has been raised by the nenta
health sector was that recovery was an el enent of state-run
community mental health support services, but wasn't a
feature of the new fundi ng nodel under the NDIA. This was
a thene that cane out strongly in 2018 fromthe

consul tations, the national consultations, and in the
report fromMental Health Australia in relation to that

On 10 Cctober 2018, the then Mnister for Socia
Services, Mnister Fletcher, announced that the governnent
has |istened to that and was comritted to bringing back
recovery into the schene and was commtted to bringing an
approach that understood the nore episodic nature of nental
heal t h.

So, governnent comritted to those two el enments as
com ng back into our further design of the schene.

Since that tinme we have been working to | ook at how we
introduce that in a way that provides a contenporary
statenent of what is recovery-based practice. Wen we
| ooked at that question of, what is good recovery practice,
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and we accept the principle, one of the difficulties is,
there's about - we saw nine versions of recovery that are
expressed in different ways through the historical state
system And that, what we were commtted to do was sayi ng,
how do we work with the key providers to devel op a nore
contenporary and nati onal approach?

Because we have very different ways in this country.
In Victoria the way we deal with recovery and priorities
are different to what's happening in New South Wal es. So,
the way in which we've dealt with that, the Comobnweal t h
Governnment and the agency are commtted to working with key
st akehol ders through the National Mental Health Peak
Organi sation. W have set up a specific working group to
actually work with service providers, and we are at a key
poi nt at the nmonment in our deliberations.

The working group - so, this is a working group called
the NDIA Mental Health Working Group - is at the nonent in
the m dst of |ooking at recommendations and finalising
reconmendati ons to NDI A managenent and which will
eventually go to the NDIA Board in how we find the
appropriate ways to bring recovery back into the schene.

We see that as probably an el ement of support itemand al so
practice gui dance.

The other coment |'d nmake is, good recovery practice
is about, that there is an inprovenent in the |evel of
functional inpairnent; that is, by good investnment and
recovery practice. What we've understood is, we have a
body or practice that neans for some people, and | think
it's inportant to enphasise this: because there is major
het erogeneity in the nental health experience of many
peopl e with psychosocial disability, but the international
literature and the other evidence that's conme out of what's
called the SH P Study, which is a major national study in
relation to schizophrenia, is that significant nunbers, at
| east 30 per cent of people, will have significant
reduction in their psychosocial disability; that is, by
better managenent of their nental health condition and the
right supports, will have a reduction.

So again, we see this as very connected to an
i nsurance principle which says, we invest in people in
buil ding their capacity to try and mnim se the inpact of
the disability on their lives and to allow themto
contribute, to have a contributing life as the Nati onal
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Mental Health Comm ssion has defined it.

M5 COGHLAN: Thank you, Dr Naughtin. Chair, do the
Conmi ssi oners have any questions?

COW SSI ONER FELS: Q Yes, thank you for your evidence.
|'d also |ike to acknow edge that the NDI' S is doing many
good things in regard to nental health and that you're
maki ng an effort to address sone of the prelimnary
concerns. But | had a couple of questions.

| remain a little bit puzzled about the fact that the
Australian Bureau of Stats data show that there are 700, 000
people with psychotic forms of nmental illness; translate
that to Victoria, 175,000, shall we say. That is rather
| arger than the nunber of people who have access at | east

to the top tier of the system | wondered if you had any
comments on the reasons for that gap?
A Conmi ssioner, ny initial coment would be that the

schene as it is designed is to respond and to provide
services to anybody who neets the criteria within the Act.
At this stage, we are in the mdst of a significant
transition process from people who have been in the old
schene to the new schene.

The agency itself has in its work identified that,
based on advice fromthe Productivity Conmm ssion, and it
sought sone ot her expert advice at the tine - and this is
in 2011 - that the figure at the tinme that they projected
for the nunber of people who would have severe and
persistent nental illness and associated disabilities was
64,000 - sorry, I'Il correct nyself. The
Productivity Comm ssion suggested 58,000. That has
subsequently been adjusted by the schenme actuary to 64, 000
nationally at full schene transition.

So | think that's the first point 1'd make in relation
to this. One of the difficulties in relation to the
estimation of that is, it essentially was based on
hi storical patterns that had been understood rather than an
under st andi ng of what future needs are.

So the schenme, the agency itself at the nonent is
acting on the best advice we have fromthe
Productivity Comm ssion. W note those broader estimates
that are around. For us at the nonent the challenge is
respondi ng, in accordance with the requirenments in the Act,
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to those people who are coming to us and that's what we're
trying to do at the monent. |'mnot a statistical expert,
and | don't pretend to be the statistical expert in
relation to that.

The other feature, if | may, counsel, that's rel ated
to the Conm ssioner's question: what we are experiencing in
the schene is that nany people who we thought woul d apply
because we thought they're likely to be eligible, are
choosing not to apply to the schene. That's a conpl ex
phenonmena that we're trying to understand further, but what
we are comng to understand in sonme of the work that we are
exploring at the nonent through that working group
nmentioned is, how do we | ook at providing outreach
services? How do we understand that we need to better
i nform peopl e?

Because we've had a statistical projection of what the
nunbers are, what we're trying to deal with is the reality
of making sure people are - Australians with severe nental
health are informed of the schene, understand it and
understand its relevance. W're also trying to ensure that
our processes and the requirenents of evidence don't hinder
too nmuch the access process for people.

So what I'msaying is, what we're trying to do is
respond to sone of the specific issues that we see in
responding to these needs in accordance with what the
requirenments of the Act are. W are |looking at a range of
initiatives to try and facilitate access to people who neet
the criteria there.

My opinion is, we need to be working hard over the
next three to five years to wel cone people to explain, both
to participants, famlies and carers and health
professionals in particular, what this schenme can offer.

My sense is that will increase the nunbers and ensure
peopl e have the conditions, that they know what is
avai |l abl e.

Where that sits within [arger projection patterns, ny
comment would be, | think there's a real need for us in
three to five years to stop and reflect on what are the
nunbers that are being supported through the schene and
what are the nunbers that are being supported through the
initiatives the Commonwealth is funding through the
non-NDI S services that it is rolling out, particularly in
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relation to through PHNs, but to then understand it'll be
both what the NDIA is doing and | think the other suite of
initiatives.

The other comment |1'd nmake to you is, fromny
perspective, one of the questions is, how nmany people in
a year? So, there may be a nunber of 700,000 within that
need category; one of the variables we don't sufficiently
understand is, with good recovery practice what could be
t he change in the bal ance of people who need support in any
one year? |'d suggest at this stage we do not have the
know edge base sufficiently at this point to understand
what those patterns of support should be in an optina
system

So, fromny perspective | think there's a real need to
say, what we are |looking to within the agency is to try and
bring in what we see as a very contenporary recovery-based
approach to psychosocial disability; we see that should
result in greater throughput within the schene itself, so
we don't see this as a static nunber. Part of the issue
that will need to be judged by over tine is indeed the way
in which the design of our systemis able to provide
opti mal outcomes for people.

Q Thank you. You've partly anticipated nmy next
guestion; it was just about the fact that the aimis to
provi de supports for dealing with the psychosoci al

di sabilities.

What ' s the approach to people, for exanple, who are
honel ess and whose psychosocial disability is, | guess,
wor sened and could be inproved if there was the provision
of some accommodation for thenf? How does that fit into the
NDI S picture?
A So, in the NDI'S picture, the approach that we take to
that is to provide information and try and target
information to people who are honel ess and to of fer them
if they neet eligibility, the full suite of services that
are provided by the agency.

The agency provides two categories of support: one is
cal | ed Supported I ndependent Living, which is a stream of
noney for people who have nore intense support needs,
either in accommodation of their choosing or availability.

The second stream of funding we have is called
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Specialist Disability Accommpdation, and it is a stream of
funding that has been set up to provide capital subsidies
for the provision of accommodation. So, instead of the
traditional block grant to organi sations through social
housing funding, or in the Victorian context we've had the
tradition of State Governnent providing capital for housing
stock, and that's particularly in relation to adult
residential rehabilitation and youth residentia
rehabilitation, so that has been the tradition. The ND A
mechani smfor dealing with that is a capital subsidy to
individuals, is the way in which we deal with that in the
schene.

COWM SSI ONER COCKRAM Q Dr Naughtin, you've nentioned
a nunber of times the words "eligible criteria”, those
sorts of things. It appears there's a lot of focus on the
definition of "the eligibility". Can you just help us
further understand the issues about pernmanent disability,
rehabilitation and recovery across the spaces of
stat e- based and federal |l y-based responsibilities in this
cont ext ?

A So if | start, Comm ssioner, in relation to the

| egislation. The legislation has three elenents
essentially: age, residency status and disability status.
Section 24 of the Act sets out six criteria by which then
the issue of disability status would be delivered.

The Act also clearly recognises that you can have a
per manent condition, but it has variability. And so, one
of the issues in relation to our recent policy work is
trying to understand, what's the episodic nature, what's
the inpact of the episodic nature of nental illness and
conbined with this notion of permanency?

So, just to explain our processes and then I'l]
perhaps go to a critique. Wat we in our assessnent
process do is | ook particularly to health professionals and
particularly GPs and psychiatrists for advice in relation
to diagnosis, and the question of what's the history of
treatnment, and what's the likelihood of the outcome on
disability of access to treatnent? So, | think we rely on
that fromthe health professionals.

We then rely on the plan and the goals set by the
participant first of all, and we | ook for evidence in
relation to disability often frompeople if they have been
in contact with service providers or other support. So,
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our process there tries to bring together the full picture
inrelation to that. W have a systemin which our

nati onal assessnent teamthen makes judgnent on the

evi dence provided in the application.

W are very conscious in relation to this, that there
is confusion - | think is probably not too strong a word -
particularly in relation to what's the inpact of treatnent
inrelation to disability.

| " mvery conscious, the agency spent a week recently
at the National Royal Australian and New Zeal and Col | ege of
Psychi atry Annual Conference in Cairns, and spent a | ot of
time talking to over 200 psychiatrists, and we had a
pl enary session in which | spoke and we had a | ot of
di scussion with psychiatrists.

Agai n, one of the questions here is, we are seeing
| ack of clarity in relation to many psychiatrists about
what sonme of those judgnents and what the boundary |ines
are inrelation to treatability.

| think the second comment |1'd nmake to you in relation
to our understanding of the disability criteria is the
variability in the technical conpetency of sonme of the
peopl e who are providing us reports in relation to
disability. So, the schene as it stands at the nonment is
reliant upon the considered views of people who have had
contact with applicants over tine, and then secondly, we
encourage the use of sone particular instrunents: HoNOS
VWHODAS 2.0 and an instrunent called the Life Skills Profile
16, so we're using those to informthose judgnents.

Q Just so | understand a little further: if a consuner,
a participant, is describing - or their service system
around themis describing that there is potential for
treatability and therefore potential for change in their
current condition, that would be one thing that m ght
exclude themfromeligibility?

A It would be a factor, yes.

COW SSI ONER COCKRAM Ckay, thank you.

CHAI R: Q Doctor, thank you very nuch for your
conpr ehensi ve overview. This a couple of issues | just
want to clarify. The first is just to pursue Professor
Fel s issue. In your statenent you say:
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"As at 31 March 2019, there were 7,908
active participants with approved plans in
Victoria."

In terns of the actuarial assessnents that have been
done and the expectation of what that will growto,
renenbering those figures you gave us earlier about the
nati onal coverage, what is anticipated as being the
expect ed nunber of people taking up plans for ongoing
psychosoci al support fromthe NDIA in Victoria?

A. Based on a Victorian proportion of the total

popul ation, the figure is 16,000. | just would caution
that the point I'mnmaking is, anybody who neets the
criteriais eligible. But if we use the

Productivity Comm ssion figures, the notional allocation
for Victoria - of the the national figure - is 16, 000.

Q | take it fromthat, therefore, that during this
period of transition, whilst nore people are establishing
their eligibility for the insurance scheme, we will have a
cohort of consuners who are potentially eligible but who
will need to be supported through other elenments of this
changi ng service systemin the interim how adequate do you
think our plans for that cohort during this period of
transition is?

A So, just to explain: in Victoria - Victoria are one of
the few states that had what's called a defined program so
peopl e who were on the existing state prograns had
eligibility in their first plan.

The second issue is, the earlier thinking - so, at the
nonent over the last 12 nonths the plan has been for
particularly the Commonweal th community nmental health
recipients to transition into the schene, and that has been
sl ower than was anticipated, and the Departnent of Health
has provi ded an extension of funding for a further
12 nmonths to provide recurrent noney for those prograns
while that transition is occurring.

The next point 1'd nake is, what's called the
Continuity of Support Initiatives which has been a
comm tment of the Federal Government which was, anybody who
tests eligibility who's a current recipient of the Partners
and Recovery Program Personal Hel pers and Mentors Program
or a day-to-day living programwho test eligibility and is
judged to be ineligible can receive continuing support for
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the rest of their life. So, | think there has been clearly
deep consideration for trying to manage that transition.

The other coment |'d make to you is, there's been
work called the Stream i ne Access Programthat has al so
wor ked very hard to address the question of reaching out to
peopl e whose information was in the system and was not
correct.

One of the processes, just to go into a little bit of
detail, the agency has is it sends a text message and
advi sing that sonmeone's going to ring three tines. |If
there's no response to that, we then send a letter to the
known address. One of the issues in terns of people who
are notionally eligible is that group who can't be
contacted. So, again, what we've done is tried to
stream i ne access so that programstaff are actually
followng up with participants; talking to themand, if
t hey' re not happy about contacting the agency, with
approval, their staff nmenber can actually now contact the
agency.

So, | think we've tried to put in place a series of
mechani sns to address this question of trying to facilitate
access into the schene, and | think the outreach strategies
| nmentioned before is considering a nunber of other
initiatives that we see as could assist in that process as
wel | .

Q Thank you. Two other issues around system design and
responding nore broadly to the historic evol ution of nental
heal th services in Victoria and your useful explanation of
that. You do say in your w tness statenent, however, that
a key question still is the adequacy of its prioritisation
in response to the scale of the problemand its social and
econom ¢ i npact.

