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6 My research has been, and continues to be, on innovative evidence- and team- based
alternatives to psychiatric inpatient care; recovery and rehabilitation; early intervention in
psychiatry; stigma and discrimination; human rights facilitation in mental health care;
indigenous and remote mental health; functional outcome measures; better services for
impaired practitioners and their families; and dimensions of mental health service system
reform. | have had visiting academic and/or advisory appointments at Harvard University,
University of Wisconsin-Madison, and University of California in Berkeley. | have recently
been a presidential invited speaker for both the American Psychiatric Association (San
Francisco, 2019) and the World Psychiatric Association (Berlin 2017, Lisbon 2019).

7 Attached to this statement and marked “AR-1"is a copy of my curriculum vitae.
Interim Report recommendations

8 At the outset, | wish to comment on some of the recommendations in the Royal
Commission’s Interim Report (Interim Report). | see many positives in these

recommendations, but in my view there is some fine-tuning that is required.
Recommendation 1: Victorian Collaborative Centre for Mental Health and Wellbeing

9 One of the recommendations in the Interim Report was that the Victorian Government
should establish a new entity: the Victorian Collaborative Centre for Mental Health and
Wellbeing (Victorian Collaborative Centre). The Interim Report notes that the Victorian
Collaborative Centre will have research capability and provide translational research for

the public and for certain sites (among other things).

10 In short, | think this recommendation is brilliant, as | think workforce is the key to our
mental health system. However, in my view the recommendation does not go far enough.
We need a national mental health industry-wide workforce institute which encompasses

all professionals and support workers, service-user and family peer workers.

11 If the Royal Commission recommends something like an “Australian National Institute of
Mental Health” (National Institute), then the Victorian Collaborative Centre would be very
compatible as a key part of that national institute, or the beginning of it: possibly the

inaugural or founding component of such an institute.

12 We need a national mental health industry-wide workforce institute that encompasses all
professionals and support workers, including service-user peer workers and family peer

workers. My colleague Professor Marree Teesson AC and |, with our expert
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interdisciplinary colleagues, have co-designed a proposal for such a national institute.’
Attached to this statement and marked “AR-2" is a copy of this proposal. We envision that
a national institute would have a base in each state jurisdiction. The National Institute
would have similar components that the Victorian Collaborative Centre would have, but it
would have a wider purpose and scope than the state and territory basis, in that it would
provide a national curriculum for each profession, and for consumer peer workers and
family peer workers. The National Institute would also provide nationally consistent
modular training for upskilling of staff; supervision and mentoring systems; consistent
operational guidelines and procedures for standardised evidence-based interventions
and service delivery systems; research and translation of research; nationally consistent
qualifications; and the engagement service users, families, providers, managers and the

public.

13 As to a curriculum, we envision that the National Institute would have standardised
curricula, courses and qualifications, and it would provide planning, development and
practical implementation materials to all the states and territories. In our view, there
should be nationally consistent practice qualifications for each discipline and nationally
consistent research programs (in other words, there should be partnership programs
between the states and the Commonwealth). There should also be scientific translation
for the public, mental health workers and support workers. Moreover, we should have this

not only for clinicians, but also for peer support workers.

14 I note that there is no consistent supervision of mental health workers, and there is not
the mentorship that is needed. The mentorship should be pastoral, because of the
vulnerability to vicarious trauma for mental health workers. Pastoral support for mental
health workers should therefore be provided through a standardised and nationally

consistent mentorship program.

15 The Victorian Collaborative Centre could be the base for the National Institute. It could
be the Victorian agency or centre representing the National Institute. All the state centres

that provide curricula and content could collaborate with each other.
Recommendation 2: Targeted acute mental health service expansion

16 The second recommendation was that the Victorian Government should provide funding
for 170 additional youth and adult acute mental health beds, comprising 135 additional

public beds, and 35 additional beds procured from a private provider.

1 See Maree Teesson and Alan Rosen, “Australian National Institute of Mental Health: A
Nationally Consistent Evidence-Based Workforce Capacity-Building Strategy for All Mental Health
Service Providers” in Submission No 226 to the Commonwealth Productivity Commission, Mental
Health, 5 April 2019, updated 1 July 2020.
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17 | can theoretically understand why Victoria should add 135 additional public beds, but |
do not understand the addition of private beds, nor the number of private beds
recommended. Perhaps the Commissioners are considering a particular part of a
catchment that does not have any inpatient beds, and are attaching them to a private

institution.

18 Whilst | am not against being flexible in provision of beds, we know from the UK
experience that contracting private beds is very expensive and can lead to long-term
custodial care a long distance from familiar habitat and family, rather than the best clinical
care or local community-based rehabilitation (Professor Helen Killaspy, University

College London, Keynote lectures, Sydney Melbourne & Canberra, Feb-Mar, 2020).

19 In terms of the 170 additional acute beds, | understand that the CEOs and some of the
senior managers of health services would like these resources, perhaps for diverse health
and mental health service purposes, and yet | think the mental health system needs all

those resources.

20 However, | do not think they should only be inpatient beds. In particular, we should not
have the additional beds as inpatient beds unless we allow for the potential for bed
substitution (for example, diversion, if safe, to intensive Hospital in the Home (HITH)
arrangements). The Royal Commission should recommend, and the Victorian
Government should allow for bed substitution, in terms of having beds in other community
settings or having HITH mental health teams as substitute for hospital beds. 24-hour
intensive community-based mental health team management at home, wherever
possible, is certainly not a cheap option, but itis less expensive than hospital based care,
and it produces far superior outcomes, on the basis of many randomized control trial
studies (for example, Hoult et al 1984, Cochrane Collaboration Reports on Crisis &

Assertive Community Treatment teams).

21 In the context of COVID-19, the states and territories may reach a stage where existing
beds are under-staffed. For example, if one person becomes infected, that person is likely
to spread the infection to several more, and contacts also may need to go into self-
isolation. We have already had examples of up to 40 staff at a time in quarantine. When
that happens, hospitals have to find substitute staff from somewhere else. But if everyone
is running short, they are not going to receive those substitute staff. This could occur
during an initial or recurrent spike of COVID-19 infections. To take the pressure off the
lack of spatial separation or staffing of psychiatric inpatient units, HITH inpatient diversion

programs should be considered.

22 | am aware that there has recently been an announcement regarding the provision of 170
beds, and that there is funding assured for those beds. Some of the 170 beds are for

young people, and my understanding is that those beds are being developed in a way
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that they can also be used as HITH beds (for more on HITH schemes and bed
substitution, see below at paragraphs 23 to 31). This would seem to indicate that the

Victorian Government is envisaging some alternatives for the use of those beds.

Hospital in the Home (HITH)

23 In NSW (Hoult J, Reynolds | & Rosen A, 1984, Teesson M, Hambridge J, Issakidis C, and
others internationally, beginning with Stein L & Test M,1968), there has been extensive
research on mental health service HITH schemes. HITH schemes started in the mental
health system, and from there, were used in a number of other clinical disciplines, such
as cardiac rehabilitation, oncology care and sometimes post-surgical care. Most large
general hospitals have an HITH scheme with various components to it. What is often
unrecognised is that the evidence base of HITH schemes in general hospitals and health
services had been gathered more intensively and over a much longer timespan in mental
health, and there have been very encouraging results of using HITH care as bed

substitutes in many disciplines.

24 Some general hospital clinicians and managers may say, “We know it will work for
cardiology, and it will work for oncology, but it won't work in mental health - these patients
won't co-operate.” But as stated above, the evidence base for their use is strongest and
longest in mental health. It does work when you engage people properly, and it does not
usually depend on coercion. Sometimes people might need to be on a Community
Treatment Order (CTO) initially but often this can be removed once a sound engagement

is assured, as most mental health HITH schemes rely on voluntary engagement.

25 The provision of HITH care is also a potential solution for the bridging of any current spike

period of COVID-19 or in a later recurrence, because:

(a) people have more freedom;

(b) people have a better hold on their own selves and identities, because they are in

their own homes;

(c) staff can call in as often as the person needs (eg three times a day or more to
make sure the person takes their medication and are attending to their self-care

etc); and

(d) it can be done safely with appropriate spacing and PPE (personal protective
equipment). Moreover, staff are not located in hospitals, where they are more

likely to be infected.

26 On the last point, | note that when staff provide HITH care, they do not have to go into the
person’s home. They can come to the front door and talk to the person. They can make

sure the person is taking their medication, but also that they are okay; for example, that
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they are getting enough to eat and that they have stable accommodation. It is not just a

matter of clinical healthcare - it is also about their functional care.

The three levels within mental health HITH schemes

27 In my view, we need to keep workers in mental health services active, keep them outdoors
and make sure that they are in the community. In light of this, | see HITH schemes as

having three levels or components:

@) acute bed substitution;
(2) assisting the “missing middle”; and

3) the full Assertive Community Treatment (ACT) model.

28 The first level is acute bed substitution, which | discuss above at paragraph 20. HITH care
might be an effective substitute for beds. In my view, some community mental health
teams have become quite sedentary, sometimes because their leaders feel more secure
in hospitals or clinics and role-model sedentary ways of working. Sometimes the doctors
and others who lead those teams do not want to go out of the clinic - they want to run

their teams like traditional outpatient programs.

29 The second level is for the “missing middle”. The missing middle refers to the gap in
treatment for people with moderate mental ilinesses. These people seem to miss out on
services generally, either because their illnesses are too severe and complex to be
treated in primary care, or because their illnesses are too mild to meet the threshold for

accessing limited public mental health services.

30 The newly announced Adult Mental Health Centre program is welcomed. A copy of the
Australian Government’s Consultation Paper is attached at AR-3. However, it is a much
less clinically rigorous and less faithful version of the hub scheme than the one that
Professor Patrick McGorry had proposed and outlined previously for the Commonwealth
Government and the Royal Commission for the “missing middle”. Each of the
components of that hub should draw on evidence-based, fidelity criteria (standardised
operational requirements and guidelines based on evidence for that intervention). Each
component needs to be demonstrably cost-effective, and to produce good outcomes. For
more on the strengths and limitations of the service hub model, see paragraphs 166 to
167.

31 The third level would be adopting ACT & support teams. The ACT model has 50 years of
evidence behind it, and is still evolving. All the community models relate in some way to
the ACT model. | note that the most severely and enduringly mentally ill people are the

most vulnerable (and they are particularly vulnerable as a result of COVID-19). Among
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the most vulnerable people are those who are homeless or near homeless, or who are
isolated. These people need to gather together with other people who are going through
the same form of clinical impairment. They also need an intensive mobile system for ACT
teams. The intensive mobile system would stabilise and improve the lives of individuals
with persistent or recurrent psychiatric disorders who would otherwise have their lives in

the community disrupted by many revolving door admissions.

Dismantling specialised teams

32 Over recent years, many of the specialist community treatment teams have been
dismantled in Victoria and have been replaced by generic (ie not specialist) teams. The
evidence-based specialist teams lostin Victoria include mobile home visiting CATT (Crisis
Assessment & Treatment Teams) to deal with psychiatric crises in the community, and
many local hospital networks (LHNs) in Victoria have also dismantled their intensive ACT
mobile rehabilitation teams. These teams were for individuals who are the revolving door
people in the system - they keep coming back to the hospitals. Because these people
have long-term and persistent chronic disabilities, they take up acute beds when they
come into hospital. The evidence shows that if you have low caseloads and you work with
them at their homes and in local facilities, then you can provide them with both clinical
and functional care (Rosen A, Killaspy H, Harvey C, 2013). You can help them with going
to doctors’ appointments - not just psychiatrist appointments, but physical health
appointments too (because many mentally ill people have physical health problems). You
can also look after their functional care, making sure that they have their shopping, that
they can pay for their rent, and that they do not gamble their money away. You can look
after co-occurring drug and alcohol problems, and provide all those supports on a mobile,

largely voluntary and cooperative home-delivery basis.