Can | take it fromthat you' re saying, there still is
an issue, in whatever we may have desi gned, whether we have
historically appreciated the true scale and nature of need
that there is for consumers with nmental health issues and
their famlies?

A That's what | was trying to say in that statenent,
yes.

Q So, future nodelling of the true extent of need is a
priority, fromyour point of view?
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A | think, in ny judgnment, it should be a ngjor
priority.

Q Thank you. The final issue | just want to test is:

we' ve heard throughout this Royal Comm ssion - and | think
your evidence affirned it today - how conpl ex these systens
are to navigate for consuners and famlies and for
professionals involved in it.

We' ve heard repeatedly fromw tnesses and ot hers
engaged with this Royal Commi ssion that it's a very
daunting and difficult systemto find your way through.

G ven the exanpl e you gave of the Commobnweal t h/ state
agreenments of 2015 around NDI S rol es and responsibilities,
are you suggesting that something simlar would be hel pful
in nmental heal th?

A | am | think there's a need to think about what
makes sense as a Victorian mechanismin relation to

navi gation. There are initiatives around: for exanple, the
Federal Liberal Party policy platformspecifies the

devel opnent of a national information line for the ND S,

but it strikes ne that we need to think about a workable
navi gati on systemand there's a question as to, where does
t hat operate on a state or regional |evel?

There are, | think, sone really good initiatives in
this space. As an agency we've been very concerned about
this issue. W've net the Departnent of Health, the
departnent of Social Services and the NDI A, have net with
all the Chief Executives of the PHNs around the country.
We have tal ked about this question of, how do we think
about, given the enmerging role of Primary Heal th Networks
inrelation to informati on, how can we work with them gi ven
their emerging significant role in the informtion
provi sion space? And we've now agreed to set up a working
group specifically to deal with that.

Their feedback to us is, they' ve just got part of the
picture and they're very happy and are comritted to trying
to work with the agency and others in relation to that.

But, fromny perspective it's quite a conpl ex design
guestion to both understand a state systemthat doesn't
daunt people, as well as understandi ng up-to-date
information. You know, there's nothing worse than going on
to an information line and getting information of 20
different places and getting to 18 when you're struggling
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with an issue, and the 18th agency says, "Sorry, we can't
hel p you."

So for me that question, we need far nore contenporary
design that let's us - you know, if we are saying we need
to get nore tinmely support, we've got this issue of, how do
we link that into thousands of providers? And, where do
go in this very conplex systen? You know, | think the
system has tried a nunber of tines in Victoria to devel op
navi gati on systens, none of which in ny judgnment have been
adequate, and so, for me this question of at |east what is
avail able for me, where do | go, and the third one we have
to deal wwth is, can | afford what it's going to cost, |
think, are key elenents to address sone of the issues that
| understand you' ve heard about.

CHAI R Thank you. Thank you very nuch.

M5 COGHLAN: Thank you, Chair. May Dr Naughtin pl ease be
excused?

CHAI R: Yes, thank you very nmuch for your evidence today,
Dr Naughtin, and for your statenent.

<THE W TNESS W THDREW

VM5 COGHLAN: Chair, is now a convenient tine for a
15-m nut e break?

CHAI R Thank you.
SHORT ADJOURNMENT

M5 NI CHOLS: The next witness is Dr Peggy Brown, | call
her now.

<PEGGY BROMAN, sworn and exam ned: [ 12. 09pn]
M5 NI CHOLS: Q Dr Brown, are you by training a
speci al i st psychiatrist?

A Yes, | am

Q Do you hold a nunber of positions in the nmental health
sector, including Chief Executive of ACT Heal th?

A. Yes.

Q Chair of the Australian Mnisters Advisory Council ?
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A Australian Health Mnister's Advisory Council, yes.

Q Chi ef Psychiatrist for the Northern Territory?

A Yes.

Q Chi ef Psychiatrist in the Australian Capita
Territory?

A Yes.

Q Director of Mental Health in Queensl and?

A Yes.

Q Chair of the Advisory Council of the Queensland Menta
Heal th Comm ssi on?

A. Yes.

Q And Chi ef Executive Oficer of the National Menta
Heal th Comm ssi on?

A Yes, that's correct.

Q Have you prepared a statenment addressing the guestions
we' ve posed to you?

A Yes, | have.

Q | tender that statenment. [WT.0001.0065.0001]

Dr Brown, in answer to a really inportant question, which
is, how can nental health be prioritised w thin governnent,
you've said that there are two things that are worth doi ng:
the first being the engagenent of both the Mnister and the
First Mnister, neaning in this context the Premer. Wy
do you say that's crucial?

A | guess in ny experience, you know, there are many
chal | enges in overseeing a health system it's conplex and
there are many conpeting issues, nental health is but one
of them

But | think, in ternms of prioritising it, it needs to
have the attention of the Mnister and the support and,
quite frankly, the passion of the Mnister, but also the
First Mnister, because the issues for nental health are
not just about treatnent and care in the health sector.

The social determ nants of health, social factors that

i npact on the occurrence of nmental health and al so are
often the consequence of having nental health issues, fal
wel |l outside the health sector. So you need a really broad
cross-sectional approach if you' re actually going to tackle
the issue of inproving the nental health of the popul ation.
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In ny experience, you' re not going to get that froma
Health Mnister alone, it's really why you need the First
Mnister with the authority over all of the other
governnment departnents to actually say, we've all got to
play a part here to actually get everybody to conme on
boar d.

Q What sorts of structures or arrangenents have you seen
that allow the attention to be given by both the specific
Mnister with portfolio responsibility and the First

M ni ster?

A Well, | nean, certainly sone jurisdictions have
establ i shed Mental Health Comm ssions, and that has hel ped,
because the Mental Health Conm ssions have a role: they
differ in different jurisdiction as to whether or not they
report to the Mnister for Health or to the First Mnister,
but they generally have a nandate to go nore broad and
speak to the other parts of governnent.

But then, you can al so have cross-sectori al
commttees, essentially chaired by the First Mnister's
Departnent, so whether that's Prem er and Cabi net or Prine
M ni ster and Cabinet, and actually bringing in those other
government departnents to | ook at how they can work
together to be addressing the issues for nental health.

Q And presumably, you nean a pernmanent commttee?
A Vel |, the problenms are not going to be solved quickly,
so yes, | do think that we're tal ki ng about sonething

that's got permanence, yes.

Q Can | return you to the question of a Mental Health
Conmi ssion, and no doubt there are many ways of doing this,
but as an option for achieving prioritisation, can you tell
t he Comm ssioners about sonme approach to what they m ght
ook like in ternms of structure?

A Well, | think in terms of structure - and | ook, | have
to say ny views of this have probably changed a little bit
over the various years that the Comm ssions have been

est abl i shed and have been around - | think they function
nost effectively if they can be independent, and | think
statutory i ndependence is a valuable thing. | also think

that they function best if they are outside of the Health
portfolio and reporting to the First Mnister's portfolio.

The reason for that | think is that they need to
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actually be able to give the frank and fearl ess advice, and
for that to be heard, and to be heard across the various
portfolios, not just within Health, and | certainly don't

t hi nk they should be captured by governnent; | think in
fact, as | think | said in ny statenent, they need to be a
bit of a thorn in the side. Their role is to give advice,
to be nmonitoring the system to be in touch with the
sector, to be hearing the voice of people with |ived
experience and to be able to conmunicate that, and | think
that is best done if they can be really courageous in terns
of the advice that they're giving to governnent.

But they also need to have teeth, in a sense. You
know, part of their role is to drive the reform to give
advice and to actually take forward how things could be
di fferent, but you don't want a Comm ssion just to be a
toot hl ess voice; what they say has to be listened to, it
has to have sone inpact, it has to have sone teeth, so
there's got to be some strength there in the way that the
Conmi ssion's set up to actually give it that teeth.

Q What are neasures that give a Conm ssion teeth?

A Well, first of all the ear of the Mnisters and the
First Mnister. | think that statutory independence gives
it sone status and teeth. | think annual reports and the
ability to actually provide accountability independent of
t he governnment departnents that m ght be actually running
the services and witing their reports, | think all of
those things help to actually give teeth to a Comn ssion.

Q And so, just to backtrack slightly, what are the
advantages in a systemthat has a Comm ssion in terns of
prioritisation as opposed to one that doesn't?

A Well, | guess the thing about the Comm ssion is two
things: one is, if it's operating well, it should be very
much in touch with the sector. So, as | said before, it's
a way of hearing what the issues and needs are and actually
bringing that to the attention of governnent.

But then, it also should have the capacity to be
actual ly | ooking out, not just within that jurisdiction,
but within the country, internationally in terns of
di fferent ways of doing things, of what reforns are
actual Iy happening and being a bit of a catalyst to bring
those to the attention. And actually, just continually
knocki ng on governnent's door saying, "This is inportant,
this is the inpact of this and you need to actually be
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prioritising it."

Q On a slightly different topic, on the question of the
respective roles of the Commonwealth and the state, how do
the different |levels of governnment contribute to the
conplexity and fragnentation of the nmental health systemin
your experience?

A Yes, look, it is a conplex system and it would be
lovely if we could be absolutely clear and say, this is the
role of the Commonwealth and this is the role of the
states, and we kind of have a broad division across that,
but in ny experience there is a |lot of greyness in between.

For exanpl e, the Commonweal th has responsibility for
primary care, it funds the MBS, the PBS, so GPs, private
psychiatrists, private psychol ogists, et cetera, and the
states and territories have historically run the hospitals,
the community health centres, the community residential
beds.

Both | evel s of government play a role in suicide
prevention. | guess historically the Commonweal th
Governnment took nore of a kind of setting national policy,
nati onal kind of approaches, and the states then
i npl emented the services on the ground; that's probably
changed over the | ast decade or so.

| think, when you're tal king about nmental health
pronotion and prevention, historically that's probably been
primarily the Commonweal th Governnment doing that, but in ny
own personal view |l think that the states probably need to
be playing a role in that.

| think we need to do nuch nore in the space of

keepi ng our well popul ation healthy and well, and nentally
healthy and well, and intervening for those people who are
at risk of developing a nental illness by virtue of the

fact that they've had a previous episode or they have sone
very early signs, et cetera, and | don't think that should
just be a Conmonweal th responsibility.

Part of the reason | say that is because there needs
to be this kind of joined up approach between all of the
services, otherwise we end up with the fragnmentation

| think another way in which the conplexity has
increased is through the changes in the NGO sector. Again,
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goi ng back a coupl e of decades, the Commonweal th primarily
funded the kind of national |evel NGO bodies, peak bodies
et cetera; the states provided sone of the services,
psychosoci al support services on the ground.

Goi ng back, | guess, in the early about kind of 2010,
m ght have been a bit earlier, m ght have been a bit later,
t he Comonweal th Governnent put in place a range of
neasures for personal hel pers and nentors and day-t o-day
living, et cetera, which was a response to gaps in the
system and they were very wel conme by the sector and
consunmers and carers in particular.

Wth the advent of the NDI'S, there's been a | ot of
change in that space as well, so it's now a very conpl ex
sector, even nore conplex, and potentially even nore
fragnmented because there's not necessarily a lot of clarity
as to who's providing what, or how they cone together, or
how t o navi gate between them and there's certainly not a
| ot of coordination happening.

Q So, is the lack of clarity in particular about how the
system shoul d devel op?

A Well, at the end of the day it's not so nuch about
whet her or not there's a whole range of services there;
think a range of services is a good thing because it
provides choice. It's about, if I'ma consuner or a carer,
bei ng able to understand what's out there, who does what,
how do | access it, do | need a referral, what kind of
referral do | need, what's the pathway to there, what's the
comuni cati on between the various agencies; and, if you
have services just kind of popping up and not necessarily
engagi ng with other services, then it's this kind of jigsaw
puzzle that doesn't quite fit together

Q W're interested in your views about how to change

that or inprove it. Wat prospect do you see for a state
like Victoria engaging in bilateral arrangenents with the
Commonweal th to nove forward in the Victoria Commonweal th

space?
A Look, | think there's every prospect that that should
be seriously considered. Ideally, we would have a nati onal

approach to taking forward nental health, but when you
bring nine jurisdictions together, the negotiations and the
di scussions inevitably get nore conplicated and nore
fraught.
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| think if you have, as you have here in Victoria, a
government that has seriously declared its intention to
address this problem it essentially has to do that | think
in conjunction with the Commonweal th who's a maj or player
in the provision of mental health services and, you know, |
do note that the current Commonwealth Health Mnister is a
Victorian, but | think regardless of that | think that
there's good prospects there for the two governnents to
come together and say, how can we actually tal k about doi ng
things differently.

Q Do you have views at a general |evel about what the
priority should be for that kind of discussion?
A Vell, look, | think there's a couple of things |I would

say there. One is, we need to think about what's needed.
The second is, what's it going to cost? And the third is,
how are we actually going to, | guess, nonitor whether it's
maki ng a difference, and indeed the right difference. Each
of those is inportant.

As | said, in terns of what's needed, |'mvery clearly
of the view that we need to think nmuch nore about a
popul ation health approach to nental health. So, that's no
| onger just |ooking at what are the treatnent gaps and
trying to reduce those; it's actually, how do we inprove
the nmental health of the whole population, so that really
does bring a sharp focus on those nental health pronotion
and prevention interventions and the early intervention for
t hose people who are at risk as nmuch as it does for the
treatnment, support and care and the recovery-focused
servi ces.

And, we need all of those to be inproved. The WA
Sust ai nabl e Health Review, for exanple, that was rel eased
earlier this year, they actually nade a recommendation -
and this was for the whole of Health - but they nmade a
reconmendation that 5 per cent of the budget should be
spent on health pronotion, and | think that we're kind of
tal king that kind of figure.

Q That nagnitude, yes.

A That's right. In terns of the investnent required,
it's difficult to know exactly what sort of figure there.
What's often kind of |ooked at is, what's the current |evel
of investnent by governnment? W know fromthe | atest
figures fromthe Australian Institute of Health and Wl fare
report, $9.1 billion spent on nental health; $8.7 billion
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of that is governnent spending, and that represents about
7.4 per cent of the Health budget.