33 Providing this level of care requires cooperation between the state and the
Commonwealth governments. Victoria has lost many of its rehabilitation resources,
because the rehabilitation teams no longer exist (for example, in Victoria there existed
the Psychiatric Disability Rehabilitation and Support Service (PDRSS)). A lot of the
rehabilitation resources were given up to the National Disability Insurance Scheme
(NDIS) to provide support work, and that means the state services lost their rehabilitation
clinical component (for example, day centres to complement ACT teams). In my view,
and that of my co-authors (see below), the NDIS should provide the support component
for ACT teams (because they are only mandated to provide support), while the states
should provide the clinical components, of combined and co-located ACT and support

teams for the most long-term, recurrent or persistent and enduring mentally illnesses.

34 For more detail on my proposal for combining ACT teams and NDIS teams, see

Memorandum from Alan Rosen et al to Greg Hunt and Michael Gardner, “Re: Rationale
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for and Approximate Costing for Assertive Community Treatment and Support (ACTS)
Teams Nationwide, to Operate in Connection with the NDIS with Approximate Costings”,

Transforming Australia’s Mental Health Service Systems (20 March 2020).

35 This document has been updated with current costings, up to 2018. One can work out
how much it would cost per team, but it would be complementary to the Royal
Commission’s recommendation of adding 170 beds (see above at paragraphs 19 and 20)
if the Royal Commission decides that the alternative to having those 170 beds is to have
them as bed substitutes. If you can run this as a bed substitution scheme (and particularly
because these people would otherwise be in hospital), and you run it on a 24-hour, 7-
day-a-week basis, then the evidence shows that you will both improve quality of life

outcomes, and save money on hospital admissions.

COVID-19 response

36 In the meantime, to bridge the COVID-19 crisis, it would be good for the Royal
Commission to consider making another interim recommendation: that the State and
Commonwealth pool resources to pilot alternatives to hospital beds. This is for three
reasons: first, it is safer for most clientele and staff; second, it will reduce the likelihood of

staff shortages; and third, it will help address bed shortages.

37 The more you concentrate staff where you have a heavy concentration of SARS-CoV-2
(the virus that causes COVID-19), the more likely it is that the staff will be infected. It is

not clear whether it also means that you are more likely to have a more severe infection.

38 Itis also possible that we will run short of staff. Absenteeism may come on the tail of that,

because people will have reasonable fear: for themselves and their families.

39 The alternative to having staff highly concentrated in hospitals is to have an intensive
mobile team that supports people in their homes (people with their families or sometimes
people living alone), if safe to do so, whereas those people would otherwise have been
hospitalised. The mobile team would have the ability to call in, up to several times a day
if need be, while the person is in a sub-acute state. Ordinarily, these people might have
come into a respite centre, like a Prevention and Recovery Centre (PARC), or they might

have come into an inpatient unit.

40 I make further comments on the impact of COVID-19 below at paragraphs 280 to 288.

Recommendation 3: Suicide prevention

41 Recommendation 3 was that the Victorian Government should expand follow-up care and
support for people after a suicide attempt. It talks about assertive outreach for

engagement of people with self-harm and suicidality (see in particular Chapter 15 of the
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Interim Report). In my view, expanded follow-up care could also be integrated with at
least two of the three levels described above at paragraphs 27 to 31. In other words, it
would be less stigmatising and much more efficient to integrate it with the three-level

model, rather than having a separate suicide service.

42 The mobility and flexibility of these home-delivery models may first assist us to get
through the COVID-19 era with much less avoidable morbidity and mortality, but it could
also be ideal for engagement with people struggling with suicidality in the long run. That
is because engagement does not only just happen in the first part of the therapeutic
encounter. The assertive outreach could help to create a therapeutic alliance. You have
to put work into it for the whole therapeutic encounter, even if that encounter takes some
years before the person becomes non-suicidal. The person will eventually value that they
are receiving continual support from somebody who cares about and believes in them.

That engagement is key to the three levels | have described above.

Recommendation 5: A service designed and delivered by people with lived experience

43 Recommendation 5 is that the Victorian Government should establish Victoria’s first
residential mental health service designed and delivered by people with lived experience.
Although people with lived experience may be prominent in this process, these places
should be co-designed with other stakeholders including experienced clinical and
residential support workers and committed architects of welcoming and cosy homes and

community-based mental health facilities, and not just of institutions.

Recommendation 7: Workforce readiness

44 In my view, Recommendation 7 relates to Recommendation 1, because it also
incorporates leadership networks and the need to fund more professionals in particular
professions. These things fit together into an overall workforce strategy and an overall

workforce initiative. Recommendation 5 also fits within a proposal for a National Institute.

45 As discussed at paragraph 12 above, Professor Maree Teesson AC and | drew up a
proposal for a National Institute. My background is in community psychiatry. Professor
Teesson is the National Mental Health Commissioner, Professor and Director of the
Matilda Centre (a co-occurring disorder institute at the University of Sydney), and Director
of the National Health and Medical Research Council (NHMRC) Centre of Research
Excellence in Prevention and Early Intervention in Mental lliness and Substance Use
(which looks at co-occurring disorders between mental health and drug and alcohol). Our
idea is to combine the expertise in the workforce for both mental health and drug and

alcohol and other co-occurring disorders.
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Inclusion of peer workforce in interdisciplinary teams

46 We have recently seen an increasing trend towards including members of the peer
workforce in interdisciplinary teams. | welcome the inclusion of the peer workforce, of both
service-users and families. However, it is important to be aware that some of the research
findings around the peer workforce are ambiguous. Some research looks at whether a
peer worker can work as effectively as a case manager, but the findings of such research

can be misleading.

47 In the US, where many of the earlier relevant studies have been done (for example the
works of Larry Davidson, Yale University, and Gene Johnston et al, Recovery
Innovations, Phoenix), the case managers working in mental health services are often
not professional case managers. They might have a two- or three-year non-specific
college degree, and that enables them to get employed as case managers. In the US,
however, it is at the masters level that a person is qualified to become a mental health
professional like a psychiatric nurse, social worker or occupational therapist. The
research has been comparing peer workers with unqualified, not fully professional case
managers. The research might reach quite different conclusions if they compared peer

workers with case managers who are graduate mental health professionals.

48 If peer workers and mental health professionals work together with a particular person,
there are likely to be synergistic benefits, but there is no separate evidence to show that

a peer worker is as effective as a professional case manager.

49 In my view, it is important that peer workers synergise with mental health professionals.
The peer workers need mental health professionals in the team that can help them feel
supported and not to feel traumatised. The presence of professionals also allows for some
pastoral mentorship and supervision. They can help put things in perspective, and give
peer workers the benefit of the more professional psychotherapeutic skills needed in such

teams.

Leadership

50 In terms of leadership in each service, clinicians should get involved with leadership, and
should receive leadership training. There has been a tradition in health systems that the
doctors are assumed to be the natural leaders.2 In my publications, | have referred to this

as the “divine right of doctors to lead”. In my view, however, doctors do not have any such

2 See for example Rosen, A. Defining the role of the consultant psychiatrist in a public mental
health service. Australian and New Zealand Journal of Psychiatry. 1998: 32:5, 612-616 and
Rosen A, Callaly T. Interdisciplinary teamwork and leadership: issues for psychiatrists.
Australasian Psychiatry 2005. Vol 13, 3 pps. 234-40.
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divine right in contemporary services. They first need to be interested in and then trained

in leadership, and supported in leadership roles.

51 We need a leadership group which includes clinicians and managers committed to
leadership. We want clinicians to be interested in leadership, and among them, we want
psychiatrists to be interested in leadership. However, just because you are a psychiatrist,
that does not mean you are a natural leader or a trained leader. Good leadership requires
aptitude, interest and motivation, and it requires training. No profession has a monopoly
on good leadership. We should be aiming for an interdisciplinary leadership group for

each regional service.

52 I note that Recommendation 6 (Lived Experience Workforce) proposed that the Victorian
Government expand the consumer and family-carer lived experience peer workforces,
and should enhance workplace supports for their practice. | repeat my comments about
the lived experience workforce and the National Institute proposal above in relation to this

recommendation - we have to make sure we get the balance right.

Recommendation 8: New approach for mental health investment

53 Recommendation 8 is that the Victorian Government should design and implement a new
approach to mental health investment. The new approach would comprise a new levy or

tax, and a dedicated capital investment fund for the mental health system.

54 I would also have expected a recommendation for a dedicated, recurrent budget. But
there is a problem with budgets in mental health: money is allocated to mental health,
and put in the budget, but ends up being spent elsewhere. This problem has occurred not

only in Victoria and in New South Wales, but also in other states.

55 By way of background, all the CEOs of the NSW LHDs and their equivalents in some
other states and territories have discretion to take money out of the mental health budget
and use it for other purposes. That is the case even if you have a dedicated budget for

mental health. The CEO can make decisions about where to allocate the money.

56 As a hypothetical example, in some LHDs, the CEOs may find that they are short of cars
for clinicians in other disciplines like palliative care or oncology. In response, some CEOs
may take resources for those vehicles, which were earmarked for mental health, and
redirect them towards those other disciplines. The CEOs may then journal those
resources back against mental health, so that it may appear as though they have been

spent on mental health.

57 In my view, we should have legislation that says that each mental health service must

have a discrete budget and regular auditing (say annually) of acquittals (expenditure).
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Rather than looking at the budgets, someone needs to examine where the expenditure

has occurred and how that spending has been acquitted.

58 There are two models for effecting regular audits. One way is to provide legislation to
ensure that the budgets and acquittals are monitored and assessed regularly. The other
way is to form a Mental Health Commission that holds the budget for mental health from
the state. The Mental Health Commission would be responsible for the commissioning of
expenditure for mental health. An example of this type of model is the Western Australian

Mental Health Commission.

How Victoria’s funding of community health has changed over recent years

59 From the inception of the National Mental Health Strategy in the 1990’s, Victoria was the
national leader in running distinct, evidence-based mental health teams. Mental health
teams in Victoria that are evidence-based included the early intervention psychosis
teams, CATT, ACT teams, the respite teams (known as PARCs in Victoria), as well as
community mental health rehabilitation teams. The latter have now disappeared as a
result of the NDIS.

60 In addition, many LHN services which had those distinct teams dismantled them, and
have had generic teams established in their place. It is not clear why those teams were
dismantled. In my view it had nothing to do with them being ineffective, although that may
have been the pretext - they were not doing enough work or they were not seeing enough

patients, in which case they could have been reviewed and revamped.

61 There is still a minority Victorian services that are national models of complementary
evidence based teams. One example would be Alfred Health’s mental health system The
Alfred Health mental health system has all the above elements, but they have had to work
hard to hang onto them. They also have an administration and a CEO who have
supported the structure. Thatis, the Alfred Health management has seen the value in that
culture of having distinct teams based on an evidence base that they know will be

effective for a particular sub-population.

62 For more discussion of the financial costs associated with providing mental health
services, see Gurr R, Rosen A et al, Response to the Productivity Commission Mental
Health Inquiry Draft Report, Transforming Australia’s Mental Health Service Systems,
Submission No 919 to the Commonwealth Productivity Commission, Mental Health, 24
January 2020 <www.pc.gov.au> (TAMHSS Response to the Productivity Commission

Draft Report). Attached to this statement and marked “AR-4" is a copy of this document.

63 In my view, if we are going to provide community mental health care properly and allow

for crisis and review home visits, it is going to take time to travel to places and to travel
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back. For example, it means that we cannot pool all the cars at the other end of the
hospital. We cannot have a situation where the car pool is depleted and we cannot make

a home visit.

64 Sometimes the problem is that the culture of a team slips into being sedentary. We need
to have active-response not passive-response or sedentary teams. The home visiting
component results in positive outcomes. All community mental health teams that have
good outcomes have home visiting as a component. Therefore, it is important that we

retain that component and develop it further.

65 In my view, some CEOs understand the need for differentiated mental health teams that
have an evidence base. Those CEOs have kept the differentiated teams going, but that
is the minority. The majority of CEOs in Victoria are under financial pressure and are
encouraged to genericise their teams. Those genericised teams have no evidence base
at all. They require everybody to do a bit of everything. One day you might work in a crisis
team, one day you might work in an ACT team, and sometimes you might be sent to work
at a respite PARC.

66 As to the differences between a crisis team and an ACT team:

(a) crisis teams are for acute situations; they try to keep people out of emergency
and out of hospital. Crisis teams also make sure people receive intensive services
at home while they’re in crisis, and work with them and their families “on their own

turf and terms”;

(b) ACT teams are for those people living with severe, persistent and complex mental
illnesses who require more long-term care. The ACT teams try to stabilise people
without disrupting their lives by providing safe community treatment and support,
as an alternative to the revolving door inpatient admissions, which would

previously mean they were in hospital so often.

67 As to community residential respite centres, they ordinarily do not have locked doors, and
sometimes people feel that they have more control of their lives by getting help there,
rather than in an inpatient unit. In my view the Victorian community residential respite
(PARC) centres are very good. A lot of good thought and good evidence-based planning

went into the development of the Victorian facilities.

Recommendation 9: The Mental Health Implementation Office

68 Recommendation 9 is that the Victorian Government should establish a “Mental Health
Implementation Office” (Implementation Office) to implement the Royal Commission’s

recommendations as set out in the Interim Report.
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69 That Implementation Office sounds akin to a Mental Health Commission, which would
complement the work of the Department of Health and Human Services’ mental health
reform unit. A continual reform-oriented Mental Health Commission could also work
alongside the Mental Health Complaints Commissioner (MHCC), although the MHCC has
a different focus. Complaints are very time-consuming, so the MHCC and the Mental

Health Commission should be linked, but have separate functions and staff.

70 A Mental Health Commission should have an overview of the whole mental health system,
and should use the trending of complaints to identify gaps in services, and areas where
services are not effective. The Mental Health Commission should also have the
overarching vision and trajectory of what goals the services need to achieve as part of

mental health reform.

71 In my view, it has been more or less like a blood sport in Australia to keep depriving
mental health of funds, by diverting them. As | have discussed above, one way to ensure
adequate funding of mental health is to have a discrete mental health budget and regular
auditing of both budgets, cash-flow and acquittals. The newest example of a jurisdictional
reform-oriented commission is the Office for Mental Health and Wellbeing in the
Australian Capital Territory. It is a mental health commission in everything but name, and
its Coordinator General has an overview of the budget, although she does not hold the
budget.

72 A Mental Health Commission would need to be at arm’s length of government, so that it
is free to make recommendations to government. But the Mental Health Commission

would need to do that respectfully; it should work together with the Victorian Government.

73 A relevant model is the Western Australian Mental Health Commission, which is a
commissioning commission. They hold the budgets for mental health, and they
commission the services that work. That addresses the problem of needing dedicated

funds for mental health.

74 For my views on the benefits and limitations of mental health commissions in the context

of governance, see below at paragraphs 230 to 233.

75 For more information on mental health commissions, see:

(a) Lesley van Schoubroeck, “Western Australia’s Mental Health Commission”
(2012) 17(4) Mental Health Review Journal 229; and

(b) Sebastian Rosenberg and Alan Rosen, “It's Raining Mental Health Commissions:
Prospects and Pitfalls in Driving Mental Health Reform” (2012) 20(2) Australasian
Psychiatry 85.

84544987 page 14



WIT.0001.0198.0015

Future trends

Future trends for the provision of mental health services overthe coming decades

76 | anticipate some future trends in the provision of mental health services, three of which

are discussed below:

(a) first, our workforce will need to be trained and well supervised in employing both
micro- and macro-skills. Micro-skills are required for working with individuals in
need and their families with both evidence based interventions and service

delivery systems;

(b) second, there is a need to balance new office based digital technologies with in-
person, home visiting and assertive outreach care in our service delivery

systems, and

(c) third, we need to ensure that mental health professionals are well trained and
supervised not only in these micro-skills, but in the macro-skills of being able to
be competent and confident in working on the mental health of and with your local
catchment or community. The macro level is about ensuring that staff have
sufficient skills to work with and take responsibility for improving the mental health
and wellbeing of the community. This entails competence in working effectively
with service-user and family networks, public meetings, social movements,
leadership networks, cultural minorities and whole communities, and communal

crises and disasters.
More refined micro-interventions and service delivery systems

77 In my view, we need a well-trained clinical workforce, trained in micro-skills for evidence
based interventions and therapies. These could include, for example:
(a) Dialectic Behaviour Therapy (DBT) (for people with borderline personalities);
(b) Cognitive Behavioural Therapy (CBT);
(c) Neurocognitive Remediation Training or Cognitive Remediation Therapy;
(d) Interpersonal Therapy (IPT); and
(e) Family Intervention Therapies (FIT).

78 All these interventions end in T, but there is another one that ends with T, and that's “a
cup of tea”. This belongs to evidence-based micro-skill required to run effective service
delivery systems. The ‘cup of tea’ concept is about how a person is welcomed when they

enter a facility, or how we can talk to somebody shoulder-to-shoulder in their own home.

Just because you are a professional, does not mean you should take over and pull rank
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in somebody else’s home. The ‘cup of tea’ concept is about how you engage with people.
If a person comes into your facility, you need to welcome them; and if you go to their
home, you should allow them to set the etiquettes and house rules. We should reclaim
the term “hospitality” in healthcare (rather than “hospitalisation”), much of which has been
lost as technologies and health bureaucracies have taken over. Mental health workers
should not use their assumed positions as powerful professionals, to take over all decision

making, without consulting carefully with service-users and their families.

79 We need to draw a distinction between the inferventions and the service delivery system
or vehicle in which those interventions travel. The vehicle that a toolkit of interventions
travels in may be an ACT team. The service delivery system is the vehicle that delivers
the intervention. We need evidence-based interventions to be delivered in evidence-

based service delivery systems.

80 We are developing micro-interventions and clinical service delivery systems that are far
more refined. We start at the micro level with the most domestic context, by working with
the individual and their family. Then we zoom out to another level, and look at how to
surround those people with services and with at least a temporary bridging to an extended
kinship or natural support network. A case manager can act as a substitute for supportive
family to start with, if the personiis living in isolation or at a distance from their accustomed
supports. Then we zoom out another (macro) level, and look at how to build in other
communal resources as well. For more information on the distinction between the micro
level and macro level of mental health services, see Table 2 in Alan Rosen, “The
Community Psychiatrist of the Future” (2006) 19 Current Opinion in Psychiatry 380, 384,
and Rosen A, Gill N, Salvador-Carulla L, and Figure 1 and Table 3, The Future of
Community Psychiatry and Community Mental Health, Current Opinion in Psychiatry,
June 2020.

81 We are building a mental health eco-system. We need to ‘go ever wider’ in context, or
take the system that we work in much wider. Meaning means a lot in mental health. Our
treatments can result in huge improvement, and every now and then, even cure a person.
But there is a healing aspect of mental health that includes factors like context: eg. “living
in the community is healing in a way that hospital is not” (Harding C, Keynote Lecture,
Book of Proceedings, TheMHS Conference Sydney, 1997), compassion, purpose and
relating. Those are all healing factors. Aboriginal people and people who come from
traditional communities know this. They know that you need to work “two ways” (after
Professor Sir Mason Durie, the first and most senior Maori academic psychiatrist in New
Zealand- Durie M, foreword: in Nia-Nia W et al, Collaborative & Indigenous Mental Health
Therapy, Routledge 2017): at the clinical and technical level, and at the level of purpose
and meaning. For more on approaches to Aboriginal mental health, see AR-4 pages 20-
22.
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82 The macro level is also about how to the work with extended families, and how to work

with groups of families, or multiple family groups.

83 On that, there is a distinction between family groups and groups of families. When people
cannot solve problems with severe mental iliness in their households, they may become
isolated. It might be helpful for them to meet other families with whom they can exchange
mutual support and brainstorm solutions. Working with groups of families helps those
families widen their community. Even after we stop doing therapy with them, these groups

of families can keep meeting within the community they have formed.

84 Community building is part of working on social determinants. Many of our clients easily
drop out of the workforce, become poor, cannot afford their rent or medication, and then
become florid, get involved with drug cultures, and end up homeless or in hospital again.
So our mental health services leaders need to be centrally part of the planning and
provision of mental health and mental illness services in the catchment area or

community.

Balancing new technologies with in-person care

85 We need to find a balance between the use of new technological developments, and the
use of in-person services. | note that the technical changes are mainly around digital
substitutes for in-person mental health care such as telepsychiatry and telehealth. Our
use of e-health strategies is also increasing (as an example, these are strategies where
a person accesses a program or an app, and it tells you what to do to develop a skill such
as mindfulness). There will be a human voice in there somewhere, but the app does not
require the attention of an actual human being in real time. These apps can also perform

assessments and point people in the direction of certain interventions.

86 However, there are problems with the interfaces of some of these new technologies.
Often these systems work by using artificial intelligence on the basis of pre-programmed
computerised algorithms. For example, an app may arrange a self-rating of a person to
determine how suicidal that person is. If that person self-rates as highly suicidal, then the
computer is programmed to “escalate” that person to an in-person service, or it may send
an email to a local service. But if that service is depleted and overwhelmed because it
has been underfunded, or if that service does not have coherent teams, then nobody
might read or respond to the email. The computer does not know whether the service has
responded or not, or whether the service has responded in a humane way. If there are
going to be e-health systems that escalate individuals with severe disorders, then there
needs to be someone at the services picking up the severity ratings and making sure that
those people are referred in person, by a person, to another person in the intended

receptor service.
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87 With tele-psychiatry systems and telehealth, there are limitations. It is not possible to do
a full physical examination over telehealth, and some of the contextual cues are lost or
missed if the clinician is not seeing them in person. Seeing people for many months or
years only by telehealth is not as effective as seeing them by telehealth plus doing at
least part of the initial assessment and occasional follow-up session in-person. For
example, you might see someone in person for an assessment or for a yearly review, and
in between connect with them over telehealth. It is best if the service finds a way to see
them in person every now and then. This is called “Hybrid Care” practice: Yellowlees P &
Shore J, Telepsychiatry & Health Technologies, Ch 8, APA Press, 2018.

88 There is contemporary evidence regarding telehealth systems. We have had to rely on
telehealth both for the bushfires and now for the COVID-19 response. With COVID-19,
you can see that there is a greater necessity for such systems. With the bushfires, they
were brought in as a major initiative from our College of Psychiatrists and from the
psychologists. That meant that the professionals had the convenience of not travelling to
the site. But it also made the help seem distant and temporary, and it replaced familiar
local mental health workers. We had lost many familiar local mental health workers, even
before the fires, because the country areas have suffered most from the process that |
mentioned above (see paragraphs 54 to 56) of money being siphoned out of a local

mental health budget for other purposes.

89 The state and Commonwealth governments could have taken the bushfires as an
opportunity to work with the states to bolster and revitalise the local mental health services
in the bushfire areas on a pilot basis. Instead, most states had to rely almost entirely (not
completely) on extraneous and transiently funded telehealth services. The majority of
additional services that the Government has offered to those areas have been telehealth

or tele-psychiatry services.

90 How do we determine what the right balance is between telehealth services and in-person
services? The modern way of thinking about it is to consider the severity of a person’s
disorder. Modelling evidence demonstrates that the more severe and disabling a person’s
disorder, the more they will need in-person services: they will need interdisciplinary
teamwork assertive outreach and at least a hybrid in-person with digitally augmentation
approach to care (Rosen A McGorry P Herrman H et al, 2020, Call for a comprehensive
National Mental Health Plan to respond to the novel coronavirus (COVID-19) at paragraph
289; Atkinson J-A, Hickie I, et al Covid 19 Pandemic Response: every life matters. Brain
& Mind Centre, University of Sydney, 2020). In-person services can engage a person and
get them out of their bedroom, so that they will attend for interventions or day centres,

and so that they will experience social inclusion and have a sense of identity.
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91 A person with a severe and disabling disorder does not need just one therapist who can
teleconference. Instead, the person needs a team with a division of labour. For example,
in a team, there should be a psychiatrist who performs clinical assessments and reviews,
an occupational therapist who works on the person’s activity and employment, social
workers who make sure the family is intact and not abusive, and a psychologist who
provides evidence based interventions. For more information about hybrid approaches,
see Hybrid care approach (Yellowlees P & Shore J, Telepsychiatry & Health
Technologies, Ch 8, APA Press, 2018).