But we know that mental illness represents about
12.1 per cent of the burden of disease. So, if you just
did a quick calculation on that, and what would it take to
actually bring the current expenditure up to 12.1 per cent
rather than 7.4 per cent, we're tal king about probably an
extra $5 billion, $5.5 billion.

The National Mental Health Service Pl anni ng Franework

is another way of |ooking at that, and again, | haven't
been intimately involved in any of those discussions, and
each of the jurisdictions will have done their planning and

will know what their figures are in terns of potential gaps
in expenditure or investnment, but | would suggest to you
that it's sonmewhere, you know, 40 per cent-plus nore than
what we currently spend. So, we're tal king substanti al

i nvest ment .

| do note that the National Mental Health Service
Pl anni ng Franework was prem sed on optinmal support in the
non-Health sectors, which of course we don't have, and when
we're not there it falls back to Health, so we certainly
have a shortfall in the investnent.

Q Can | ask you sone questions about that, just on that
subject. Can you just briefly explain what the Nationa
Mental Health Service Planning Franework is and what its
pur pose is?

A Yes, it's a tool that was developed - in its current
format it's been devel oped | guess since about 2010, but it
was prem sed on a tool that was devel oped first in New
South Wales. What it does is takes the epidem ol ogy of
mental illness: so, how conmon is depression, how conmon is
anxi ety, how conmon is schi zophrenia, et cetera.

Then it actually brought together a group of experts
for each of those particular disorders and said, what's the
best treatnment for the average? And, you know, that's a
chal | enge because there isn't an average, but they had to
tackle it in some way.

But fromthat, actually then said, well, this is
what's required to deliver the best treatnment for the
popul ation in Australia who have nental health issues. As
| understand it, the tool can scale it to say, well, we can
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treat 100 per cent of people, or we can treat 80 per cent
of people, or 60 per cent.

Qur best figures at the noment are probably only about
50 per cent of people who experience an epi sode of nenta
illness in any given year actually seek any form of
treatnment, and probably many of those don't get effective
treatnent, but the tool is prem sed on | ooking at effective
treatnent at different |evels of coverage for the range of
mental illnesses in Australi a.

Q And it provides a set of benchmarks for effective
t reat ment ?
A Yes.

Q And al so, as you were saying earlier, allows states to
assess the level of funding that would be required if they
desi gned their services around that effective |evel of
treatnent according to those benchmarks?

A Yeah. Well, what it provides is benchmarks for
treatnent for the popul ation.

Q Yes.

A So, it's provider agnostic, so it includes those
servi ces that woul d be provided by the public sector and
i ndeed services that currently would be provided by the
private sector.

Q And, just to go back to sonething you were saying
earlier, can you give us a sense of the magnitude of the
gap between funding that would be required if those
benchmar ks were adopted and the | evel of funding that
currently exists on a national |evel?

A As | said, | think we're probably tal king - and

prem se this by saying, | haven't been involved in recent
things - but | think we're probably talking in the order of
40 per cent-plus over the current spending, and the current
government spending is $8.7 billion. | think we're
probably tal king anot her, you know, $3 billion,

$3.5 billion if we're going to address the gaps. That's at
100 per cent coverage of, you know, optinmal treatnent.

Q And that, interestingly, conpares to | think you said
on a national |evel current government spend for nental
health is about 7.4 per cent of the budget?

A That's right. 7.4 per cent of governnent health
expendi ture.
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Q Yes, sorry. But the burden of disease for nenta
health is about 12 per cent?

A 12.1, | think it was in 2015, which was the | atest
figure | saw, there mght be a nore recent one, but yes.
So, if you do those back of the envel ope-type cal cul ati ons,
if 7.4 per cent is $8.7 billion, then 12.1 per cent adds
another $5 billion, $5.5 billion.

Q VWhich is probably nore than it would take to bring the
funding up to the level required for the treatnent node
envi saged in the National Mental Health Service Planning

Fr amewor k?

A Yes.

Q Just doi ng back of the envel ope cal cul ati ons?

A. Just doi ng back of the envel ope, yes.

Q To your know edge, do any states in Australia use the

National Mental Health Service Planning Framework to fix
t heir spending on nental health?

A Look, I"'mcertainly aware that, | believe all of the
jurisdictions have the tool and have used it to do their
own internal planning. | know that the WA plan, for

exanple, is very nuch prem sed on the National Mnta

Heal th Service Pl anning Framework. Nobody currently
reaches the level of expenditure that m ght be predicted by
the tool; that is ny understandi ng.

Q And you' ve nmade the point in your statenent that the
tool can certainly be tailored to account for |oca
factors?

A Look, well, I think the point I was trying to nake was
that it should be tailored for the |ocal factors. The
reality is, it's just a tool, it's not an absolute, it's an

aid, and because it takes an average position, you have to
be careful about not trying to take it down to too small a
popul ation. But you do need to take into account what the
characteristics of the local - you know, the denographics
of the regional popul ation.

For exanple, if you're in a rural and renote region,
there is a loading for that. |f you have a high proportion
of |1 ndi genous people in the region, there needs to be
consi deration taken for that. So, it shouldn't be taken as
an absolute, it needs to be a guide that does take into
account ot her factors.
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Q And, as a guide, the level of funding and services
indicated in the tool assunmes non-health fundi ng and
services are otherw se being provided?

A That's right. | think that's a really key issue. W
know, for exanple, that having safe and stable
accommodation is really inportant for people who experience
mental health issues. The NDI S does not fund
accommodation. And, of course, if you're on a disability
pensi on or Newstart, achieving affordable accomodati on and
housing is a major challenge. But, if nobody's providing
housi ng, then what happens? It's nore likely to | guess

i nfluence a deterioration in sonmeone's nental state, they
present to the hospital, they may be admitted, their

di scharge i s del ayed because there's no accommodati on for
themto go to.

So, where those other services |ike acconmodation, for
exanple, aren't available, it does increase the burden on
the nental health system

Q You' ve nade a comment in your statenent in the context
of the National Mental Health Service Planning Framework,

t hat gaps between funding and service availability should
be made nore transparent and publicly known: can you

el aborate on that?

A Look, | think the reality is, everybody in Australia
knows that we have an issue with our nental health system

Com ng down in the plane, | was sitting beside an
80-year-old retired farmer and he was saying, "GCee, we've
got problenms with the system"™ It's not a secret, so

don't know why we don't have a level of transparency in
terns of, you know, what we think we should be aimng for
and where we are now.

| ndeed, what | think is required, is governnents need
to cone together and actually have a plan for how we're
going to tackle this, and it's going to take tine. You
know, if you gave us an extra 2, 3, $5 billion now, we
woul dn't be able to spend it wisely; we need to be able to
invest over tine in a planned way, and actually ensure that
we' ve actually got the workforce, that we' ve got the
connections there, that we take a regional approach, all of
t hose things, but the first part of that is being
absol utely transparent about where we are and where we want
to get to
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Q Can | ask you about neasuring where we are as opposed
to where we want to get to. You have enphasised the

i nportance of neasuring outconmes as opposed to just
activity: can you say sonme nore about why that is so

i nportant?
A Look, | nean, again, historically I think we started
with a focus, | guess, on how nuch we spend, and what

wor kf orce we' ve got and how nmany beds we've got. Then we
| ook at, well, what's the product of that, what are the
services that are being provided and whether it's

adm ssions or whether it's occasions of service in the
community or residential beds, et cetera.

But that doesn't actually tell us a whol e range of

things. It tells us sonmething: it tells us about a |evel
of activity. It doesn't tell us who's not getting
services, for exanple. It doesn't tell us the quality of

that service or indeed what the experience of the person
was; whether in fact, as a result of receiving that

service, their quality of life inproved in any way. W nmay
not even necessarily know whether their nmental health
synptons inproved in any way, but that's not always the
nost inportant thing for people who are experiencing nental
heal th issues.

Sonetines their synptons are but one of their
concerns. You know, their concern may well be about their
housi ng or their finances, et cetera, so we need to have
ways in which we can actually know about the outcones for
peopl e and whet her the noney that we're spending and the
services that we're delivering are actually making a
difference to their life.

And so, a focus on outcones, things |like | guess
suicide rates, but also |life expectancy, physical health
status, accommodation status, enploynent, social contact
and participation in the community: all of those things are
equal ly inportant as well as know ng about nental health
synpt om change

Q Does a |l ack of data inhibit outcomes reporting in your
experi ence?

A Yes, getting the data to be able to provide those
outconmes and for it to be nmeaningful. You know, the
Productivity Conmmi ssion's report on governnent services
each year publishes both output and outcone data, but for
sonme of those nmeasures they say the data's not avail abl e,
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they're still working to collect it; for sonme they give
data and results, but they indicate that, for exanple, when
they' re tal king about connectedness with fam |y or other
social activities, they'll say, but we can't tell you
whether it was actually neaningful to the person. So, it's
not particularly helpful if we don't really know whet her
it's meaningful to the individuals.

Q So, would you say that having good intelligent data
nmonitoring systens ought to be a priority for system
ref or nf?

A. Yes, absolutely. W do need to have data and it needs
good systens underpinning that. The one caveat | woul d put
on that is that, we need to be cautious not to inpose that
data coll ection burden on the clinicians in the system who
al ready currently have a huge administrative load, and in
fact many of themwould say they would |i ke to have |ess
adm nistrative |load and free up tinme to actually have
face-to-face contact with consuners and carers to actually
do what they were trained to do.

Q Al though it's a question without notice: do you have
any views about the ways in which data collection can be

i nproved but wi thout inposing the burden on clinicians?

A Well, | think the obvious answer to that is to seek to
automate it as nuch as possible through administrative

coll ections and el ectronic systenms. Now, that m ght be
within electronic health records, and increasingly across
the country we're doing that.

But al so, we need to be | ooking at the other data
coll ection opportunities. Sone of the data conmes from
national surveys, sone of it may come from ot her government
departnments. But there are many challenges in that, in
ternms of getting data definitions that people can agree on
across different jurisdictions, actually getting them
collected in the sane way. There are privacy issues that
get raised when you' re wanting to actually identify whether
sonmeone has experienced an epi sode of nmental illness and
whet her that shoul d be disclosed to other departnents, you
know, for the purpose of data collection, et cetera, and
data matching. So, it's not an easy undertaking, but it's
an i nmportant one.

Q You say in your statenment on a different subject that
in a devol ved governance system a bal ance needs to be found
bet ween nmaki ng health services accountable to deliver safe
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ef fective services and m cro-nmanagenent of the service by
the departnent: can you say sonme nore about what are the
hal | mar ks of a bal anced systemin that respect?

A Yes, that's not easy. W have noved to devol ved
governance systens, and | think that's a good thing, and
the reason | say that is because they are nore able to take
account of what their |ocal regional needs and to seek to
address that in a way that is joined up across the

di fferent players, so the primary care sector, working with
t he Commonweal th, et cetera.

And obviously at a |ocal |evel services need to be
accountabl e for what they deliver and howit's delivered
and what are the outconmes that they're actually achi eving,
and ensuring that they're engaging with consuners and
carers and the sector.

But there also needs to be the oversighting, and
think that was highlighted here in Victoria after the
Bacchus Marsh incidents, and Stephen Duckett's report,
whi ch basically said the centre has got a role to be
oversighting and | ooking at: you' ve got a whole host of
di fferent services, but someone's got to be | ooking from
above with, | guess, a degree of independence but also for
t he whol e picture, not just the individual pictures.

The risk is, when you bring data information into the
centre, they'll want to say, well, you should be doing
this, you should be doing that, we all have to do it the
same way, and that's where that tension between the centre
and the kind of devolved is a chall enge.

And there needs to be a | evel of consistency, | guess,
in the approach, but equally the services need to be able
to tailor the service delivery to what neets their |oca
need, and it's not going to be the sanme in far west
Queensland as it is in Brisbane or the centre of Ml bourne.
So, there is the need to actually allow sone i ndependence

for the devol ved systens as well, but it's a conbination of
bot h.
Q Do you have views about the core attributes of good
| eadership for the system | eader?
A In terns of the System Manager at the Departnent of
Heal t h?
Q Sure.
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A Look, again, | think one of the things that helps is
to have the role of the Chief Psychiatrist. The Chief
Psychiatrist is an experienced clinician, has an
under st andi ng of the sector, has a role to oversight
standards of care, and al so provide clinical |eadership.

But then al so needs to have the ear of the Mnister and the
Secretary of the departnent to be able to give them advice
and, in a sense, to interpret some of what's comng in from
the services in terns of, perhaps, what to nake of it and
perhaps in ternms of informng how they m ght respond to
particular issues. So, | think the role of a Chief
Psychiatrist is inportant.

| think it's inportant as well that, at a central
| evel, there is still also the voice of the consuner and
carer: now, whether that cones through a Conm ssion or
whet her it conmes through a kind of peak body or commttee
that gets that voice in there, but that needs to be heard
as well as the clinical voice

M5 NI CHOLS: Thank you, Dr Brown. Chair, do the
Conmi ssi oners have questions for Dr Brown?

COW SSI ONER FELS: Q Thank you for your excellent
evidence. First of all, | wanted to be pedantic for a
monent. |f you go from7.4 to 12.1, that is 63 per cent.
A Thank you, Professor Fels.

Q Secondly, you said sort of back of the envel ope stuff.
| guess you could do a simlar exercise at state |evel.

You did the Commonweal th one, obviously?

A No, I did the joined up one.

Q You did the joined up one.

A. So, the total expenditure on nental health is

$9.1 billion. $8.7 billion of that is governnent, the
remaining is private health insurance et cetera. O the
$8.7 billion, about $5.7 billion of that is state and
territory, and about $3 billion is Comobnwealt h.

Q kay. And, well, incidentally, the reason | nade that
little mstake in assumng it was Commonweal th, was that,
you woul d have seen some Conmonweal th figures for the
Commonweal th's total spending on nental health where it

i ncludes disability support pensions?

A That's right.
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Q And various things that have a rather simlar sized
nunber ?
A | ndeed, it does, but it's a different beast, yeah.