92 For people with more mild disorders, we can rely more on technologies such as e-health,
telehealth or tele-psychiatry, particularly when the person is young or comfortable with
computers and IT. Moreover, some people prefer connecting through telehealth. For
example, some people who are on the autism spectrum or who are shy may prefer talking
with the use of technology than to real people (though in my view most people prefer a

connection with real people).

93 In finding the right balance between telehealth services and in-person services, we can
draw on both the experiential expertise of clinicians, and on the experiences of service-

users and their families.

94 Anecdotally, there are reports that service users are currently feeling a lack of personal
contact, even with their peer workers. In part, the causes of insufficient face-to-face
personal contact with service-users include: loss of evidence-based management and
work culture, inconsistent leadership and unhelpful senior role-modelling, and depletion
of resources with increasing demand. Peer workers are following the lead of the clinicians
and sticking to telehealth, even though the general consensus from peer workers seems
to be that they do not feel comfortable limiting their contact with consumers to telehealth.
However, that is what many peer workers are being told to do (Peer Workforce Survey,
Being NSW, 2019).

95 We can also rely on evidence to help us find the right balance between telehealth services
and in-person services. An example of work being undertaken to gather evidence on this
question is service demand modelling work at the University of Sydney’s Brain and Mind
Centre. Data from international and national sources is being used to model (not predict)
the possible range of expected delayed surges in demand for mental health services and

appropriate mental health service responses in the wake COVID-19. The work is ongoing.

96 As part of this work, we are finding that if we try to contain surges in demand, and
particularly the surge caused by relapses of those who have severe and persistent mental
illnesses and high-risk suicidality, through the use of telehealth alone, we will not make
much impact on that surge. However, if we provide in-person interdisciplinary team work

with a division of labour, the modelling shows that you can contain and flatten the curve
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of demand for mental health services. | discuss the expected surges in demand following
COVID-19 at paragraphs 283 to 291.

97 For more information on the balanced use of e-health, telehealth in balance with in-person
and mobile outreach care, see Gurr R, Rosen A, et al, TAMHSS Submission to the

Productivity Commission, above at paragraph 81.
Impact of future trends on different groups within the community

98 New technologies are offering some promise to rural and remote mental health. | work in
Aboriginal mental health and have worked in remote Aboriginal communities on a
sessional basis for most of my career. Technology is important to those communities.
Often Aboriginal communities and remote communities are familiar with teleconferencing,

and have used it in various ways for different disciplines, such as health and education.

99 But, as | have said, we cannot just rely on technologies alone. We need to review services
in person as necessary and whenever possible. If we are going to shape the future of
mental healthcare ecosystems, we need to achieve a balance between in-person care
and telehealth. We also need to attend to and be well trained in both the micro-strategies
and the macro-strategies of community mental health care (see Gurr R, Rosen A, et al
cited at paragraph 97 and Rosen A, Gill N, and Salvador-Carulla L, Future of Community
Psychiatry and Future Community Mental Health, Current Opinion in Psychiatry, June
2020).

Responding to future trends in the provision of mental health services

100 To respond to the future trajectories identified above, the first thing we need to do is
support our workforce and attend to its skills, training and supervision. As stated above,
the mental health workforce also needs regular mentorship to look after its pastoral needs

and to retain its skilled workers.

101 The second thing we need to do is renew our national standards. There are two sets of
standards, one of which is the National Standards for Mental Health Services, which have
not been renewed for a long time. | appreciate that this is not the job of this Royal
Commission, but given those standards are used for accreditation of each of the LHDs,

they ought to be revised and updated.

102 The second set of standards is the National practice standards for the mental health
workforce. The standards provide guidance for the workforce about what workers in
particular should be doing and outline the values, attitudes, knowledge and skills required

of all workers. This set of standards is also out of date, and needs revision.

84544987 page 20



WIT.0001.0198.0021

Community-based model

Best-practice examples of community-based mental health care

103 In relation to best-practice examples of community-based mental health care, | have
already discussed the three levels within mental health HITH schemes. This model could
be used to respond during the COVID-19 pandemic, but it may also give us an opportunity
to partner inpatient units with parallel HITH schemes as an alternative to building new
beds. It would be advisable to run pilot studies to establish that these programs are both
useful, and will act as an effective substitute for many beds after the COVID era. However,
HITH schemes cannot replace all inpatient mental health services, because a minority of
service-users will require inpatient services, for reasons of safety and security, and for

acute neuropsychiatric assessment.

104 In my view, we are also moving towards having services that systematically facilitate
human rights. The first human right that people have is freedom. Just as we noted above
that community living is inherently healing, freedom is therapeutic. However, freedom is
not absolute. The United Nations Convention on the Rights of Persons with Disabilities
(UNCRPD) recommended in the direction of absolutes, and that there should not be any
involuntary care. | do not think that is realistic, but | agree that we should be working along
that trajectory. We should be aiming to have as much freedom and choice and control in
the hands of service-users as possible. To do that, Victoria needs to utilise its Charter of
Human Rights and Responsibilities Act 2006 (Vic) (Charter of Human Rights).

105 There is strong emerging evidence about how you can reduce seclusion and restraint (eg
Wright M, Chief Psychiatrist, NSW Ministry of Health Inquiry into Seclusion & Restraint,
2017-2018; Brown P, Foxlewin B et al, Australian Capital Territory MHS, 2013 and the
sources listed in paragraph 108 below). In my view, the fact that seclusion and restraint
are used is not a discrete issue in itself. Rather, in my view it is part or a subset of the

spectrum of human rights that we should be implementing.

106 To ensure the human rights of mental health system users, we need to have more
voluntary services of all kinds, and fewer involuntarily services. As mentioned above, | do
not think we will be able to eliminate involuntary services altogether, and for the minority
we will need mental health inpatient units. But if we embrace voluntary services, there will
be less pressure on inpatient units, and eventually fewer beds, as we develop our skills.
There are evidence-based skills for interacting with people in ways that soothe emotions
and aggression, elicit co-operation and create therapeutic alliances. That applies for
people with mild to moderate conditions, all the way through to those with severe

psychiatric or behavioural disabilities.
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107 For instance, there might be a substantial proportion of the people in a particular intake
referred into an ACT team on CTOs. But if your ACT team works atit, then over time (and
it might take several years), you will bring those people to the point where they will be
working with you on a voluntary basis, because you have got to know them so well. Those

people will know that you believe in them and encourage them.
108 For more information on the human rights agenda, see:

(a) Rosen A, Rosen T, and McGorry P, The Human Rights of People with Severe
and Persistent Mental lliness: Can Conflicts between Dominant and Non-
Dominant Paradigms Be Reconciled?” in Michael Dudley, Derrick Silove and
Fran Gale (eds), Mental Health and Human Rights: Vision, Praxis, and Courage
(Oxford University Press, 2012) 297; and

(b) Mezzina R, Rosen A et al, “The Practice of Freedom: Human Rights and the
Global Mental Health Agenda” in A Javed and K N Fountoulakis (eds), Advances
in Psychiatry (Springer, 2019) 483.

Core features that make community care effective

109 One common feature of effective community care is having an active response rather
than a passive response. Active response means being prepared to get out of your office.
It means not sitting in your cubicle, just seeing one person after another, but reviewing

them in context, in their own setting. Home visiting is part of that.

110 What we know is we can synergise medication or other physical treatments with
psychosocial interventions. Effective psychosocial interventions include educating the
whole family, imparting communication and brainstorming skills to groups of families,
placing people in stable housing with support and putting people into individual placement
and support programs to get them into work or into a social co-operative. We also need
to ensure proper care for their physical ailments and vulnerabilities, especially attending
to the need to curb smoking, and the use of alcohol and other drugs. We need

psychosocial strategies as well as physical and chemical strategies.
Key barriers to the delivery of effective community-based care

111 The key barrier to the human rights approach is that some clinicians are taught to think
that mentally ill people need to be controlled. Their reasoning is that you need to keep
some mentally ill people under your thumb, because they will never learn any self-control.
However, | think that the majority can take control of their own lives with encouragement,
rebuilding confidence, life skills, cognitive remediation, and brain re-regulation for others
suffering still from past traumas. People learn to be self-determining as part of a recovery

agenda. We are seeing more and more indications that freedom and choice are healing
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in themselves, just as community living is healing in itself. Recovery can involve lifelong
learning, growing and developing throughout life, as the rest of us do. We should be
entitled to think that we are lifelong learners, and that we can grow and develop

throughout life.

112 There are obstacles to that conception of recovery. Some people think, “Oh, I'm getting
people to recover by being patronising to them and controlling them.” However, that is an

outdated approach to conducting mental health services.

113 | can draw an analogy between people’s long-term healing and our current response to
COVID-19. We are encouraging everybody to isolate themselves, and it is much easier
to do that if you try to capture people’s and the community’s imaginations and
commitment. It is easier to convince people to self-isolate if we can show them that there
is a purpose and we can reframe it in terms of contributing to the community.

Volunteerism and reward both work much better than threats and punishment.
Ways of supporting suicide prevention efforts

114 To support suicide prevention efforts, Victoria needs to stop genericising its services. |
have touched on this above at paragraphs 59, 60 and 65. In Victoria, in genericized
teams, mental health professionals are all expected to do a bit of everything without

developing particular skills in or about anything.

115 People do learn particular evidence based skills in dedicated teams (such as crisis or
ACT teams), and they also develop a commitment to the methods involved. Properly
resourced 24/7 crisis teams are often well trained in and organised for suicide prevention
or self-harm repetition, including DBT. Because of this, they can effectively substitute for

each other when one of them goes on holidays or gets sick.

116 However, if you ask people to do a bit of everything, then they will be spread too thin.
They fail to develop a relationship with the people they are seeing, because they see
them infrequently or intermittently. With smaller, specialised services, the service user
gets to know a small number of professionals who cover each other, and learns to work

with a little sub-team. That is why Victoria should stop genericising its services.

117 Another way to support suicide prevention efforts is to promote a culture that prioritises
quality mental healthcare over saving money. Currently, some managers and CEOs have
lost the idea of what the culture of a good mental health service is. When that happens,
management starts to see saving money as the top priority, not the quality of the service.
However, we have also seen in Victoria that there are CEOs and directors of mental

health services who have supported their differentiated teams (for example, the Alfred
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Mental Health Service). Those managers have also been subjected to monetary

pressures, but they have seen the sense in retaining differentiated services.

Designing mental health services to meet diverse needs within the community

without creating further fragmentation of services
Dilemma between specialisation and generalisation

118 There is a dilemma between the specialisation and generalisation of services. This is
because in order to have evidence-based, reliable outcomes, you sometimes need
specific evidence-based fidelity criteria for the team to meet, and the team needs to be
well trained in working together. If you train to that method, and if you then review them
by the evidence-based fidelity criteria, then you are more assured of an evidence-based,
positive outcome. For more on the dilemma between specialisation and generalisation,
see Alan Rosen, Helen Killaspy and Carol Harvey, “Specialisation and Marginalisation:
How the Assertive Community Treatment Debate Affects Individuals with Complex Mental
Health Needs” (2013) 37 The Psychiatrist 345.

119 The effectiveness of specialist teams working to evidence-based fidelity criteria applies
to the evidence on ACT teams and on crisis teams. These teams do not necessarily stay
working the same way, but the fidelity criteria which guide their team members keep

developing as the evidence base keeps developing.

120 Although we have an evidence-base in relation to specialist crisis teams, ACT, residential
respite and early intervention in psychosis teams, there is no evidence base for generic

mental health teams (that is, mental health teams that try to do a bit of everything).
Factors affecting the decision to create a specialist team

121 Itis not practicable, however, to have a specialist team in everything. Whether or not you
should have a specialist team for a particular group depends on three things: first,
demography; second, the evidence base; and third, the availability of specialist teams at

different levels.

122 First, the choice to have a specialist team depends on demography. If you have a
demography that contains many homeless people, for example, then you might want to
set up a particular homeless team. Often an ACT team works well with homeless people.
With, for example, gender diversity and suicide, if you had a large cluster of people in that
category in your area, then you could set up a specialist team. However, you could also
argue that every team should know how to work with that combination in a way that is
both respectful, encouraging, constructive and effective. A team which only focusses on

suicide may also contribute to negative labelling and stigma.
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123 Second, the choice to have a specialist team depends on whether there is an evidence
base for working with a particular population. For example, in relation to Indigenous
mental health teams (like every other human service for Indigenous people), the evidence
is now becoming strong that they need to be community controlled. The mental health
teams that work with Indigenous people need to have Indigenous people at least on the
Board, and ideally, Indigenous people in the team whom the Indigenous community can

recognise as people of their own culture.

124 The benefit of having services in an Indigenous community that are run by Indigenous
people applies not only to mental health services or physical health services, but to all
community services (such as education, fire and police). The research on this has been
undertaken by mental health academics: see, for example, Michael J Chandler and
Christopher E Lalonde, “Cultural Continuity as a Moderator of Suicide Risk among
Canada’s First Nations” in L Kirmayer and G Valaskakis (eds), The Mental Health of
Canadian Aboriginal Peoples: Transformations, Identity, and Community (University of

British Columbia Press, not yet published).

125 The third thing to consider when deciding whether to create a specialist team is the
availability of specialist teams at different levels of magnitude. There might be a tertiary

service, regional service, or local service that will do the job.

126 The primary health level of mental health is the training that specific general practices
and primary healthcare workers have in mental health. Primary care level multidisciplinary
counselling or mental health mobile teams are being developed in the UK, New Zealand
and Australia (see IAPT, PHO and YESS models in Rosen et al, 2020). At the next level
of magnitude up, there are the specialist mental health workers, both in the community
and in the hospital. At the nextlevel are the tertiary services. Tertiary services exist where
there would be a critical mass of consumers across a region or a state, but where there
may not be a critical mass of consumers in a local area. If there is not a critical mass to
work with reliably at a local level, then you should be setting up a tertiary service that will

provide care at a regional, city-wide or state-wide level.

127 An example of a specialized state-wide and regional service is the transcultural Service
for the Treatment and Rehabilitation of Torture and Trauma Survivors (STARTTS) in
NSW. Victoria has a similar torture and trauma transcultural service, the Victorian
Foundation for Survivors of Torture (Foundation House). That service has outposts with
other regional services and has expertise working with traumatised transcultural
communities. That includes refugees and asylum seekers, and also the communities

affected by genocide and trauma.
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Issues in which all staff must receive training

128 There are certain issues in which we need to train all staff. For example, issues we need
to train all staff in include cultural issues (such as indigenous cultural safety), sexuality,

human rights, domestic violence, gender and child protection.

129 We then need to decide what training should be reserved only for specialist teams. For
example, do we provide LGBTI training and domestic violence training for all our teams,
as well as transcultural training and Indigenous cultural safety training, or just to specialist
teams? For more information on specialization of teamwork, see Rosen, Killaspy and

Harvey, above at paragraph 118.
Supporting people to self-manage their mental iliness in the community
Shared decision-making

130 As part of a recovery agenda, people should learn to recognise their early warnings signs,
know when they need to get treatment, and contact their doctors or their clinicians for

treatment when they need it.

131 To assist the recovery agenda, people can also use instruments like “living wills”. These
do not necessarily need to be legal or formal documents; they can be negotiated
documents. In a living will, a person might say, “When | get to this state, or if | don’t know
what I'm doing, then please do the following” and the instruction might be “Please put me
on particular medication X” or “This is who | need to be put in touch with.” Taking control
in this way can avoid involuntary treatment and orders. It keeps a person feeling like they
are in the driver’s seat of their own life, even if they know there will be times when they
are not aware of whether their actions will be harmful to them, to their livelihood or to their

reputation.

132 We know about early warning signs and have lists of those signs. A person can negotiate
what those early warning signs are with their family or with their loved one. The case
manager or the care co-ordinator can draw up a list for them and make sure that

everybody has a copy of it (with the permission of the consumer).

133 There are programs to help people self-manage their illnesses. These programs have
been developed through researchers at Boston University’'s Center for Psychiatric
Rehabilitation, Dr Kim Mueser and Dr Marianne Farkas. Through these programs, people
can learn techniques and methods of assisted or supported decision-making. For
instance, the consumer movement, through Pat Deegan in Massachusetts, came up with
a shared decision-making model where both the service user and the service provider

negotiate a joint plan on a computer program. For more information on this model of
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shared decision-making, see Patricia E Deegan et al, “Best Practices: A Program to
Support Shared Decision Making in an Outpatient Psychiatric Medication Clinic” (2008)
59(6) Psychiatric Services 603.

134 | understand that the UN, through the UNCRPD, would prefer that people are supported
to make their own decisions. For more on the UNCRPD, see Mezzina, Rosen et al, above

at paragraph 108(b).

135 However, in my view, it depends on the person; there should be a spectrum. Some people
need to work out a plan together with their care co-ordinator; other people just need some
support to clarify what they want, and some people are capable of negotiating. Many more
people are capable of negotiating a care plan than the number whom we systemically
approach to do so. We have much more involuntary care in Anglo countries than is
necessary because we do not employ the evidence based tools that we already have
regularly or systemically. For further information on living wills and self-determination, see

Rosen, Rosen and McGorry, above at paragraph 108(a).
Supporting families of people with mental illness

136 | have worked a lot with families of people with mental iliness. | have completed formal
family therapy training, and | have recently done an open dialogue training, which is a
Finnish method of working with families of people with a first episode of severe mental
illness. | am therefore aware of the different models, only a few of which have rigorous

evidence for their effectiveness.

137 In relation to people with severe and complex mental illness, there are four ways of
working with families: first, facilitating family self-help groups; secondly, involving families
in the running of services; thirdly, using evidence-based family interventions; and fourthly,

hiring family peer workers.
Family self-help groups

138 First, families should be encouraged to form self-help groups. Families of people with
mental iliness tend to become isolated. They need to meet with other families that are in
a similar situation, rather than burrowing away because of the embarrassment or the

shunning that they get even from within their own extended family.
Involvement of families in the management of services

139 Second, families are very valuable in helping to run services. You get a lot back from the
family movement if you involve them in an advisory role or in the direction of services (for
example, in steering committees or advisory committees). If you have an advisory

committee of service users and families, families in particular will tell you that they feel a
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bit helpless about trying to shift the possibly life-long mental iliness that their loved one
has. They say that they feel like they are achieving more by helping the service to
improve, so that it will improve for other individuals and their families. They feel as if they

are doing something that is gaining a foothold in the improvement of services.

Evidence-based family therapies

140 Third, there are specific therapies that have a very good track record in evidence. For
example, there is a way of working with particular families called psychoeducation and
communication skills. The evidence says that it decreases relapses and improves
communication in families. Improved communication means that there is less of a hot-
house atmosphere, which means there is less of what is referred to as “expressed
emotion”. Instead, people learn how to communicate with each other clearly, without
blaming each other or thinking the illness defines the person. People also learn how to
give positive feedback, and how to give negative feedback. This is followed by learning
to do effective problem solving. Rather than internalizing: “This is a flaw within you,”

people learn to say, “This is something between us that we can solve.”

141 There is a parallel program which has achieved good outcomes called Multiple-Family
Groups. The person who has led the highest grade evidence study in the world on
Multiple-Family Groups is William McFarlane, of New York State. He was one of a group
of researchers who published a large-scale randomised study in one of the top journals
thatrequires the highestlevel of psychiatric evidence in the world, the Archives of General

Psychiatry (now called JAMA Psychiatry).

142 In Multiple-Family Group treatment, you get a group of families together (usually with the
service user involved) and you workshop their issues. Families learn communication skills
together, and they learn about the disorder together. They also learn how to negotiate

better solutions.

143 For example, take the situation where somebody has a severe mental illness and is
keeping the rest of the family up all night (for example, by listening to loud music), and
everyone else in the family has to get up in the morning to go to work or school. The
person with the disorder may sleep during the day, while others are just sleepy at work

or school. How do you negotiate around that so that everybody gets some sleep?

144 The families brainstorm that and do some problem solving. They then decide as a group
of families which strategy to try. The families all go home and try that strategy for a couple

of weeks and see how it works. Then they come back and report to each other.

145 Multiple-Family Groups are facilitated on a regular basis. It produces good outcomes and

solves these practical problems for families. It helps with settling down the disorder
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systematically and functionally. An interesting thing that comes out of these sorts of
programs is that even after you stop running the course, the families will often continue
to meet together after the final session. They form a community — an intentional

community.

146 For more on Multiple-Family Groups, see William R McFarlane et al, “Multiple-Family
Groups and Psychoeducation in the Treatment of Schizophrenia” (1995) 52(8) Archives
of General Psychiatry 679.

Family peer workers

147 There should also be family peer workers who work with the family interventions that |
have listed. Family members can develop expertise in family psychoeducation and skills-
based trainings in Multiple-Family Groups. In my view, some of the best facilitators are

family peer workers, if they learn those skills.
Making specialist mental health expertise available to general practitioners

148 There is emerging evidence of how best to make specialist mental health expertise
available to GPs. | will discuss three models for making specialist expertise available to
clinicians working in general practice: consultation services; shared care with GPs; and
graduate psychologists or interdisciplinary teams delivering psychotherapy under group

supervision. | note that all the models need some further evidence.
Consultation services

149 The first model involves experts running a consultation service to GPs. This is sometimes
seen in rural and remote centres where GPs do not have a specialist to call on, both by
telehealth and in person. The GP will have the opportunity to meet with a psychiatrist, an
experienced clinical psychologist or somebody who can help them with everyday mental

health problems.

150 For remote areas, this model has some potential, because you could work with whole

groups of GPs via a case teleconference on a regular basis.

151 | see this consultation model starting to happen with some groups of GPs.. For example,
I have seen it happening with some Royal Flying Doctor Service (RFDS) teams, who
employ a small team of mental health workers, as well as Aboriginal Medical Services
(AMSs).
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Shared care with GPs

152 The second model is that of shared care, where mental health experts do assessments
with GPs. In the early 2000s, there was a program funded by the Commonwealth called
the Integrated Care Program. There were three sites for the program: one in Far West
New South Wales (for which | wrote the proposal), one in Melbourne, and one in

Wollongong.

153 These were national projects that provided money for mental health professionals who
were experts in their field to come and do assessments with GPs. The professionals were
also funded to do some consultation with other agencies that had many people with

mental illness coming through as clients, such as Lifeline and Centrelink.

154 The Integrated Care Program used a “shifted outpatient” model, which is one model of
shared care. In this model, the psychiatrist (in this case, | was one of the psychiatrists)
would go to a general practice and do an assessment with somebody whom the GP was
worried about, but whom they were uneasy about referring into a mental health service.
The GP might believe that the person could do better in the general practice. The
psychiatrist would see the person with the GP, write a report and provide a plan. Usually,
the psychiatrist would never see that person again, but the GP would ring the psychiatrist
from time to time, either to let them know what was going on, or to ask a supplementary

question. Usually, the person would not be referred into the mental health service.

155 There is literature on psychiatrists doing shared care with GPs in the GP’s rooms, and
this was part of the Integrated Care Program and evaluation: see Perkins DA, Roberts R,
Sanders T, Rosen A, Sanders T, Roberts R et al. Far West Area Health Service mental
health integration project: model for rural Australia? (2006) 14(3) The Australian Journal
of Rural Health 105).

156 A third model for making mental health expertise available to clinicians in general practice
is the delivery of psychotherapy. This model is best suited for treating people who have
high-prevalence disorders like anxiety or depression. Often, a person will need some

psychotherapy but the GPs in the community do not have not the time to deliver it.

157 A program called Improving Access to Psychological Therapies (IAPT) was developed in
England in 2008. It was started by an economist, Richard Layard, in discussion with
Gordon Brown, who was then UK Prime Minister. They developed it on the basis of an

alliance between politics and health economics.