Q And I'mjust wondering about whether you applied that
formula to that or not. That's a question for another day,

per haps.
A Yes. Look, | think possibly not necessarily.
Because, if you're aimng to - | don't think it's

proportionately the same anyway - because if you' re aimng
to i nprove your health system and your treatnment and
support, you would hope that ultimtely you woul d be
decreasi ng your welfare, your need for welfare paynents,
for exanple. So, | don't think you can necessarily apply
the same very rubbery nultiplications to the broader

gover nment spend.

Q The ot her question on Mental Health Comm ssions,
you've said a few things about them Do you have any views
on the Western Australian nodel, where the Mental Health
Conmi ssion actually allocates funds as distinct from having
just nore of that independent reporting and advocacy rol e?
A Yes, | do. | need to be cautious in what | say,
because I'mcurrently participating as part of a review of
the clinical governance of the public nental health
services in Western Australia, and we're due to provide a
report to the Mnister very soon.

| think there are advantages - potential advantages
and potential disadvantages. |In the review that |I've been
a part of, I think I've seen evidence of both of those.

One of the advantages in hol ding the budget and
undertaking the purchasing is, they have nore capacity to
make deci sions about - | guess, that help to drive the
reform so to change the pattern of expenditure, and
certainly in Western Australia what you've seen is that
t hey have had a significant increase in the funding to the
non- gover nnent organi sations and that's been a very
positive and well received thing.

| guess the challenge is - well, | see a couple of
chal l enges - but one is, | have a |l evel of concern about
separating nental health off fromgeneral health, and
indeed certainly it was evident in Western Australia,
there's still significant nmental health expenditure that
cones out of the general health budget: for exanple, for

.24/ 07/ 2019 (17) 1651 P BROWN

Transcript produced by Epiq



O ~NO O WNPEF

Emer gency Departnents, for consultation |iaison services,
et cetera. Wat we've seen in Australia, around the whole
of Australia, not just Western Australia, is increasing
presentations to the Energency Departnent.

| think you potentially increase the fragnmentation of
the systemand there's a potential for a lack of clarity as
to who's responsible in terns of the nonitoring of that
because you have the system nmanager role that's trying to
t ake the overvi ew

So, | think that there are pros and cons to it. |
guess it's for a governnent to actually | ook at that and
nmake a deci sion about whether or not it should be a
fundhol der or not.

What | can say and | think is on the record, there's
been various reviews in WA, including a review by
Pr of essor Mascie-Taylor in 2017 which | ooked at the safety
and quality systens in WA and nade the comment that he
t hought there needed to be a review of nental health
services in WA, which is part of the reason that I'm
involved in the review |I'min now.

The Sustainable Health Review that was published
earlier this year |l ed by Robyn Kruk, who is well-known as
the former CEO of the National Mental Heal th Conm ssion
anongst many other roles, also nade the same reconmrendati on
that there needed to be a review of nmental health, and
particularly the clinical governance, and that | think is a
reflection of the fragnentation that has been experienced
in WA, and they actually use the words of "conplex and
confused. "

| do think caution is wise in thinking through where
the funds are best held.

Q And finally, on the Comm ssion: an independent
Conmmi ssion still is attached to a Mnistry?
A Yes.

Q Central agency or Health Departnent: do you have any
views on the pros and cons?

A | do indeed and, as | said earlier, | think ny views
have probably changed sonmewhat over tine, but |I do believe
that they should be central agency and they should be

i ndependent .
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COW SSI ONER Mc SHERRY: Q Thank you very much for your
statement and for your evidence. | was just wondering if
you have a view on the peer workforce and perhaps how t hat
coul d be devel oped as part of a systemw de approach?

A Yes, look, | think the peer workforce is a very
i mportant el ement of our workforce, and unfortunately far
too snall at this point intinme. | think there's a grow ng

body of evidence for the role that peer workers can play in
a service, and very nuch wel coned by those with |ived
experience and who are seeking services.

There's a role really right across the board in terns
of, from Energency Departnents, acute units, comunity
units, rehabilitation services, for the peer workers to
play a very promnent role, and of course they're a big
part of services in the non-governnment sector as well. W
need to see a concerted effort to actually increase the
presence of peer workers across services, in clinical and
non-clinical settings, across the whole of Australia.

Q In your view, do you think that Mental Health
Conmi ssi ons perhaps devel op that voice of those with |ived
experi ence?

A Look, I think one of the inportant roles for having a
Conmi ssion is actually to be out there hearing fromthose
with lived experience, and it's not a one-off thing, it's a
conti nuous process. But then, to be actively listening,
hearing the accounts that people are telling them and then
taki ng that back to governnment and, in a sense, translating
it to governnent in ternms of what it neans for the

experi ence of people in everyday life.

And again, not just in the health settings al one, but
in these other settings, in ternms of, what's happening in
the prisons, what's happening in the police response, in
t he anbul ance response, what's happening in child
protection. Al of these interface for people and in the
lives of people with nental health issues. | nean, not
everyone has those, but you know what | rmean.

The Comm ssion has an inportant role to actually take
that voice and take it to the departnents and to governnent
nore broadly.

CHAI R Q | just want to follow up on the issue you
sai d about your concern about the potential of separating
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out fund holding for nental health, particularly
hospi tal - based nental health services fromthe broader
heal th system

Does your concern also hold true in relation to
comuni ty- based service provision, or do you think there's
different considerations in relation to that?

A |"mnot entirely sure I"'mfollow ng what you nmean by
t hat .
Q So, you said in your evidence to Professor Fels'

guestion about the value of a Mental Health Conmm ssion
bei ng a fundhol der, and you said you had reservations in
relation to whether or not splitting off fund hol ding for
mental health services woul d advant age or di sadvant age
nment al heal th because of the broader contribution fromthe
heal t h budget, particularly for Accident and Energency and
ot her departments.

A. Yes.

Q Wul d you hold the sane concern about separating off
comuni ty-based nental health services from hospital-based
services?

A Oh, absolutely. Hospitals and community services need
to work in an integrated fashion, and really, we should be
trying to minimse the need for hospitalisation by
providing as nuch services in the conmunity as we can, and
that's both clinical and non-clinical services.

| f you have separate fundhol ders for comunity and
inpatient, | can just foresee issues. And, of course, the
problemis, if there is a shortfall in one, so for exanple,
if the community services are not providing the | evel of
service required to neet the need, where are people going
to go? They're going to go to the hospital, they' re going
to go to the Enmergency Departnent and get admitted to the
inpatient unit. And discharge fromthe inpatient unit,
saf e di scharge, relies on having accomopdati on and then the
appropriate supports in the community, whether it's
clinical or non-clinical

But, if you' ve got two separate parts of the sector
funded by different fundholders, it's to ny mnd a recipe
for, not necessarily disaster, but probably not nuch short
of that.

CHAI R Thank you.
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M5 NI CHOLS: May Dr Brown be excused?

CHAI R: Yes, thank you very much for your evidence today,
Dr Brown.

M5 NI CHOLS: Is it convenient to take the lunch break now?
CHAl R Yes.

LUNCHEON ADJ OQURNVENT
UPON RESUM NG AFTER LUNCH

M5 NI CHOLS: Comm ssioners, the next witness i s Robert
Know es, | call hi mnow.

<ROBERT | AN KNOALES, sworn and exam ned: [ 2. 05pn]

M5 NI CHOLS: Q M Know es, have you had a nunber of
positions throughout your career in the area of nental
heal th and heal thcare policy reformand governance?

A Yes.

Q I ncl udi ng, you were a nenber of the Victorian
Legi slative Council from 1976-1999?
A That's right.

Q You were from 1992 to 1996, the Victorian M nister For
Housi ng and Aged Care?
A. Yes.

Q And between 1996 and 1999, the Victorian Mnister for
Heal th and aged care?
A That's right.

Q Were you a Comm ssioner on the National Mental Health
Conmi ssi oner ?
A I am

Q And a former Chair of the National Mental Health
Conmi ssi on?
A That's right.

Q Are you currently the Chair of the Board of the Royal
Children's Hospital, Ml bourne?
A. | am
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Q And the views you express here today are your views?
A They are.

Q As opposed to representing any organi sati on?

A That's right, yes.

Q Have you prepared a statenent addressing the guestions
we have asked of you?

A. Yes.

Q | tender the statenent. [WT.0001.0059. 0001]

M Know es, as a Menber of Parlianment, how were you first
exposed to the systematic issues relating to nental health?
A There were two aspects, | guess: the first was that
there were two then nmental hospitals in ny electorate,
Lakesi de, Ballarat and Airedale in Ararat, and there were a
series of reports over the years which highlighted sone
pretty appalling experiences that people had within those
institutions.

And then, when de-institutionalisation started to
occur in the early 1980s, there were a nunber of fornmer
boar di ng houses in Daylesford which was in ny electorate
t hat becane special accommobdations, and there was a
decanpi ng of a significant nunber of residents from
previously those nental institutions relocated to
Dayl esford with an absolutely scarcity of any |ocal support
services for themand that generated a great deal of
communi ty concern in that community. So, it was that
background that | felt the way as governnent and a
community we responded to those with quite conpl ex needs
| eft an enornpus anount to be desired, and | did hope that
| mght sone tinme have an opportunity to nmake sone
contribution to rectifying that.

Q What were the forces or the circunstances that all owed
de-institutionalisation then mainstreamng to come onto the
political agenda with such concentrated attention?

A Vell, it cane to a head, | guess, in 1992 when we
becane the governnent. At that stage, the Victorian
econony was experiencing sone fairly turbulent tines, the
dem se of a |lot of manufacturing industry, the Pyram d
housi ng cooperative coll apse, the | oss of the State Bank,
so there was a general malaise in the econony and that had
a significant inpact on State CGovernment revenue.
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When we becane governnent, we were advi sed by Treasury
that the State's finances were unsustainable and, to bring
t he budget in to balance required a reduction of
10 per cent recurrent expenditure over a two year period,
whi ch was enornously chall enging, particularly for those
M ni sters who had responsibility in the social policy area.

Mari e Tehan was ny colleague in the first term as
M nister for Health, we worked closely together; and we
determ ned that, even though we were going to have to
reduce governnment expenditure, we did want to inprove
out cones and provide nore services. And, in nental health,
that becane a particular challenge as | think there was an
acceptance that nmental health had been a negl ected area of
government expenditure, and to reduce that by 10 per cent
was quite chall engi ng.

What we becane aware of is that a large - a
significant, I wouldn't say a large - but a significant
proportion of that expenditure was bei ng expended in
mai nt ai ni ng ol d obsol ete buildings, |arge areas of gardens
and parkl ands, and so, the decision was taken that if we
could in fact close those, open nodern facilities, we could
treat nore people but at a |ower recurrent cost. W were
enornously assisted by the then Federal Governnent who'd
i ntroduced the Better Cities program providing capital
funds to the states and territories for themto redevel op
urban infill, particularly in netropolitan areas, and we
used those funds to provide the capital for the devel oprment
of the new services as part of the general hospital system
and that was an inportant decision to try and get sone
| ocal accountability to the way those services were
operated, and to recognise that you can't separate out
mental health from physical health, that they're
interrelated, and people with a poor nental health are nore
likely to have a poorer physical health. So, it was seen
inportant that we in fact construct those new services.

We al so took the opportunity of getting a better
di stribution of those services.

Q | mght just take you back a little bit just to
summarise in ternms of the factors driving such a najor
change. So, are you saying you had really a coincidence of
Federal Government funding under the Better G ties program
and an understandi ng that you and your coll eagues arrived
at, that you could in your assessnent provide better care
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and treatnent for people but at a |lesser cost: is that
really the constellation of factors?

A Yes. Yes, and when | say "at a lower cost", it wasn't
at a lower cost of the clinical services, that was

consi stent, but the overall costs were reduced because
there was a | ess expenditure on poor infrastructure

mai nt enance.

Q Yes, so you changed the approach to infrastructure,
and therefore changed the costs of infrastructure
mai nt enance - -

A. Yes.

Q -- and that coal esced with a different approach, which
we'll talk about in a nonent, in terns of how the system
shoul d be structured.

A. Yes.

Q Do you think, on reflection, you woul d have had one

wi thout the other? So, it was a budgetary neasure as well
as a different approach to the whol e systenf

A. If we hadn't been faced with the budgetary
difficulties?

Q Yes.

A | think it mght have been a little nore chall engi ng.
When you have to reduce expenditure by 10 per cent
recurrent funding over a two year period, the status quo is
not an option, and that was broadly understood and accepted
by the Victorian community, so it did allow governnent to
adopt nore radi cal changes than what is sonetinmes possible
when the broader community don't see the need for
systemati ¢ nmaj or change.

Q | see. Can | ask you, what was bound up in the notion
of mai nstream ng?
A There are a couple elenents of that. One was to

recognise a quite different approach to the historic
approach, where historically alnost all of the expenditure
had gone in bed-based services in those large old
institutions. There was a recognition that we needed to
devel op a much broader range of community support services.

There was a recognition that the vast majority of
people with a nmental health issue did not require 24-hour
care, that generally that can only practically be provided
in a concrete setting. So, there was a recognition that
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peopl e woul d get relatively better then perhaps rel apse,
and so, would need interaction in a service.

There was a recognition that these people al so had
signi ficant physical health needs, and that those needs
needed to be net as much as treatnent and care for their
mental health issues.

W al so wanted to get - because our then service
structure really reflected history, which nmeant nost of the
institutions were in relatively inner-city Mel bourne or in
the major provincial towns, often within those towns in
quite isolated circunstances. Wereas, | think history had
shown that our public health services are nore centrally
| ocated for communities, and so, it nade a | ot of sense to
buil d t hose new bed- based services where they were required
as an integral part of the public hospital system

Q And, did that lead to the devel opnment of the catchnent

syst en®?

A Yeah, well, that was the way in which we tried to
ensure a rational distribution of those public nmenta

health dollars. | think the plan was, our planning divided
the state into, | think it was about 28 districts, then

there was a pro rata allocation of beds, conmunity-based
services; we established Crisis Assessnent and Treat ment
teans which were neant to be the frontline response to

t hose experiencing psychosis, so that they got better
access to the systemwith imediate treatnent. So, it was
gquite a sophisticated plan, but it was seen as a starting
base.

Unfortunately, | think sonme of those decisions have
taken on a rigidity which has worked to the detrinment of
t hose who experience nental health issues.