158 IAPT is an initiative which provides makes use of graduate psychologists to provide
psychological therapies such as CBT to people with disorders that are common in the

community in general practice under supervision. IAPT makes use of supervision
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pyramids. A group of three or four graduate psychologists in general practice are
supervised by one supervisor. Then there is a supervisor over several supervisors, and

S0 on.

159 Atthe time, Richard Layard was a professor at the London School of Economics. He said,
“As an economist, | learnt two things about what is cost-effective in mental health. First,
you work as a team: you make sure that everyone provides team support, team input and
team learning. Secondly, you have a very tight supervision system.” That is why |IAPT

makes use of the supervision pyramid, and why it is still working.

160 IAPT, however, does not necessarily reach down to all the people who might need it most
and are in the greatest crisis, because those people do not access it as much. This is a
problem in mental health: the middle classes know how to access services, but people
who are struggling with poverty and unemployment find it hard to find the resources to

seek help.

161 Another system has now developed in New Zealand initiated by Dr David Codyre. Dr
Codyre’s system relies on three levels of care. The first level is psychotherapy or formal
counselling, the second level is cultural coaching (particularly for people who are from
indigenous communities or cultural communities), and the third level involves peer
support workers. They form one team which can provide peer supervision and support,
and the team is funded by Primary Health Organisations (PHO’s), based in general

practices, and often delivered by telehealth.

162 There are also a range of similar methods that have developed in the United States, as
well as a program in Sydney called the Youth Enhanced Support Service (YESS), which
is a mental health outreach service for young people. It is funded through the PHNSs. In
YESS, mental health teams, each comprising a psychiatrist and other mental health
professionals, work directly with general practices to do low-key work with young people.

An adult version of YESS is currently being developed.
Strengths and limitations of service “hubs”
Strengths of the service hub model

163 The first strength of the service hub scheme is that it could help to address the missing
middle in the mental health system (for more on the missing middle, see above at
paragraph 29). | believe that the authors of the service hub model envisioned it as a
practical service that would particularly serve the missing middle. The service hub would

provide assertive mobile home based care for people with moderate severity disorders.
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164 The second strength of the service hub model is that it would be one way to address the
funding issues that currently impact community mental health services, by stopping the

diversion of public mental health funding for other purposes.

165 The third strength of the service hub modelis that it would help reinstate some community
mental health teams within regional centres. These teams would provide evidence-based
work and apply evidence-based models. The service hubs would also allow for
specialisation, including having an element that does crisis work, and an element that
does a form of ACT.

Caveats for the service hub model

166 One caveat in relation to the service hub model is that it requires the development of an
evidence base, as well as being easily accessible, welcoming, culturally safe and
congenial. Each component of a service hub must apply components each with an
existing evidence base (such as offering seven day and night home visits and family
interventions for individuals in crisis), then evaluate the effectiveness of their programs,
workforce and workers against that evidence base. A relevant model is mental health
crisis in combination with continuity of care teams: see Rosen et al, ‘Integration of the
crisis resolution function within community mental health teams’ in Johnson et al (eds),
Crisis Resolution and Home Treatment in Mental Health (Cambridge University Press,
2009). This model may be more low-key and more family work intensive for the ‘missing
middle’ than for those with severe mental illnesses, but still meets crisis team fidelity
criteria with seven day and evening home visiting outreach capability. This requires
sufficient resources for cars and enough staff with adequate time to do home visits in and
out of office hours. If there is no out of hours capability, you will not get to work with many

working or studying families. Out of hours is when you are likely to catch them at home.

167 The second caveat | suggest for the service hub model is that it should not just become
another triage service. We do not need another service that will triage people and pass
them on to another mental health team or hospital. What we need are services in the
community, with familiar faces, that can intervene with their local community. These
teams should say, “The buck stops here with us. We’'ll make sure that you get the care

you need.”

Improving people’s ability to navigate to the right mental health care, treatment or

support for their needs
Gaps caused by disinvestment in community health
168 In my view, the real gaps in community mental health services started to emerge when

the CEOs of Local Health Networks decided to take money out of them and use it to pay
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for the overspend and shortfall in other often procedural services. This disinvestment in
community mental health meant that people no longer had case managers or care co-
ordinators. If community mental health services had service users needing ongoing case
management, the services were told to keep those people only in the very short term, and

then to send them back to primary health care.

169 The disinvestment also led to people sometimes being put on Community Treatment
Orders (CTOs) so that case workers could hang onto them when they needed ongoing
care. For example, a care co-ordinator might be told, “You have to let that person go back
to their GP,” even though the person was still in need of continuing care and advice. The
care co-ordinator might think, “One way of keeping the person is if | have them on a CTO;

then | can actually care for and watch out for them.”

170 This use of CTOs was sometimes done with goodwill. However, it is still an abrogation of
human rights and contradictory to put somebody on an involuntary order to be able to
provide them with the least restrictive care. The least restrictive care would usually be
good care co-ordination on a voluntary basis after an acute psychiatric episode or episode

of suicidality.
Navigation plus services in the community

171 We need care navigation plus constructive services in the community. That means we
need a sufficient number of clinicians and support workers and need them to work

together with a sufficient number of care co-ordinators.

172 Because we lost case managers, care co-ordinators and a critical mass of staff, we had
to pass people on very quickly. There used to be Partners in Recovery programs (PIRs).
The PIRs used to establish co-ordination teams, which would help people to bring all the
fragmented parts of the system together. However, some agencies could never find time
to meet with the sometimes inexpert staff working for PIR’s, nor to answer their calls,
especially GPs and psychiatrists. The PIRs were eventually eclipsed by the PHNs. There
then started to be layers of co-ordinators, but without anyone who would actually stick by

people and do the active work with them.

173 Care co-ordination is best done by somebody who will see a person through their entire
episodes (if they have an episodic condition), or throughout their long-term care (if they
have a persistent condition), and who knows their early warning signs. A care co-ordinator
provides the person not only with navigation, but also with coaching, shoulder-to-shoulder

advice and a number of different interventions that may help over time.

174 The care co-ordinator should also get to know the person well. That means that the

person will trust their care co-ordinator to help them when they are in a psychotic episode,
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rather than shying away because they are feeling paranoid about everybody. That person
will sometimes trust a care co-ordinator whom they know well and who will try hard to get
the person what they want, whether that’'s keeping them out of hospital or getting them

into a respite centre.

175 We need to have a person’s care co-ordinator to help the person to organise and
coordinate the interventions in the same team. Non-governmental organisations (NGOs)
can help by being partners of that interdisciplinary team in providing the range of different

interventions required.

Travel agents, travel companions and travel guides

176 We need care co-ordination, but what we do not need is a navigator who navigates and
does nothing else. That would take us back to the old “travel agent” model of case
management. In this model, there are three types of care co-ordinators: the travel agent,

the travel companion, and the travel guide (Diamond R & Kanter J, 1980s).

177 The travel agent sits behind a desk and offers you leaflets. Like a travel agent, this
essentially sedentary or passive brokerage type of case manager says, “Don’t worry if
you don't like any of these brochures, because | can give you lots of other brochures!”

They are basically a broker of services.

178 The travel companion is prepared to travel with you and go with you on your journey.
They do not have any more expertise than you do, but they will be a loyal companion.
Some services, particularly support services, provide very good “travel companion”
services. These are often peer support services, which help by encouraging people and
saying, “/'ve been through that myself.” The services are helpful, but they do not treat or

directly address the person’s disorder.

179 The travel guide is somebody who has been on the journey many times before. They do
have expertise in that they know all the most scenic routes, and they know how not to fall
into the chasms. The travel guide can reliably say that you are going to arrive, where and

when you are supposed to arrive, and get you there safely.

180 What we need is more “travel guide” type care coordinators and mental health workers in
mental health services. Whenever possible, we need them to be co-located with, and in
the same team as, the travel companions. The NDIS could fruitfully contribute financially
to these well-tested, cost-effective, integrated clinical treatment and functional support
systems for individuals with severe and complex mental illnesses. Itis this type of model
that I, with others, were asked to prepare over the last few years for the Commonwealth

Minister for Health, with costings: see Alan Rosen et al, above at paragraph 34.
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Treating children and adolescents with integrated mental health and AOD services

181 In the US and elsewhere, there are separate crisis teams and ACT teams for children and
adolescents. The models have been developed specifically for young people. In Australia
we generally do not have separate crisis or assertive mobile teams for young people, the

few exceptions including YESS teams (see previously at paragraph 162).

182 In my view, the major problem for our treatment of children with drug and alcohol
problems is that most child and adolescent teams are sedentary. They tend to develop a
culture of outpatient psychotherapy, and to only see people who come in through the door
and sit in the waiting rooms (although there are exceptions). The sedentary nature of child
and adolescent teams may be a result of their underfunding, and long wait lists, but it

might also be because of the outpatient culture that they have developed.

183 We have the same problem with most of our AOD services. Most of them do not see
families and do not do home visits. One wonders why they do not support the families or
try to strengthen the families to be able to more effectively help and set limits with the

person who has the AOD problem in the family.

184 In NSW, the Premier's Special Commission of Inquiry into the Drug “Ice” (lce
Commission) recently published its report. | gave evidence to the Ice Commission, and
I made recommendations as to how to make AOD teams more actively responsive, more
mobile and more likely to see families or partners rather than seeing only individuals. A
copy of my evidence is attached at AR-5. For the resulting report, see NSW, Ice
Commission, Special Commission of Inquiry into Crystal Methamphetamine and Other

Amphetamine-type Stimulants (2020) <www.dpc.nsw.gov.au>.

185 A person who is particularly knowledgeable on the topic of the intersection between
mental health and AOD in young people is Professor Maree Teesson, AC, whose
professional credentials | discussed above at paragraph 45). As | said above, she is the
Director of the NHMRC Centre of Research Excellence in Prevention and Early
Intervention in Mental lliness and Substance Use. The Centre conducts research on co-
occurring mental illness and drug and alcohol problems, and they work particularly with
school kids and young people. They have a large range of interventions that are well-
researched. They address not only psychosis, depression and anxiety, but have also
have done some very high-grade research on the interaction of personality disorders in

people with drug and alcohol problems
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Supporting individuals, communities and groups with different co-morbidities to

access high quality and suitable mental health services

186 To support people with comorbidities, the key principle is to treat both disorders together.

We should not try to send a person to one service first and the other service second.

187 The best way to treat both of a person’s disorders together is to use an integrated team
from a service hub. At one stage, we (Cleneghan P et al, 1996, 1998) applied an evidence
base to having dual-disorder teams. We did not have continued funding to continue
beyond our studies. We ran and trained dual-disorder teams, including ours at Royal
North Shore (Sydney) Community Mental Health Services, the members of which were
drawn from the other teams. We did not have any new funding to create entirely new

teams, so they were de-facto teams.
188 For further information, see:

(a) Clenaghan, P.S., Rosen, A. and Colechin A (1996) Serious Mental lliness and

Problematic Substance Abuse, Journal of Substance Misuse, 1, 199-204; and

(b) Clenaghan, P., Moore, A., Clarke, S., Rosen, A., Van Bysterveld, M., Friel, O.,
Spilsbury, G. (1996) Damp House, developing more effective treatment
strategies for people with a serious mental illness and problematic substance use.
The Mental Health Services (TheMHS) Conference Proceedings:71-78.

189 Mental health teams and AOD teams used to fight about whether a person’s disorder was
primarily a drug and alcohol disorder, or whether it was primarily a mental health disorder.
Each one thought it was the job of the other to treat the person. The dual disorder was
notso much in the clientele as it was in the organisations. Such dysfunctional silos persist

in some regions.

190 In our study, we found that the dual-diagnosis teams worked well for treating AOD and
mental illness together. The evidence showed us that if you refrain from designating one
or the other as the primary disorder, and you deal with problems together, you achieve
better outcomes. You need to provide the person with good services for mental health
and good services for the drug and alcohol problem, and their physical consequences,
working together, and stop arguing over which disorder was the begetter of the other. Our
study was in relation to the comorbidity of mental health disorders with AOD disorders,

but it is probably true of other co-occurring disorders too.

191 The best way to provide mental health services and AOD services together is to use a
collaborative team approach within a service hub. The hub would contain people with
expertise in both kinds of disorders. Integrated teams are effective, which is why ACT

teams usually include a vocational specialist (somebody who can help the person get a

84544987 page 36



WIT.0001.0198.0037

job), a drug and alcohol specialist (because at the level of severe and complex disorders,
drug and alcohol use is a big component) and a few other specialists too. For more

information on ACT teams, see Alan Rosen et al, above at paragraph 34.

192 An increasing number of professional roles are developing an evidence base that
supports their inclusion in integrated teams. For example, there is an evidence base for
including community pharmacists in teams on a part-time basis (see Bell S, O'Reilly C et
al). Community pharmacists can talk to the service providers at their weekly case
meetings, check on drug effectiveness, dosages, adverse effects and interactions, as well

as talk with service user groups, and to groups of families.

193 The other people we need on the teams, on at least a part-time basis, are exercise
physiologists and dieticians. The inclusion of these professionals is helpful for treating co-
occurring physical disorders. If you have a mental disorder, you are also likely to have a
physical disorder. That may be because you have been neglecting your physical health,
or because your medications have side effects like weight gain, cardiovascular or

metabolic problems (see Curtis J, Shiers D et al).

194 There are other comorbidities, the treatment of which could benefit from an integrated
team approach. One of these is the comorbidity between mental health and forensic
issues. Another is the comorbidity between mental health and intellectual disabilities or

developmental, cognitive and learning disorders, including Autistic spectrum and ADHD.
Interdisciplinary teams

195 It is worth considering the concept of an “interdisciplinary team”. Some people use the
more traditional term “multidisciplinary team” instead, but most of the literature on the
multidisciplinary team suggests that it could merely involve a group of peoples of different
professions who merely pass or occasionally commune with each other in the tea room.
Whereas, when | talk about an interdisciplinary team, | mean that there is a division of
labour and the skills of people of various professions are brought to bear around each
individual case in a coordinated way. The interdisciplinary nature of the team may be
developed, coordinated and monitored in the daily handover or the weekly case

conference.
Achieving a balance between bed-based services and community-based services
Balancing hospital beds with bed equivalents

196 There is a need for both community mental health services and hospital inpatient

services.
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197 | am aware that there are still habitually entrenched and influential professional lobby
groups campaigning for more psychiatric beds. There are prominent groups in both

Victoria, and in South Australia.

198 There have been comparisons undertaken between the evidence for bed-based mental
health services and the evidence for community mental health services. Whenever the
evidence is examined (on a randomised control basis), it shows either a positive result
for the community alternative, or no difference between the two. There is very little

evidence that says that the hospital-based alternative works best.

199 In my view, we will continue to need some inpatient beds, for urgent investigation and
monitoring, on safety grounds and for the purpose of fulfilling our duty of care. For the
same reasons, we also need some locked beds. We cannot do what in absolute terms

the UN-CRPD is aiming for, which is to have no involuntary services.

200 The evidence base suggests that we should be shifting the centre of gravity of mental
health services from hospital-centric services to community-based services. More
specifically, we should be shifting away from hospital-centric services that are based in
the hospital and that have token community outreach (at the convenience of staff), and
moving towards community-based services that utilise judicious in-reach to hospitals

when absolutely necessary.

201 It is a matter of balance, and the balance should follow where the evidence leads. If we
can find community alternatives, and if they are properly researched and shown to be
more cost effective than their hospital based equivalents, then we should be stabilising

those community-based services.

202 Beyond rebalancing services, we should also be considering what proxies there might be
for hospital beds. For example, additional acute inpatient beds could be used flexibly on
the basis of whether they are needed as inpatient beds or as HITH diversion from
inpatient services. For more on alternatives in inpatient beds, see above at paragraphs
20 and 28.

203 In the aftermath of COVID-19, many services will be saying, “We need to become mainly
a telehealth service, doing an occasional home visit if we absolutely have to.” But in
planning for the long-term, we need to be striking a balance between digital services on

the one hand, and in-person services and assertive outreach services on the other.

Compulsory treatment

204 There is evidence that CTOs also work in the community. Some involuntary services work

well, butthey need to be used in a focused and explicit way (as | said above at paragraphs
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169 and 170). CTOs should not be used only because care cannot otherwise be found in
the community, or because case notes on people in the community are not allowed to be
kept. In other words, CTOs should not be used as a proxy for ensuring that people receive

care when they otherwise would not.

205 The largest evidence base for the effectiveness of CTOs comes from the Victorian
Psychiatric Case Register (Segal S et al c/o Dr Ruth Vine). | believe that this is the largest

study in the world on the effectiveness of compulsory treatment.

206 But there is a balance to be struck. There is also literature that suggests that we should
be trying to encourage people to work on a voluntary basis as well, and be using

compulsory treatment sparingly.
207 For more on the use of compulsory treatment, see:

(a) Rosen, Rosen and McGorry, above at paragraph 108(a); and

(b) Mezzina et al, above at paragraph 108(b).

Service supply, offering and mix

National Mental Health Service Planning Framework and complementary tools

208 The National Mental Health Service Planning Framework (NMHSPF) is not an
internationally standardized comparative resource. It is not aligned squarely with
evidence based interventions and service delivery systems, and has many problems to
overcome for achieving and sustaining optimal standards of care. | draw on a comparative
analysis of methods, by Daniel Rock, WA Mental Health Commission, which is not yet

published.

209 The NMHSPF is not transparent but still an opaque secret work in progress, not openly
available for the mental health community to scrutinize, respond to, or suggest
amendments to, during its prolonged development. It has been kept under wraps by
Australian Governments for many years, ostensibly because of its cost implications,
which means the authors are obliged to keep endeavouring to update it in camera. The
NMHSPF badly needs to see the light of day. This need is discussed in Roger Gurr et al,
TAMHSS Submission to the Productivity Commission, above at paragraph 81.

210 Second, the NMHSPF does not map squarely onto any international standard tools for
international comparison of trends. There are international standard planning tools which
define what a good quality and best-practice service is, and how much resources each

service may need, which therefore invites international comparisons.
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211 One complementary candidate tool for Australian conditions also under further
development, and which could be aligned with the NMHPF if need be, is the Essential
Components of Care Framework (ECC Framework), which maps directly onto the
evidence base for each stage of life and each type of disorder. The ECC Framework has
a menu and a framework for choosing evidence-based interventions and delivery
systems. It provides interventions that you can have confidence in, because they are
mostly squarely internationally evidence-based, and not just based on an evidence-
informed adaptation. (See Gurr R, Rosen A et al, Response to Productivity Commission
Draft Report on Mental Health Services: TAMHSS Essential Components of Care).

Governance

Distribution of governance and commissioning of mental health services across

multiple entities
Development of Mental Health Commissions in Australia

212 | have been involved in the development of mental health commissions, and with others
| have contributed to the literature on this topic at the time when the mental health

commissions were starting.

213 Victoria has a most proactive and committed complaints commission, but could really do
with a separate reform-oriented statutory mental health commission, reporting
independently to the state parliament. As demonstrated in New Zealand, if the mental
health commission is brought under a complaints commission, the priorities, functions
and sheer volume and associated workload of the latter soon dominate and eclipse those

of the former.

214 A Mental Health Commission could well have a complementary role to a Mental Health
Complaints Commission. Whereas having to respond to individual complaints could
distract from the reform-driving focus of a mental health commission, the mental health
commission should always respond promptly to de-identified clusters and trends

complaints reported by a mental health complaints commission.

215 We at The Mental Health Services (TheMHS) Conference of Australia & New Zealand,
among others in the Australian mental health community, advocated strongly for mental
health commissions on the basis of the positive impact and experience of the original
New Zealand Mental Health and Wellbeing Commission. We also then worked closely
with the Mental Health Commission of Canada, who have also presented at our bi-

national conferences.
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216 When there was just the New Zealand Commission, and before the Mental Health
Commission of Canada had been established, Dermot Casey, the then most senior
official for Mental Health in the Australian Government stated that a national mental health
commission might work in New Zealand as a one-state nation, was most unlikely to work
in an Australian federated context with such diverse state health and mental health

systems.

217 However, when the Mental Health Commission of Canada was established, it showed
that a national commission could work in a federal system. The Mental Health
Commission of Canada has, in my view, done well in terms of policy development, and
its research has led the way in addressing issues like homelessness and supported
housing. It has undertaken many other encouraging initiatives, such as providing a
knowledge base for the whole community on mental health, and providing a knowledge

exchange system.

218 The first mental health commission in Australia was in Western Australia. Many advocates
for a commission were surprised, as we at TheMHS thought we had been proposing a
national commission. Then Prime Minister Julia Gillard and then Mental Health Minister
Mark Butler acquiesced to clamour from all quarters of the Mental Health community for
a National Mental Health Commission and at the same time other state commissions
started to develop. In a sense, Australia has embarked on an innovative experiment,
because, as far as | know, we are the only country that has both a national commission
and a series of state commissions. There is also the Victorian Mental Health Complaints
Commissioner, and the Office of Mental Health in the Australian Capital Territory, which
network with the other commissions and the New Zealand commission. It makes their
combined work complex, but it also makes it rich in terms of the diversity of these
agencies, and the regular networking and the division of labour that are possible.
Sebastian Rosenberg (see references at 75(b), 228 and 229(c)) and TheMHS
conference, through their annual Mental Health Commission symposium, have continued
to be active in keeping a watching brief on the effectiveness of the Australian and New

Zealand Mental Health Commissions.

219 | believe that Australia’s various mental health commissions usually meet together
quarterly. In my experience, there have, in the past, been informal divisions of labour
between the various commissions. Different commissions would take on different tasks
on behalf of the whole. The entities currently responsible need to find a similar way of

working collaboratively. This is co-design on the macro level.

Finding a balance between independence from and co-operation with government

220 Before the various commissions were established, the Australian mental health

community was seeking commissions that, while not fully independent of government,
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would be at arm’s length of government. They wanted commissions that would be
prepared both to give strong advice to governments and to work respectfully with them—
in other words, to walk together with them and say, “We’ll solve this together, with

respect.”

221 When Mark Butler was Federal Minister for Mental Health and Ageing (which office he
occupied from September 2010 to June 2013), the National Mental Health Commission
was established, and sat within the Department of Prime Minister and Cabinet (DPMC).
It has since been taken out of DPMC, but | think it is becoming increasingly involved with

DPMC again, mainly through its current CEO, Christine Morgan.

222 The mental health commissions need to come back to the principles of why we have such
commissions, and why many consumers and families in the mental health community had
grounds for wanting those commissions. Mental health commissions should not be seen
as merely a voice of government. | am sure that they do not conceive of themselves that
way, but | think that sometimes governments would like them to work that way, as entities

that do tasks for government and that represent the government view.

223 Relationships between the commissions and governments were not supposed to be
combative. Those relationships were supposed to be co-operative, but with the
commission acting as an independent voice for reform, at arm’s length from government.
The commissions should be in close communication with all the stakeholder groups
(including services-users, their families and providers), and should also be able to
represent and amplify the voices of those stakeholders to government. (See Rosen A,
2012, Rosenberg & Rosen, 2012).

224 | was one of the inaugural Deputy Commissioners of the Mental Health Commission of
NSW (MHC NSW). At times, the relationships between our National and State Mental
Health Commissions and their respective governments have worked. But at other times,
the relationship has been too close, and the government or their ministries have expected
the Mental Health Commission to toe the line and to do the government’s bidding, or have
made it difficult for the Mental Health Commission if it did not. On the other hand, | think
some Mental Health Commissions have sometimes allowed themselves to get too close
to governments, or to become acquiescent or mouthpieces for them, when they should

have been much more independent.

225 These commissions are still young, there is much to learn in their development, in
Australia and elsewhere, and | am hopeful that well-differentiated and effective

complementary roles will be established, respected and sustained over time.

226 It is important that a mental health commission be a prominent, well-known voice for

better mental health and wellbeing services in the community, and that it provide a regular
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conduit between stakeholder groups and government. It is also important for it strongly to
represent the stakeholder interests, as a voice to government, and also to report back to

those stakeholder groups. It is a difficult balance.