Q Refl ecting on that point, what aspects do you think
have taken on a particular rigidity?

A. | think identifying that people can only access these
services within a geographic area, that they nust neet
certain criteria. W would never accept that in our

general health services: | described it as "The |last of the
Soviet systens", | think it's appalling. And we can't
really talk about a patient-centred systemif we dictate to
patients specifically that they can only access services

t hrough a particul ar provider
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Q What was the essential nodel of governance that you
and your coll eagues put into the system back then?

A We already had the nodel of, in terns of |oca
managenent of the public hospital system that brought an
el ement of |ocal accountability because it was very clear
froma series of reports that there was very little
accountability for inappropriate staff behaviour in the
previ ous system which was all centrally nmanaged.

There were sone statew de services that were
desi gnated as provi di ng coverage, and they were nmanaged
centrally or managed by a particular service for the
statewi de provision. It was a conscious decision and
think it did lead to an inprovenent in that |ocal
accountability.

| guess, in an ideal world, we mght have started from
scratch but we weren't in an ideal world. Sonme of the
staff that had worked in the system had thensel ves becone
quite institutionalised, and I think sone of themfound it
difficult nmoving into a different environnent where there
was a nuch stronger |ocal accountability through | ocal
managenent systens, but the cost of doing it differently
was just beyond the capacity of the state to fulfil.

Q WAas there an apprehension that, in a devol ved
governance nodel, there could be a drift of noney all ocated
to nental health to general health?

A Yeah, al though the funding was in programspecific, so
services had to acquit their expenditure consistent with
the requirenents of the program And | guess, there was
some nervousness, particularly anongst sone of the
clinicians, that there would be a drift.

There was al so sone concern that there would be a
drift in the conplexity of patients being treated, and I
t hi nk there was concern that, particularly in the early
days, we ensure that those with the nost conpl ex needs were
still able to access services.

| think, with the scarcity of growh funding, | think
that's becone quite problematic now that they're the only
people that are able to access support through the public
mental health system

Q Can you el aborate on that a little?
A. Peopl e have to be di agnosed as having a quite severe
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conpl ex mental health issue before they generally are able
to access the public nental health system Qur primary
care systemgenerally picks up the needs of those with nuch
| ess conplex nental health needs, if | can put it that way:
t hat doesn't nmean they don't have significant needs, but
generally the primary care systemis able to neet those
needs. But there is a group between that that is severely
conprom sed and do have enornmous difficulty in accessing
appropriate care.

If I could just give one exanple, at the Royal
Children's Hospital we do have a public nmental health
program but it's specified for inpatient adol escents. But
we probably provide nore treatnent and support for children
with mental health i ssues fromour general program budget
than we do through the public nmental health systemand, if
we didn't do that, there'd be a significant nunber of
children and their famlies that would not have access to
appropriate treatnent.

Q Just going back to the early 1990s, was there an
overwhel m ng community support for de-institutionalisation
and then mai nstream ng?

A There was overwhel m ng support fromthose who advocate
inthe field, but I think there was a proportion of the
popul ati on who were apprehensive, maybe through ignorance.

| nmentioned the experience of the Dayl esford
community. One could well understand the apprehension in
that conmunity about de-institutionalisation and
mai nstream ng, because they'd seen it occurring wthout a
conpar abl e devel opnment of communi ty-based support systens
and servi ces.

As | said, there were a nunber of forner boarding
houses or guest houses that had becone speci al
accommodations. The only provision of nental health
services was a psychiatric nurse half a day a week, it was
hardly an adequate support system and so nmany of those
former residents of the nental health institutions were
really just at a | oose end during the day, wandering the
streets of Dayl esford.

So, one coul d understand, but | think those of us who
wer e passionate about it were pretty confident that, if we
got the service systemright, then in fact, not only need
the comunity not be concerned, but there would be nuch
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better outcones fromthose who were experienci ng nental
health issues and their famlies and those who supported
t hem

Q Going forward, do you think that since that tine
mental health in Victoria has ever been adequately funded?
A No. Nor has it ever been adequately funded anywhere
in Australi a.

| can perhaps just quantify that a little. Sonme years
ago | was one in quite a |arge group of people that |ooked
at, what would a nodern nental health systemin Australia -
what mght that | ook at, |ooking at both a comunity-based
servi ce system through to an adequate range of bed-based
services covering the different age groups and it was quite
a detail ed exercise that took a couple of years in the
under t aki ng.

Unfortunately, the report's never been rel eased, but |
can say that the costing of that showed the then nental
health system was at |east 40 per cent underfunded in ternmns
of being able to provide that bal anced integrated service
system | suspect the figure would be now significantly
nore than that.

Q How do you think the funding conmpares with the burden
of disease for nental health?

A | think the funding is about 7 or 8 per cent of the
total health budget; the burden of disease is, what, around
11 per cent, so there is an enornous gap between the
proportion of the health budget spent on issues around
mental health as opposed to the need, as nentioned, by the
burden of di sease.

Q What, in your view, are the reasons why nental health
isn't better prioritised, including for nore funding?

A Well, frankly, I don't think it's been accepted by
policynmakers as a nminstream health issue, and | think that
is just fundanental, that we have siloed nental health as

i f somehow conpletely unrelated to physical health, and
it's an irrational siloed response.

| think there's sone stigma around nmental health. |
t hi nk organi sations |i ke Beyond Bl ue and ot hers have done a
| ot about reducing the stigm of depression and anxiety,

but | think there's still enornpbus community stigma around
sonme of the psychotic illnesses, and | think that plays
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into that [ack of priority.

Q Can | ask you to perhaps drill down into that concept.
What's the connection, in your view, between a perception
about community-held stigma for certain kinds of nental
illness, and the chall enges governnents face in
prioritising nmental health, including in funding?

A Governnent is often about |eading as well as
responding: |I'mnot one of those that subscribe to the view
t hat governnents only respond to popul ar comunity
sentinent. | think experience tells us that can change
quite dramatically very quickly, so it's not a good basis
for making public policy or then inplenenting public

policy.

But | think a rational exam nation shows that the cost
of nmental health issues to the Australian econony is very,
very significant in terns of |ost days in sickness, in
underenpl oynment, in the |ack of econom c participation.

| think the work that a nunber of bodies - the
Productivity Comm ssioner currently has got an inquiry
goi ng, the work that the Mental Health Conmi ssion have done
in the past, and a nunber of other inquiries have shown
that it would be an economc rational thing to do to invest
significantly in nental health prograns that woul d have an
econom c return to the country.

So, | think governnents are generally concerned to
ensure the econony continues to grow, that's what dictates
the living standard we all enjoy, so | would argue that
good governnent woul d say, here is a rational, sensible
econom ¢ argunent as to why we need to invest nore, and
that ought to be a notivating rather than necessarily what
m ght be community sentinent at any given point.

Q Are you suggesting that perhaps historically a
perception about community sentinent mght tend governnents
away fromwhat is an economcally rational decision to
prioritise nmental health?

A It mght have. | think there are some within
governnment who - mnd you, they say this about health
generally rather than just nental health: as health is a
bit of a black hole, you keep pouring nore resources in and
t he demand keeps com ng for even nore.

There is an interesting argunment though, while
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advances in technol ogy have replaced a | ot of |abour in
many areas of the econony, there are three areas that
that's not true: education, health and synphony orchestras.
Al'l of themare | abour-intensive and will remain

| abour-intensive into the foreseeable future.

Certainly the first two, education and health, are
maj or econom ¢ drivers for an advanced econony |ike
Australia, so | would argue that good governnent woul d see
t hese both areas as sensi ble areas of investnent.

Q One of the things you ve said in your statenent on
this topic is that perhaps there's not a full appreciation
of the treatment possibilities in nmental health,

A Oh, absolutely I think there's a bit of a view that
nmental health issues can be just areas of despair. |
think, while we still need to nmake nore significant
advances, we are constantly maki ng advances in how to
respond to those with nmental health issues.

| think one of the problens that we have is that our
systemis so stretched that we do not get sufficient
response for early identification or early indicators, and
| think that would | ead to nuch better health outcones if
we coul d devel op a systemthat was able to respond earlier
to indications of where issues are arising or where a
person is deteriorating.

It is, | think, appalling that nmany peopl e when they

do contact public nmental health service, they're told, "I'm
sorry, you're not sick enough, wait till you're sicker then
conme back."™ W would find that outrageous if we said that

in a public health service.

Q Does the way in which responsibility for nental health
is allocated affect its prioritisation in your view?
A. Yes.

Q How so?
A My viewis that the Mnister responsible for health
needs to be the person responsible for nental health.

Q And, why is that?

A Because | think they are so interrelated. Australia's
experiencing significant growh in chronic illness. For
those with nore than one diagnosis in chronic illness, it's

highly likely that one of the diagnoses wll be a nmenta
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health issue. You can't separate out the treatnment of
di abetes fromthe treatnent of depression, anxiety, if the
person's experiencing both those.

| go back to the point I nmade about the Royal
Children's Hospital, where it would be inconceivabl e that
we woul d be treating a physical conditionin a child if
they' re al so experiencing anxiety and we ignore that or
said, "That's soneone else's responsibility.” That is a
heal th i ssue that ought to be confronted by the health
systemin its totality.

Q Yes, | think you' ve said in your statenent that, if
you don't silo nental health, if you stop the siloing, it
forces the managers or the owners of the systemto grapple
with its problens nore directly?

A Yes, absolutely. And then think about, how do we get
better ways of managing this issue. | can think of one
exanpl e that, fortunately the Royal Children's Hospital has
been funded to extend our Energency Departnent because of
growh in demand. W're taking that opportunity to think
about how we devel op part of that expansion to nore
appropriately facilitate those who present with behavi oural
i ssues, whether that is a nental health issue or other.

Because, a typical Energency Departnent is the nost
i nappropriate place, with noise and |lights, for soneone
experienci ng psychosis to enter. So, how do you devel op,
not conpletely separately fromthe Enmergency Depart nent,
but how do you devel op access that is appropriate to the
needs of that person? And that can only happen if you
t hi nk about the operation of the Emergency Departnent in
its totality, not as two different silos.

Q And, if you were to have a single point of
accountability for health, including nental health, in your
i deal world would you have a separate budget for nental
heal t h?

A. You m ght have aspects of a program which go
specifically to neet a nental health need, but you woul d
have sonme out come neasures that you would require a service
to provide froma general budget with possibly specific
prograns, as we currently do. W have a funding stream for
t he operation of energency departnents; that is quite
explicit and has to be acquitted for that expenditure for

t hat purpose, but the general operation of the hospital
cones through a general budget program
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Q Wiile we're on structures, is it your viewthat
comuni ty- based nental healthcare should be tied to
hospitals or not?

A Not necessarily. One of the experiences | think is
fairly well accepted, is that there is a tendency for
hospitals to constantly want to drag patients in. One of
the organisations I'minvolved with is an organi sation of
Silver Chain which is a very |arge now nationa

organi sation, originally started in Perth, that provides
hone- based heal thcare and palliative care, and particularly
those working in palliative care. The clinicians
frequently made the point that if they had access to beds
at 2 o'clock on a Saturday norning when a crisis hits, they
woul d rel ocate the patient. The fact that they don't have
access to beds forces themto work harder to provide

treat ment and support.

So, there's no perfect nodel that fits al
circunstances, and there will be circunstances where, in
practical termnms, the organisational structure can only be a
hospital based service delivering those services, but I'd
want a mx so that you can actually conpare and contrast
t he out cones.

| think sonme of the best innovation has occurred
t hrough comuni ty- based organi sati ons not bound by a | ong
history. So in ny ideal world |I'd have a m x of providers,
comuni ty- based, hospital-based, particularly if you
devel op sone good outcone neasures, you can actually
provide significant information to consuners that enable
themto then drive the way services operate.

| think we've constantly got to | ook at, how do we
further enpower consuners because | think they can becone a
significant driver of innovation, inprovenent and better
out comes.

Q We asked you a question which you' ve answered in your
witten statenment, and we asked, what would it ook like to
properly prioritise nental health. The first point you
made was:

"We'd need capital injection to build nore
appropriate facilities."

How i nportant is that?
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A That's in terns of a nore sensitive entry point,

ei ther through co-location with an Emergency Departnent or
a communi ty-based treatnment service. M priority is, how
do we build the comuni ty-based sector

Every report that's been done in nmental health over
the last 20 years, they have consistently made the sane
point: our first priority is not nore beds, it's actually
buil ding the community sector. W mght need nore beds,
but let's get better utilisation of the services that we
have now. There are people who are in hospital, not
because they necessarily need to be in hospital, but it is
the lack of appropriate treatnent and support services
outsi de of a hospital that keep themthere.

| think there are a nunber of exanples where very
good - sonetines called step-up, step-down, sonetines
called rehabilitation units - but it provides ongoi ng
support in that transition back to independent |iving, and
t hen those peopl e being supported in their independent
[iving.

| think we need to recognise that, if people are going
tolive in the community, they need access to secure,
appropri ate housing; they need access to activity, whether
that is enploynment, education or just social connectedness;
all of those things go to inproving the health outcone for
t hose individuals and those who are supporting them

So, by priority is how do we further invest in the
devel opnent? | think we al so need to recognise as a
priority, we need to significantly invest in devel oping the
wor kforce. There is a huge shortage in that area, and it's
silly to talk about a substantial expansion of the nenta
heal th capacity of the service system unless we
significantly invest in the attraction and devel opnment of
an appropriate educat ed workf orce.

Q You al so said in your statenent that:

"W need a five year program of
priorities.”

A Yeah. It mght actually even take |onger than that,
but I think a five year priority with sone neasurable
outcones is an inportant way of ensuring that we continue
to expand.
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If we are to achieve the outcone that | said, where
expendi ture sonmewhere near equates with the burden of
di sease, that's probably larger than a five year program
that's probably a 10 year, if not a generational program
But there needs to be a well articulated plan with the
priorities set out that means that the investnment will be
sensi bly used, but then neasuring the outcones and, if it's
not, then adjusting the plan accordingly.

Q Are you saying you need a detailed plan of that kind
over a very long period but wi th neasurabl e outcones over
shorter periods of tine?

A Yeah, | do, yeah.

Q |s there such a thing as reformfatigue that you' ve
encountered al ong the way?

A Vel l, yeah, there is. W've experienced a little bit
of it with the restructure of nental health services.
Human bei ngs, we quickly becone settled and that's the way
we like to do things.

But the reformthat |I'mtal king about is nore a
devel opnent programrather than a fundanental change.
There will be changes in the way the service operates, but
| think that change will hopefully be seen as delivering
better outcones and therefore - you know, the reformwe had
was a fundanmental change in the way people were being
enpl oyed, the way they were bei ng managed, whereas the
pl anning that |1'm advocating for now !l think is nore a
devel opnent of a service systemrather than a fundanenta
reformof the way the systems currently structured.

Q W' ve heard evidence from another witness in the
Conmi ssion that, once that fundanmental reformwas put in
place, it was a bit of set and forget and there wasn't
enough constant re-evaluation: what do you say about that?
A Yeah, |1'd agree with that. That's why | think
accountability is an inportant conponent of, particularly
if we are | ooking at a substantial increase in investnent,
| think the community's entitled to know that this is
actually leading to inproved outcones.

Q And accountability at what level in that context?

A | think at two levels: one is at a state level, that's
an overall systemreform but one al so needs accountability
in terns of the way services are operating and delivering,
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so I'd argue for accountability both locally - one m ght
even want it at a regional level as well as at a state
| evel .

Q At state level, what are the levers for achieving
accountability, do you think?
A What are the?

Q Levers? What makes the state accountabl e?

A Well, I do like the concept of an independent

eval uator; that can take a nunber of fornms, but what it
requires are sonme neasurabl e outcones.

| "ve been highly critical in the past: we've had
nati onal nmental health plans which have been five year
pl ans, and they' ve supposedly been evaluated. To start
with, the plans outline a range of activities but don't
have any specified outcones. And so, when the eval uation
occurred is, well, yeah that activity occurred. In ny
view, that's not accountability; accountability is that,
we're going to set some outcones in ternms of the popul ation
accessing services and then actually neasuring, is that
occurring? | think there's a |ot of evidence now that |ess
peopl e are accessing aspects of nmental health services than
what they were. That's a very poor outcone.

Q In ternms of accountability at a nore | ocal |evel, you
said that DHHS shoul d thi nk about how to put nental health
better into its statenents of priorities; that requires of
the hospitals and Area Mental Health Services: do you want
to say any nore about that?

A Yeah, | do, and that is, that we have to then devel op
t he outcones that we want to nmeasure. At the nonent, we
si npl y neasure whether or not beds were occupied. So,
hospitals are funded in public nental health for activity,
not for outcones.

Now, at the Childrens we're developing internally sone
outcomes that we want to neasure whether or not we are
delivering the outconmes that famlies are entitled to
expect through receiving treatnment: they're the sorts of
nmeasures |'d like to see the departnent develop as part of
the Statenent of Priorities against which health services
are held accountabl e.

Q At the Children's Hospital, has that just been an
initiative of the hospital itself?
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A. Yes.

Q And |l ed by the clinicians or the board or both?

A Both. W set out - | guess when | joined the board of
the hospital, | made it clear that nental health was one of
the areas that | was fairly passionate about, so we've
pushed it as part of our strategic planning. W freely
admt we've still got a significant way to go, but | think
we' ve nmade sone significant advances there.

And, working with the Murdoch and Children's Research
Institute, we've prioritised nental health as one of those
areas of research. Because again | think in this country
we have underfunded research into nental health, and by and
| arge that reflects the nature in which the Federa
Governnment have historically funded research, it has to be
a conpetitive research grant, and by and | arge that works,
but it also favours those areas of disease where nore
researchers operate. So it becones a bit of a chicken and
the egg: until you build the capacity, you're unlikely to
get the fair share of the research funding.

Now, fortunately | think the new programthe
Commonweal t h have rel eased, and they've identified nenta
health as one of those priority areas for research, it does
start to give us the ability to build that capacity to
attract the brightest mnds to further undertake research
inthis area, which is very inportant for the ongoing
devel opnent of better treatnents, better evidence for what
wor ks and what doesn't.

Q Just picking up on a conment you nade earlier about,
there's a nunber of reports that have happened over the

| ast 20 years that all say the sane thing: do you have any
observati ons about why, in nental health, we're quite good
at reachi ng concl usi ons about what shoul d be done, but we
have to keep telling ourselves the sane thing?

A Yeah, that's right. Probably, if we spent half the
noney we did on reports on actually inplenenting reforns,
we'd all be better off.

| think there are a couple of things, and I'"'mreally
interested in, and | hope the Conmm ssion will set sone
priorities, because |I think that's what m ght have been
lacking a little in some of those reports: that it says,
here's a whol e host of things that have got to be done and
pol i cymakers, or those who manage | ook at those and think
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well, yeah, that's right, but what do we do first?

Whereas, | think we do need to not only develop a
pl an, but then set sone priorities as to what conmes first,
and sonme of those will be about building blocks. Some of
it will be about trial and error, about supporting the
devel opnent in a particular locality; having a requirenent
that, if it works there, what are the significant issues
that led to it working so that it can be replicated.

| guess I"'mone of those, if you get a little nervous
about pilots, we've had endl ess pilots which often show
they work, but then a lot of funding runs out and they
di sappear. And sonetinmes it's because the pilot m ght have
worked in a particular instance, but there were particul ar
aspects that enabled it to work w thout anyone ever
i dentifying what were they, and how do we nmake those
transferrabl e both geographically and organi sationally.

M5 NI CHOLS: Thank you very much M Know es. Chair, do
t he Comm ssi oners have questions?

CHAI R Q | just have one, thank you very nuch

M Knowl es. One of the issues that you identified in your
Wi t ness statenent, and has al so been raised at this Royal
Conmi ssion is, you tal k about the evolution after
de-institutionalisation, and al so tal ked about what
happened with the creation of the CAT teans.

You nentioned that they cane out of the police
shootings and a range of other things at the tine, and you
went on to conclude that:

"Over time the CATTs becane staffed with
peopl e who had nore Iimted experience and
police have progressively resumed their
role as the frontline response.”

Can you talk to us about what concerns you about that
evol ution back to police being the frontline response for
ment al heal t h?

A | ndeed. It was envisaged that the CAT teans woul d be
the frontline, and therefore by definition you woul d hope

that you would attract the nost experienced staff that had
the expertise and the experience to be able to respond.

| think what we found within a short space of tine
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t hough, that nmany of those CAT teans were bei ng popul at ed
by very young graduates who perhaps did not have the |evel
of their experiences to being able to respond; a |evel of
concern that there was a risk of violence and, therefore,
the police tended to then becone the first |ine.

There are two things: one, I'mnot sure that we
adequately train all of the police well enough as to, what
is the best way to respond to soneone in crisis. Secondly,
it mght be better to think about, is it possible to
devel op a conbi ned response which is both an experienced
mental health personnel as well as a police presence?

| think it can be quite traumatic, both for the
i ndividual and for their famly, if the frontline response
is a police response. Now, that's not to denigrate in any
way the role of the police, but if you look at it fromthe
person with the nmental health issue, it's probably not the
best response.

There have been sone experiences overseas where they
explicitly train a significant proportion of the police
force to how to nost appropriately respond, and then to
actually follow up wth the sane police officer seeing the
person after they' ve recovered illness, so that the police
get a rmuch nore bal anced vi ew of the human being, rather
t han seeing the human being only at the tinme of crisis.

| do think we need to be a bit nore innovative and
i magi native in the way we develop that first response to a
person in crisis, and | think that goes fundanmentally to
then, well, what is their entry into the treatnent system
and how we get a better pathway in.

| think pathways in, pathways out of treatnent, are
equally inportant and | don't think we do either of that
very well in our current system
CHAI R Thank you. Thank you very nuch.
M5 NI CHCOLS: May M Knowl es be excused?

CHAI R: Yes, thank you very much for your w tness
statement and evi dence today, M Know es.

<THE W TNESS W THDREW
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M5 COGHLAN: The next witness to be called this afternoon
i s Adjunct Professor David Plunkett, and | call himnow.

<DAVI D JOHN PLUNKETT, affirnmed and exam ned: [ 2. 59pn]

M5 COGHLAN: Q Thank you, M Plunkett. You provided a
statement to the Conm ssion?
A. Yes.

Q | tender that statenment. [WT.0001.0069.0001] You are
The Chi ef Executive Oficer at Eastern Heal t h?
A. Correct.

Q You have the following qualifications: you're a
graduate fromthe Australian Institute of Conpany
Directors, January 20177

A. Correct.

Q You have a Master of Business Admnistration?

A. Correct.

Q You have a Graduate Di plonma in Busi ness Managenent
from Monash University?

A. Correct.

Q You have a certificate in Perioperative Nursing from
Austin Heal th?

Correct.

LR <

And you are also a registered nurse, or at |east you
were, in 19887
A That's when | graduated, correct.

Q Just in ternms of your current role as Chief Executive
Oficer, you commenced that role in July 20167
A Correct.

Q What role did you hold prior to that?

A. Prior to that role at Eastern Health | was the
Executive Director of Acute Health and held the portfolio
as the Chief Nursing and Mdw fery O ficer.

Q For how | ong did you have that role?
A | had that role for approximately three years.

Q Can | ask you broadly about your role as CEO and what
your responsibilities are as you see them just in a broad
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conpass?

A Yeah. Thank you, ny role as CEOis to fulfil the
directions of the Board in delivering Eastern Health's
strategic plan and operationalise those plans, and to
deliver a safe, high quality, care systemthat is tinely
and is financially sustainabl e.

Q One of the things that you deliver is the strategic
pl an?
A. Correct.

Q And that's approved by the Board?
A That's approved by the Board and then the M nister For
Heal t h.

Q You al so assist to deliver organisational performance
in accordance with the annual Statenent of Priorities?
A. Correct.

Q "1l come to ask you some nore questions about the
Statenent of Priorities inalittle while. Can | conmence
t hough by aski ng you about governance and services at
Eastern Health, and just really keeping this to quite a
broad | evel, just so that there's sone understandi ng of
particularly Eastern Health's operations and the scal e of
it, we'll get to that.

But just on the issue of governance, the strategy and
operations of Eastern Health are overseen by a Board of
nine Directors?

A Correct.

Q The Board appoints a CEQ which is you, and that also
has to be approved by the Secretary of the Departnent of
Heal th and Human Servi ces?

A. Correct.

Q Then you, in your role as CEO, report to the Board?
A. Correct.

Q In terns of the responsibility of Eastern Health you
say in your statenent that it's:

"... responsible for all public healthcare
service delivery within its primary
cat chment . "
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Can you just detail what that catchment includes?

A Yes, thank you. Eastern Health's primary catchnent
covers 2,800 square kilonetres, and largely goes fromthe
Box Hi Il region out to past Heal esville and beyond. There

are approxi mately 790, 000 people within that community and
we provide services across acute health, subacute care,
mental health, drug and al cohol, comunity health for that
popul ati on.

Q In ternms of the catchnment that you' ve described, the
catchnent for nmental health services differs in some snal
respects fromthe catchnment of physical health services?

A Correct.

Q ' mgoing to ask you about that later on, but that's
sonmething that exists within the systens that you provide.
Can you al so just address then which hospitals and services
Eastern Heal th enconpasses?

A So, our large hospitals are: Box Hi |l Hospital,

Mar oondah Hospital, Angliss Hospital, the Peter Janes
Centre, Wantirna Health, Yarra Ranges Health and

Heal esvill e Hospital and Yarra Valley Health. W also have
our statew de services of Turning Point and Spectrum which
are |ocated in R chnond, and we have nunerous

comuni ty-based sites which is |largely where our nental
health services and sonme community health services are
provi ded from across the catchnent.

Q Just in relation to Turning Point, that's an al coho
and drug clinic?
A Correct.

Q And then Spectrumis the statew de personality

di sorder service?

A Correct. Just to clarify, Turning Point is clinical
treatnent, research and education for addiction - al coho
and ot her drugs and addi cti on nedi ci ne.

Q In terns of the amount of staff that Eastern Health
has?

A W have 10,500 staff and volunteers, of which 9,500 of
those are paid staff.

Q They're divided into two main areas of clinica

operati ons?

A So, the way that we operate the organisation is, as
you said, through two clinical operations Directorates: one
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of those is largely focused around the unpl anned pati ent,
unpl anned and physical health patient, and the other
Directorate has nore planned services init, and that is
al so where nental health - Turning Point and Spectrum are
al so located in that Directorate. The other corporate
Directorates then support those clinical operations

Di rectorates.

Q What about the Eastern Health Mental Health Program
how does that fit in?

A So that fits into a Directorate that we have, the
acronymcal l ed SWWS, and so, it fits in there with, as |
say, other services such as statew de services, and for us
t hey are Turning Point and Spectrum

Q Can | now take you to the Statenment of Priorities, and
just first of all ask you sone general propositions about
what it is and what its purpose is, and the respective
roles of Eastern Health as conpared with governnment in its
pr epar ati on.

So, first of all, the SoP, as I'll call it, is agreed
each year in accordance with |egislative requirenents?
A. Correct.

Q That's the sane across the board?
A Yep.

Q And Eastern Health identifies and aligns its
objectives and priorities with government for the year
ahead?

A. Correct.

Q There are essentially three parts to the SoP each tine
it's prepared?
A Correct.

Q Can you just take the Conm ssioners through those
three parts, please?

A So, they're called part A- Band C. Part Ais one
where the strategies are delivered and it is one where
there is either mandatory itens that nust be conpleted to
fulfil governnent policy or, as nentioned, Eastern Health
would fit its directions within the broader remt that
government have played with respect to their priorities.

The nunber of itens in Part A varies each year as what
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are mandatory itens to cone from governnent or the
departnent, and then Eastern Health will then fulfil the
rest.

Part B and C Part B is activity data or perfornmance
data, and that includes things such as waiting |ist,
i nformation, energency access through Enmergency
Departnents. Access through specialist clinics are sone
exanpl es.

Part Cis largely the activity levels and the funding
to go with that.

Q You say in your statenent that, once all parts are
devel oped, that's done separately and they're all brought
together for final approval and signing?

A. Correct.

Q Can you just elaborate on that process, in terns of
how it cones to be that that cones together?
A So, once the guidelines for the Statenent of Priority

are issued, which happens on an annual basis towards the
end of the closing financial year, health services wll

t hen popul ate a pre-fornmed tenplate for Part A for those
itens that we spoke about.

Part B is largely driven by state perfornmance targets,
and therefore the negotiation that you have around those
itenms is really limted to the elective surgery waiting
[ist activity.

Part C, the financial, is pre-popul ated by the
department and it is the outconme of the annual budget cycle
t he departnent sets.

Q You spoke about the issue of guidelines before, are
they guidelines that are issued by the Departnent of Health
and Hurman Servi ces?

A. Correct.

Q Just in relation to the input that Eastern Health can
have in ternms of determning the nental health rel ated
strategic priorities: can Eastern Health do that, and has
it done so?

A Yes, Eastern Health can include in Part A a priority
for mental health, and we have done that in the past. An
exanple of that is where we included an activity to
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conpl ete the actions fromour application of the state's
10-year nental health plan and we refl ected that through
the year that it was, it was Year 3 at the tine, and we
included that in Part A

Q When was that, do you know?
A Last year, 18/19.

Q That's Eastern Health's ability to drive what's in
Part A. What about DHHS s ability to drive strategic
priorities for mental health?

A. So, | described before about potentially nmandatory
itens that all health services nust fulfil, and that is
where the departnent or the governnent will indicate their

requi rement for health services to focus on a particul ar
item and it my well be nmental health. W could also do
t hat .

The ot her aspect with respect to sone area for
performance i s through the annual funding and policy
gui del i nes which al so conme out at the sanme tine as the
tenplate for the Statenment of Priorities, and there may be
itenms in there that relate specifically to delivery of
mental health service.

Q So, can | ask, DHHS s ability to include it is to do
so by making it a specific priority?
A Correct.

Q Apart from what you' ve described about recent
experience, so | eave aside the 18/ 19 or 19/20

financial years, can you say historically - so for the
10 years preceding that - whether it has been nade a
specific priority by DHHS to your know edge?

A To ny knowl edge it hasn't been a consistent focus.

Q "1l just put sonething to you that you say in your
statenent and just ask you to address it. So, other than
t hose financial years that we've addressed, 18/ 19 and

19/ 20, you say this in your statenent:

"Prior to this, nmental health was included

as one of a nunmber of 'actions' that health
services could prioritise to address

t hrough a deliverable, under the donmain of

" Supporting healthy popul ations'."
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So, is that the experience you had then as to the
| evel of priority that was given by DHHS?
A So, that statenment is true, that you could sel ect that
item The format that the Statement of Priorities has
t aken has changed over years, and the | evel of choice
versus prescription has al so changed across the years. So,
| couldn't say that it has been a consistent option or not,
because the format has actual |y changed.

Q But is it true to say that your sense of it is that it
has achieved priority in recent financial years that it
didn't otherw se appear to have?

A. Correct.

Q Can | ask you about prioritisation by the Board, so
directing these questions at the Board of Eastern Health.
In particular, what standing agenda itens and regul ar
reporting are used by the Board to nonitor the performnce
of Eastern Health's Area Mental Health Service?

A Each nonth the Board receive a conprehensive report of
operations that goes straight to the Board neeting itself;
it is supported by a suite of measures which are largely
focused around the itens included in the Statenent of
Priorities, but they may include other itens at the Board's
di scretion.

They will review that and determ ne whether or not the
performance that is being reported to them and the action
that is being taken to address that performance will result
in further action by nyself and the Executive Team

The board is supported by its Quality and Safety
Conmittee which will receive properties fromall clinica
progranms in Eastern Health, both the areas where harm may
occur plus also where clinical care is at the standard that
it should be, and will |ook to seek assurance under their
obligations that actions are being taken to inprove
per f or mance.

An exanpl e of what the Quality and Safety Conmittee
wWill receive is a report that we use called, Appropriate
and Effective Care, which is just that, is the care that's
provi ded by this program appropriate and effective, and
that will be presented by the Mental Health Program
Leadership Team for the Board to consider whether or not
they view that any further action needs to be taken with
respect to that.
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The information that the Board will receive will be
supported by things such as an extensive patient experience
report which they receive on a quarterly basis, and that
will also include the high rated conplaints that are
received right across the organi sation and the status of
t hose conpl ai nts.

So, the Board has full visibility of those higher
order indicators with respect to how appropriate is the
care that Eastern Health's providing.

Q And so, what occurs, what does the board do if an
indicator is not net?

A So, the Board - if I could reflect the proceedi ngs of
the board neeting - they will ask me to articulate what is
t he cause behind the performance, variation, and al so what
we are doing about it. And if the Board is not satisfied
that | can respond to that appropriately, they will ask for
further review and analysis of that and for nme to report
back again next tine.

Q |"mgoing to ask you shortly about the Executive |eve
and those who m ght informyou about operational matters,
but can you give an exanple of, if there is one, of where
an indicator in nmental health has not been net and the
response by the Board?

A | can. | can talk about, at tinmes we have had the

i ndi cator for seclusion has not been achi eved, we have
exceeded the nunber of tines that seclusion has been used,
and the Board has sought clarity as to the causes for that,
and the i nmedi ate action that has been taken fromthat if
it was possible to be done.

The variance fromthose indicators is largely
patient-specific where it was actually a balance in a
clinical decision about the nost appropriate place for care
for that particular client in that exanple.

Q In terms of the Board's desire or inclination to
improve the prioritisation of nmental health services, what
steps could it take to achi eve that outcone?

A The Board - could you just ask the question again,
sorry?
Q |f the Board wants to inprove the prioritisation of

mental health services, what steps could it take?
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A The Board could include that in our annual plan that
we have as a health service for what we're going to be
doing. It could |ook to seek further detailed information
on the particular topic that they are requesting, and the
managenent team would therefore respond to that to be able
to fulfil that. Does that answer your question?

Q Yes. Can | also just direct you to some other
speci fic exanpl es that you've given in your statenent at
par agraph 21: that the steps available to the Board do

i nclude actions in the annual SoPs?

A Yep.

Q You' ve raised this, but actions in the annua

i mprovenent and innovation plan; communication of its
priorities and expectations to the CEO and Executive Team
A. Correct.

Q Targeted nonitoring and i ncreased reporting, including
di scussions with senior staff fromthe nmental health
program which you've raised. Then finally, approval of
maj or expenditure on capital works and other initiatives
reconmended by managenent ?

A. Correct.

Q So, they are things that are available to the Board to
seek to inprove the prioritisation of nmental health if it
so chooses?

A Correct.

Q What factors then influence the level of attention
given by the Board to nental health services?

A The focus of the Board is an assessnent of perfornance

and the |level of variation fromthat. That could be
i nfl uenced by many factors which include the performance
indicators which will be in the Statenent of Priorities.

| f we have our performance against internal targets,
what is Eastern Health's performance in a particular area
agai nst benchmarked peers. It could be related to the
patient or community feedback, as well as discussions with
staff, managenent, or in fact from know edge about
conparative need across the system So, it will cone from
a variety of different areas that may trigger the Board to
ask for further review and anal ysis.

Q One of the factors you nentioned was benchmar ki ng
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agai nst ot her services, so how do you share information

bet ween services to establish that benchmark or understand
it?

A W participate in the Health Roundtable as a
benchmar ked organi sati on; however, it does not cover nental
health services, and so, the opportunity to have

i ndependent benchmarked performance is limted in ny
experience with nmental health.

Q Just in terns of what you've nentioned about the | eve
of attention given by the Board and the response that you
provided, is it your view that nental health receives no

| ess attention than any other area of the service? |Is that
your Vi ew?

A That is ny view

Q And that the attention it receives is comensurate to
the need as it arises?
A. Correct.

Q Can | nove to ask you about oversight by the Executive
Leadership Team In your role as CEQ what Kkinds of
regul ar performance and activity information about Eastern
Health's Mental Health Program do you receive?

A So, | receive reports and informati on based on three
domai ns: tinely access to care, and that is largely through
our Emergency Departnents; the second is with respect to
guality and safety and the neasures that are reported

t hrough our Cdinical Executive Conmittee through to Board
gqual ity and safety; and al so around financial performance
and financial sustainability of the service. They're the
three areas that | receive regular reports on.

The detailed review of that wwthin the Mental Health
Program- so | sit at the high level - the programhas a
detail ed scorecard that they review their performance
agai nst, against their targets on a regul ar basis, and that
goes into much nore granular information for themrel ated
to the particulars of their service that they run, and that
is the same across all of our clinical prograns.

Q Can | just ask you about the Executive Director's
role. You mentioned SWWES earlier on, so there's an
Executive Director of SWB?

A Correct.

Q One of the other aspects of the programis having what
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you describe as a dual nodel. Can you just explain how

that structure works and, | guess, ending with you at the
top of that structure?
A Ckay. So across our clinical progranms we have what we

call 43 clinical streans: they are grouped into prograns.
So, nmental health has three streans which are well-known
around age: so child and youth, adult and aged, they are
called streams in our organisation. That's the Mental
Heal th Programitself.

Each program has dual |eadership: it has a nedica
| eader who is titled our Executive Cinical Director, and a
non- medi cal | eader as a Program Director, and they |ead
that service within the Directorate called SWWB whi ch has
nunmerous progranms within it.

Q And so, they share that role of directorship?
A. Correct.

Q And so, you've tal ked about, | guess, the detailed
reporting: can you just explain at what |evel that occurs
and who is privy to that information?

A So, the information is nost granular at the | ocal

| evel, and then it builds up across the organi sation. So,
the Mental Health Programclearly see all of their
performance around those three domains | described earlier.
They then report that to their Executive D rector through
their own governance - the Directorate' s governance
program and then sone of those cone to the Executive, and
then further on to the Board in its various sub-commttees
or straight to the Board.

So, each area has their own perfornance neasures that
they are reviewing on a regular basis, and variance to that
is escal ated either through a conmttee or to ne via the
Executive Director should there be concern about neeting
t he required perfornmance.

Q So, absent not neeting the required perfornmance, you
may not receive it?

A Depending on its level, and it is based on the
Executive Director's view as to what |evel of risk not
achi eving that plays.

Q So, that's ultimately a decision that woul d be nade by
t he Executive Director and whether it then flows through to
the Board and to you, or to you and the Board?
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A. Correct.

Q One of the things, and I'll just read this to you from
your statenment, is that:

"The responsi bl e Executive Director wll
escal ate performance concerns to ne if they
see the need to do so. These concerns
usually arise froma variance from
performance targets or established
criteria."

A. Correct.

Q One of the other things that - you may have al ready
just covered this, but there's a daily operating systemin
pl ace each week day?

A Correct.

Q And that is a nechani sm by which i ssues can al so be
escal at ed?
A Correct.

Q And again, if it's not resolved at a | evel bel ow
yours, it may make its way up to the Board and the CEO?

A It will make its way up to ne. It won't nake its way
to the Board.

Q Thank you. |'mgoing to ask you further down the
track about Eastern Health's own KPIs. |'mgoing to ask
you | ater about that and how t hey perhaps conpl enent what
t he Departnment of Health and Human Services requires, but
before nmoving to that, can | ask you about funding and
prioritisation.

"1l just take you to a portion of your statenment, and
this is at paragraph 30. One of the questions that was
posed to you in preparing that statenment was this: what is
t he scope for you, as the CEO of Eastern Health, to
advocate with DHHS for higher funding in nental health in a
financial year? Can you just address that question,
pl ease?

A So, | have regular forums with the Departnent to

di scuss and rai se our performance and fundi ng i ssues that
may have occurred in the current financial year or into the
future for where we may need to go. It is easier to be
able to do that with physical health, because there are
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much clearer netrics that can be used to denonstrate the
need for increased funding, versus in nental health and in
al cohol and other drugs, they're not as sophisticated as in
physical health, and so, it is alittle bit harder to do

t hat .

Also, the need to liaise directly with those areas
within the Departnment to be able to raise those issues of
funding requirenents is a little nore tenuous and takes a
bit Ionger to be able to do that, because you have to do it
with a specific area within the Departnent, rather than
with the area that's called performance and conm ssi oni ng,
whi ch covers the whol e health service but it's predom nant
hi story has been around physical health.

Q So, when you are seeking further funding fromthe
Departnent of Heal th and Human Services for nental health,
you have to specifically seek that through the nental
heal t h channel at the Departnent?

A. Correct.

Q That is distinct fromthe channels that you woul d
normal |y use to seek a funding increase in physical health?
A. Correct.

Q In addition to that, there is a further separate
channel for al cohol and other drug fundi ng?
A Correct.

Q And so, what chal |l enges does that pose for you as a
CEO runni ng a whol e health organi sation as you do?

A So, as | nentioned, it takes longer to do that, and
you have to make sure that you are talking with nultlple
areas of the Departnent to be able to ensure that

comuni cation is occurring with all, whilst the specifics
with respect to the conversations and the negoti ations
you're having with nental health happen there, need to nake
sure that that's in the context of the overal

comm ssi oni ng and performance of the health service through
the other area of - the other branch.

It does separate it out and al so the performance
nmonitoring of the health service, whilst it is intended
that all elenents of performance of Eastern Health are in
one spot, nental health is somewhat separate.

Q Can | just take you to a specific part of your
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statenent and this deals with funding growh. This
question was posed and this is the answer you gave and |
just want to ask you about it at paragraph 33. You were
asked:

"How has the funding that Eastern Health
receives for the delivery of physica
health services grown over the past ten
years conpared with the growth of funding
it has received for nental health services
over the sane period?"

I n your answer you say that:

"Overall funding increases at Eastern

Heal th can be broken down into two
categories — nental health and 'non-nental
health'. Based on the data available in
the DHHS Pol i cy and Fundi ng CGui del i nes,
overall funding fromDHHS for Eastern

Heal th i ncreased by 50.87 per cent between
t he 2009-10 financial year and the 2017-18
financial year. The increase in funding
during that period for 'non-nental health’
services was 52.08 per cent. The increase
in funding for nental health services was
43. 38 per cent."

So, what do those statistics tell you?
A So, those statistics tell nme that the sophistication
in being able to quantify the demand for service and
therefore the need for increased funding is easier in
physical health. It itself is broken down into a nunber of
pockets, but for that purpose we have grouped it up
t oget her.

An exanple of that is presentations and adm ssions
t hrough an Enmergency Departnent is very easy to quantify
and therefore denonstrate demand and need, than sone of the
mental health indicators, or neasures, for demand which are
| ess robust in their form

That's what it tells nme about its need. The nental
heal th growth has been nost pronounced in the last three or
so years, and | think that the whol e system has experi enced
that, which is good
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Q So, fromwhat you' ve said, is it the case that,
because it's difficult to denonstrate what the demand is in
mental health, that can inpact on funding grow h?

A. Correct.

Q Can | ask you, under the heading of "Inplenentation
and reforni, paragraph 35 of your statenent, and just
firstly put a proposition to you which is set out in your
statement, which is this:

"It is understood from Eastern Health's
2017-2018 Annual Report and Eastern
Health's Strategic Plan 2017-2022, that
Eastern Health is neeting, and in nost
cases exceeding, the magjority of its KPIs
for mental health.”

Now, first of all, you say in your statenent there are
three key performance indicators specific to nental health
services. Could you just identify what they are?

A So, the three indicators are: the percentage of
patients who are re-admtted within 28 days of discharge,
the rates of seclusion related to nmental heal th adm ssions,
and the post-discharge foll owup post an inpatient episode,
are the three areas and they are replicated across the
three age groups within nmental health.

Q You go on to say in your statenment:

"However, these key performance indicators
are not designed to conprehensively address
servi ce demand. "

A. Correct.

Q They report on those specific matters that you' ve
identified. So, are there nmeasures within Eastern Health
that are designed to address service denand?

A. We have sone neasures which go sonme way to being able
to identify whether or not we are neeting demand, and an
exanpl e of that is our drop-out rate fromour tel ephone
triage service. It's not a reliable indicator, because we
actually don't know what happens with those calls that
drop-out and those people on the end of those calls: do
they ring back? Do they go to an Energency Departnent? Do
t hey seek treatnent el sewhere? So, there's not a |level of
sophi stication around that demand as there has been and is
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wi t hi n physi cal health.

Q And, what do you do with that information?

A So, we look at that information to be able to see what
i nprovenents can we nmake to be able to neet that demand,
and there's an exanple in nmy statenment for the Child and
Youth Mental Health Service who use that information to
change their entry criteria and therefore renove their
waiting list.

Q s this service demand i nformation that you' ve
descri bed, the drop-out with calls, comunicated to the
Departnment of Heal th and Human Services in any way?

A No, it's not.

Q In relation to prioritisation of capital expenditure
at paragraph 51, firstly ask you this: how does Eastern
Heal t h undertake service planning to informcapita

i nvestnent projects? And how does nental health feature in
t hose efforts?

A Eastern Heal th undertakes service planning in
accordance with the Departnent of Health and Human
Services' framework for service and capital planning. It
is conpleted at the | ocation |level or what we call the
precinct level, and it is based on the service need as
denonstrated by previous activity to project into future
activity.

It will be largely focused around the entire
popul ation that is accessing services through that
| ocation. So, a recent exanple of that is what we've done
with the Maroondah Hospital precinct, which included our
services for adult and child and youth nental health in
that anal ysis and, therefore, projections for service
demand based on our own internal data.

Q And so, in that sense is nmental health just conpeting
on a level playing field with other capital investnment

proj ect needs?

A Yes, it is. W are in the mdst of undertaking a
specific nental health service plan for across our
catchment, which is follow ng the sane process that |
descri bed, and we've also participated in a Regional Mntal
Heal th, Al cohol and Drug and Suicide Prevention Plan which
i s being undertaken by the Eastern Metro Primary Health
Network for their catchnment, of which Eastern Health is a
| arge part of that.
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Q And so, those two initiatives that you' ve descri bed,
are they driven by Eastern Health or by the Departnent of
Heal th and Human Servi ces?

A So, the Primary Health Network has driven the |atter.
The forner is a negotiation that we would have with the
Departnent: they provided us with sone financial support to
be able to undertake the plan. There are other plans that
we woul d do from our own resources.

Q In terns of Eastern Health prioritising its
applications for capital investnent projects nmade to the
Victorian Health and Human Servi ces Building Authority, can
you just talk the Comm ssioners through how you prioritise
appl i cati ons?

A So, | categorise capital into an easy sinple way for
me to tal k about that as far as "Big C', "Mddle C' and
"Little C'. "C' being "Capital”. "Big C' are things like
the Joan Kirner Hospital, Footscray, Box H Il Hospital, are
"Big Cs", and they undergo a rigorous business case to be
able to denonstrate the need and the cost, et cetera, that
wi |l be delivered through that.

They are done in conjunction with the capital area
within the Departnment and the health service and they are
supported financially to undertake those by the Departnent,
or the Building Authority as it's now call ed.

The "M ddle C' are things that would be a particul ar
ward, building a new ward, or a couple of wards. An
exanple that we've had in the past is, we've had our adult
i npatient nental health units rebuilt and expanded and a
new child and youth nmental health building - these are the
things over the last 10, 15 years that happened. That's
what | call "Mddle C

Then there is "Small C', which will be things |ike
refurbishing a particular area, undertaking sone work to
reduce the risk of occupational violence and aggression, or
creating small service inprovenents through capital, and
they are based on either an invitation to submt or a
request.

Q Can | just ask you do provide a specific exanple in
relation to al cohol and other drugs?

A That's what | would call a "Small C', and we have
recently opened in a refurbished part of a physical health
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ward a higher intensity detox service which was the
instigation of our Exec Cinical Director for Turning

Poi nt, who saw the need for greater inpatient
detoxification facilities that weren't being net, and so,
over a period of tinme he justified the case for that and we
were provided funding to do that and it's opened in the

[ ast 12 nont hs.

Q As you nentioned before, that is through the al coho
and ot her drug channel at the Departnent of Health and
Human Services, not nental health and not the physical
heal t h arn?

A. Correct.

Q To what extent has Eastern Health been successful in
obtai ning funding for capital inprovenent projects to
support its mental health services in recent tines?

A So, |'ve nmentioned about the occupational violence and
aggression, and a | ot of that work has happened both in

i npatient and community sites and clinics for nenta

heal t h.

W also are in the process of planning to build
behavi oural assessnent roons in two of our Energency
Departments. W have it in our third Enmergency Depart nent
al ready. Anot her exanple would be the Psychiatric
Assessnent and Planning Unit that was built at Maroondah
Hospi tal .

Q Do you have any sense of why it is at certain tines
applications for particularly nmental health m ght be
successful or not, other than a strong busi ness case?

A My hypothesis is, it depends on the anmount of funds
that the Departnment has available to it to be able to
exercise, and then the demand for those funds as to whet her

they' re successful in total, in part, or not at all.
Q Do you nmean denmand fromyou and ot her services?
A Correct.
So you're conpeting for those funds at various times?
A Correct.

Q
Q One of the questions you were asked in preparing your
statenent was this:

"Have nmental health facilities been given
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an appropriate level of prioritisation in
capital inprovenent projects within Eastern
Health conpared to facilities and parts of
facilities targeting physical health?"

And you gave this answer:

"Eastern Health prioritises nmental health
facilities in the same way as non-nent al
health. It is largely based on the
identification of risk."

A. Correct.

Q Can you expand on what you nean by that?

A So, the identification of risk would be related to
patients or staff, and the general state of the
infrastructure that is before it. So, it's a conprehensive
risk assessnment. It may be as a result, for exanple, of an
incident that has identified an issue, therefore assessed
the risk and therefore it's prioritised in that way.

Each year we undertake a prioritisation process and,
where funds are avail able, we therefore execute the nost
hi ghest priority itens of risk.

Q Just a final topic I'd like to cover with you is
catchnents, and ask you this question: do you have a view
about the rel evance or appropriateness of geographic
catchments in nmental health service delivery?

A | think that catchnments do have a role to play in
mental health service delivery, and the reason for that is,
i f you have a popul ation you can assess what their needs
are and therefore tailor services to be able to neet the
specific needs of that catchnent.

Q And, does that happen?

A The exanple that | gave about the nental health
service plan, we're using our catchnent to be able to guide
that plan, and also, as | nmentioned, the Primary Health

Net wor ks catchnent is different to ours so they've used
their catchnent to be able to guide that.

Q Sorry, | cut you off. You were saying that it can be
hel pful ?
A It absolutely can be helpful. It would be ideal if

the catchnents were the sane.
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Q So when you say that, you nmean the catchnents for
physi cal health and nmental health?
A And nental health

Q One of the things you say in your statenent is:

"What is nore inportant is to reviewthe
servi ces of each catchnment on a regul ar
basis to nmake sure that they are
appropriate for the particular conmmunity's
needs as they change over tine."

A Correct.

Q So the idea that you m ght have a stagnant catchnent
for a long period of time may not be suitable?

A Correct, and each catchnment or part of the catchnent
will have different needs to each other depending on their

popul ati on and what their needs are, and so, being able to
make sure that you can tailor services to the needs of the
particular - in our context, 2,800 square kilonetre

cat chment or subsets of that catchnment, is | think a vital
aspect of being able to nmake sure we're delivering the care
that the comunity needs.

Q One of the things you raise in your statenent is the
exanple in the United Kingdom can you just expand on that?
A So, the United Kingdom has undertaken nunerous
different ways of being able to review their catchnents,
and they have snmaller parts of their catchnment that they
are now pl anni ng services around the particul ar needs of

t hat conmunity.

Their catchnent areas can be quite small, and |
woul dn't propose that that's what we do, but we consider
segnents of our catchnent to nake sure that we are
delivering services collectively across all service
providers to neet that need.

Q One of the things, and you say this in your statenent,
t hat :

"Finally, there are significant
opportunities to connect the systemif the
information in the systemcould al so be
connected. "
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Coul d you just expand on that, please?
A Yes. So, in the service systemthere are nmultiple
pl ayers, multiple health providers, nultiple social care
providers, and the information about clients is not
avai l abl e necessarily to each other in that regard. And
so, the person who is the recipient of care is in fact
needing to replicate their information or they may in fact
fall through sone of the gaps between the system because
the systenlis not joined up.

Sharing information will help to assess the health of
the community and also to be able to help to plan services,
because you can see the services that are provided for each
client or groups of clients rather than by service provider
and try to match. There's no way of actually being able to
join up data right across the system between prinmary care
or for us in tertiary care.

Q Thank you, M Plunkett. Are there any other issues
you'd like to raise before | ask the Conmm ssioners if

t hey' ve got questions for you?

A No, thank you.

M5 COGHLAN: Thank you

CHAI R: Q Thank you, M Plunkett. | just have a few
issues. The first one is: this Royal Conm ssion has heard
about the great pressures on the nental health systemin
Victoria, and you've heard it through other neans, it's
been described as a broken system or a systemcertainly

t hat has very significant demand pressures.

As the CEO of the hospital, and your broad network of
servi ces, how do you satisfy yourself about how Eastern
Heal th i s managi ng those servi ce demands?

A | think it's areally challenging area to be able to,
first of all, understand the demand, because Eastern Health
does not see the demand that is being experienced by other
health providers, and that relates back to the issue about
sharing information. So, | can't say whether or not
Eastern Health is neeting its demand or not according to
what our service profile is.

| know t hrough some of the neasures | nentioned before
around tel ephone drop-out, that | would probably estinate
or hypothesise that there is mssed care or m ssed access
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to service through that means.

| al so know t hrough areas such as the work that
Turning Point did with Beyond Bl ue around the preval ence of
sonme conditions being presented through Anbul ance Victori a,
for exanple, with respect to nen's suicidal thoughts that
there is a huge demand for service that, really, the only
entry point is through our Emergency Departnents.

So, your question about neeting demand is one part of
it, but then there's the appropriate care to neet that

demand as well, which at present | don't have an answer for
the how or the what, as in, the quantum of what that would
|l ook like yet. | can only see what | can see through our

performance netrics and | can't satisfy nyself that we are
neet i ng denmand.

Q | did note in your current KPls, the three main KPIs
that are reported regularly to yourself and your Board,
focus primarily on inpatient nmental health services. How
do you maintain visibility over the quality of your
conmuni ty- based nental health services that are being

del i vered?

A That is where we undertake that through the reports
that the Mental Health Program provides through our

clinical governance reporting systemon the appropri ateness
and the effectiveness of their care.

It would be fair to say that there is not
sophi sticated neasures to be able to go to the
ef fecti veness of community-based care. There are sone
process neasures that would go to, say, are we doing the
t hi ngs that we should be doing, rather than how good is it
that we're doing it.

So, | don't know that there's great, fromwhat | can
see, great neasures there for us to be able to say that the
care is as effective. W are relying on clinical |eaders
to be able to highlight the risks that they see with care
that is being provided in their service, and they certainly
do that and advocate that through the program | eadership
where they have concerns about the types or |evels of care
that are being provided or risks that they are seeing with
their clientele.

Q W have heard al so through this Royal Comn ssion that
sonetimes access to service depends on where you live. In
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your catchment areas that are covered by your services, do
you know whet her the popul ati on has access to the sane
range of services consistently throughout the entire
catchnent or whether it varies in nmental health according
to where people live?

A So, | would Iike to reflect on ny role in the eastern
nmetro partnerships, where the community there has told the
partnership that there is differences in access to service,
and it's not necessarily Eastern Health's services, and
there's particul ar references around access to youth nental
health services in the outer east; that there is a paucity
of services available and that they are | ooking for nore
services and easier to access and navigate services in that
region. | know that fromthat context, not necessarily
from Eastern Health's context, and it's not necessarily
related to services that we currently provide either.

CHAI R: Thank you.

M5 COGHLAN: Thank you, Chair. My M Plunkett be
excused?

CHAI R Yes, thank you very much for your evidence today.
<THE W TNESS W THDREW
M5 COGHLAN: That concl udes the evidence.

AT 3. 55PM THE COWM SSI ON WAS ADJOURNED TO
THURSDAY, 25 JULY 2019 AT 10. 00AV
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