Examples of commissions that have good relationships with government

227 I do not think that any jurisdiction strikes the balance between independence and co-
operation perfectly, but there have been some very strong examples of how to run an
independent commission that is also highly respected by governments of all persuasions.
The examples | give in particular are the mental health commissions of New Zealand and

Canada.

228 Australian Mental Health Commissions should be resourced to and mandated to take up
much more energetically their key roles in the rigorous monitoring multiple forms of
accountability for their jurisdictional mental health services. See Rosenberg S P, Hickie |
B, McGorry P D, Salvador-Carulla L, Burns J, Christensen H, Mendoza J, Rosen A,
Russell L M, and Sinclair S, Using accountability for mental health to drive reform (2015)
203(8) The Medical Journal of Australia 328.

229 For more information on the operation of mental health commissions, see:

(a) Alan Rosen, “Mental Health Commissions of Different Flavours: Can They Be
Effective Vehicles for Mental Health Service System Reform? Provisional

Typologies and Trajectories” (2012) 17 Mental Health Review Journal 167;

(b) Rosenberg S and Rosen A, “It's Raining Mental Health Commissions”, above at

paragraph 75(b);

(c) Sebastian Rosenberg and Alan Rosen, “Can Mental Health Commissions Really
Drive Reform? Towards Better Resourcing, Services, Accountability and
Stakeholder Engagement” (2012) 20 Australasian Psychiatry 193;

(d) van Schoubroeck, L On the WA Mental Health Commission, above at paragraph
75(a); and

(e) Roger Gurr et al, TAMHSS Submission to the Productivity Commission, above at

paragraph 81, 17-19.

Challenges of a system where responsibility for governance and commissioning is

distributed across multiple entities

230 Responsibility for the governance and commissioning of mental health services in
Australia is distributed across multiple entities. The distribution of governance and
commissioning is almost unavoidable in Australia, because of the nature of our

governmental system. The distribution presents us with two challenges. The first
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challenge is to achieve teamwork at the micro level. The second challenge is to bring

together the different providers and stakeholder groups at the macro level.

231 First, we need to achieve integrated interdisciplinary team-work at a micro level, with a
well-coordinated division of labour around the unique needs of individual service-users
and their families, and a careful balance between in-person, including home outreach

services, and digital substitution and augmentation.

232 The second issue is about how we bring together different stakeholder groups and service
providers at the macro level. There are the public mental health services, NGOs, fee-for-
service private but publically subsidised providers, federal and state funders, and the
NDIS. To bring all those together, as a healthcare ecosystem (Rosen A et al 2020), there
needs to be collaborative co-design between all stakeholders, a unitary strategic mental
health plan and a pooling of funds at the regional level, with regional commissioning. For

more on regional commissioning, see:

(a) Roger Gurr et al, TAMHSS Submission to the Productivity Commission, above at

paragraph 81, 18-19; and

(b) Australian Healthcare and Hospitals Association, TheMHS Conference Inc and
PricewaterhouseCoopers, ‘Mental Health Funding Methodologies’ (Roundtable
Discussion Paper, September 2008) 15-27.

233 We are achieving some degree of co-design on the micro level. When service providers
and stakeholder groups work together on co-design, it brings an experience of potency.
That feeling is important for our service-user and family groups, because although they
might feel unable to make much headway in their own lives, they feel they can contribute
to improving services. Experiencing such a sense of choice, control and potency, of being
able to improve the service for the benefit of others is also therapeutic and instils hope in
both the providers and service-users. The way to cope with change that is slow is to
collaborate and push forward together. | think we collaborate well at the micro level, and

we should be doing it at the macro level too.

Benefits and limitations of integrating the governance arrangements of mental

health services and broader health services at a system level

234 In integrating the governance arrangements of mental health services and broader health
services, we need to achieve a delicate balance. Some people still want the governance
of mental health services to be quite separate from the governance of broader health
services, particularly as so many general healthcare systems habitually expropriate or
divert mental health budgets and expenditure for other priorities. Some senior mental

health directors are nostalgic for how things were in the old days, when all or most mental
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health care was all run through the psychiatric hospitals, and in some states it was run as
one discrete organisation. In WA, the Mental Health Commission has control of the mental
health budget, and disperses it on a tight contractual basis, but also works closely with

then general health components of the hospital and health system.

235 There are benefits to having mental health services close to broader health services. One
benefit is that it means people receiving any kind of healthcare can access mental health
services. However, all aspects of health need mental health services. For example, | have
heard anecdotes from several jurisdictions that the coronavirus pandemic has caused
some hospital staff to become so distressed that they are now approaching their mental
health colleagues in the hospital and asking for help. They need someone to talk them
through it: “How am | going to handle it? How can we handle our anxiety, our grief, at

seeing young people get very ill or die?”

236 The role of providing comfort and hope is an appropriate one for mental health to perform,
because mental health does have a wider psychosocial cultural view. It is also good for
mental health to convey its wider view to other departments, and to humanise its
operations more. That sort of role needs to be recognised more widely within

organisations.

237 However, the mental health system is already poorly funded and is not funded to perform
that role. The demands on it are increasing, and it is also expected to provide that sort of

comfort and hope to staff in the rest of the hospital.

Forensic mental health

Key features of a successful interface between community-based mental health

programs and the criminal justice system

238 The interface between the community mental health system and the criminal justice
system is another sub-set of co-occurring disorders. Again, we need people in the
workforce who are seasoned with handling issues of probation and parole. We also need
people who are familiar with issues around mental health, AOD, violence and how to work

with perpetrators.

239 This comes back to the experience, training and expertise that exist within teams, and to

the importance of selecting teams well.

240 It is important that we have continuity of both the drug and alcohol courts and mental
health courts. In other words, we need to retain other ways of working with people beyond

a black and white judicial system. One would hope that there are judicial officers in those
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courts who have a special vocation for working with psychiatrically & AOD disabled

populations.

Workforce

Fostering a workforce that has the values and skills to provide consumer-focused,

recovery-oriented and safe services in a collaborative way

241 As | have said, there are some issues that everybody in a community-based mental health
system should be trained in, such as domestic violence, and cultural and linguistic

differences: see above at paragraph 128. | have seen this training implemented well.

242 | always thought that if we worked on mental health reform, and if we relied on good
quality research in doing that, then reforms would keep growing incrementally. However,
over a long career, | have discovered that mental health reform is more like a
rollercoaster. Sometimes that is because different lobby groups get the ear of different
administrations that come and go, and then the new administrations change the system
and the work culture and the stability is lost. This can occur as different political and

ideological persuasions alternate, and want to make their mark.

243 We need build the components of our mental health system, including the workforce, for
the long-term stability of the system. We do not want so much inflexible stability that the
system stops developing; we need an interplay between stability and change. This
interplay is like evolutionary genetics: you conserve what still works well, and you change
what is not. The same principle applies for the workforce. We do not want a staid
workforce; we want one that really responds to the principle of lifelong learning and

learning through the lifespan.

244 The application of that principle is encouraging to most people. But some people do not
want to change, and may also feel devalued for the best of what they do. We need to
ensure that people are valued for what is worth conserving; the trade-off is them being
prepared to accept help with constructive change. Sometimes these people are very

accurate and useful critics of the newest evidence-free fad that has just come in.

245 That is why we suggested that there should be an Australian Nationally networked
Institute for the Mental Health workforce: see above at paragraphs 9 to 15. The National
Institute would include training for drug and alcohol and other co-occurring disorders. It
would be inclusive, providing training not only to the professionals but also to the peer
workers, whether they are service-users or their families. The National Institute would
need to have a base in every state, and Victoria has a good chance of being the kick-

starter of it, because in Victoria principles similar to a National Institute have been
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recommended as a high level priority (see, for example, Recommendation 1 of the Interim

Report).

246 | agree with the RANZCP submission to RCVMHS which recommends that junior and
senior (year 1 and 2) medical residents should be encouraged and able to do rotational
placements in psychiatric services. Most generalists will be required to do a substantial
proportion of mental health work as part of their medical careers, and it will interest some
in doing psychiatry specialty training. The too few available residency rotational positions
made available to psychiatry so far, though very slowly improving in particular LHN’s, is
a form of health service structural discrimination. These residencies should not only be
offered in inpatient units but in community and consultation-liaison mental health teams.
Moreover, most medical schools, with their very crowded curricula, still fail to provide
enough time for training and experiential placements in psychiatry for their medical
students, as psychiatry is still regarded as low in the medical professional pecking order.

This too must be corrected.
Key features of exemplary workforce strategies or initiatives

247 Teams require opportunities for refresher training, and they develop through communities
of practice. Providing these trainings, supervision and pastoral mentoring networks to
sustain the workforce and facilitating “communities of practice” to further encourage
learning between teams and best practices, could be part of the work of a State or

National Institute.
Refresher training opportunities for teams

248 In NSW and Victoria, among other places, when the evidence-based teams (such as the
crisis teams and the ACT teams) started working, they had extensive training programs.
When teams were initially employed, they might have spent the first six to twelve weeks
offline, while they received intensive training as a whole team. However, this intensive
team training only occurred at the start, during the orientation period. After a team was
initially trained, and put into action, it was deemed too hard to take the team offline ever

again.

249 When subsequent turnover of staff occurred, there were no such training opportunities.
People would undertake an individual course, but they were doing it alone and not with
their colleagues. The lack of everyone in a team undertaking training together made a big
difference in terms of blending a culture. One criterion of a successful program is the
capacity to take teams offline periodically and providing them with sufficient clinical cover
to conduct refresher training workshops, in addition to providing them with a sound initial

orientation and training period.
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Communities of practice

250 When our first psychiatric crisis and ACT teams in Northern Sydney realised in the mid-
80’s that they were not necessarily going to have another training period, nor the time to
meet the almost continual demand to do “show and tell” training for new teams, they
developed “forums” with their colleagues across Australia. There was a forum for crisis
work, a forum for ACT, one for living skills centres, one for residential services. Those

forums are what we these days call communities of practice.

251 In organisational fields, there is literature on the concept of communities of practice. In a
community of practice, you are supposed to undertake a similar type of program, and
there are guidelines, evidence-based fidelity criteria or Policy Implementation Guides
(PIGS), as they were called in Britain. In other words, communities of practice draw on
manualised sets of guidelines about how to conduct teams in an evidence-based way,
and then swap notes for hints about how best to interpret and carry out these guidelines

most effectively.

252 Communities of practice emerged to sort out critical incidents and problems that people
could not solve. They emerged so that people could help each other with those problems

and could identify the learning and growing points from each-others’ teams.
Examples of excellent workforce strategies and initiatives

253 An example of a good workforce initiative was the communities of practice that developed
around Australia. The development of communities of practice was also part of the early
development of The Mental Health Services (TheMHS) Conference of Australia and New
Zealand. The TheMHS Conference is a partnership of all mental health service
stakeholders, including service-users, primary and secondary care providers, families,
indigenous and transcultural communities, management, government, and media. It is
centrally about services and people doing therapeutic work in teams and the evidence
behind them. For the last 30 years, TheMHS has convened in different cities of Australia
& New Zealand and also conducts the Australian & New Zealand Mental Health Service

Achievement Awards annually on behalf of both national governments on this basis.

254 In our various regions, we need to have refresher courses as well as good ftraining
programs. One of the models Australia has contributed worldwide has been Orygen, and
its early intervention in psychosis guidelines and training. Orygen is applying similar
building blocks of service or components that evolved from our research and practices in
Northern & Western Sydney. For example, Orygen has an Early Psychosis Prevention
and Intervention Centre (EPPIC) that works with young people with psychotic disorders.
Within the EPPIC, there is the crisis team and the ACT team. Orygen took many of the

elements for which there was a strong evidence base, and put them together in a youth-
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friendly way. Orygen also developed more service components around personality

disorder programs, employment programs, and physical care programs.

255 To support the creation of a new team from existing resources in a regional mental health
service, it is not enough to attend to that new team’s training. It is important to orient the
whole mental health service from which each member of the EIP team is drawn, to the
effectiveness and utility of an EIP team, which can be done by giving all teams some
elementary training about the purpose of the new team. That is how we started three early
intervention in psychosis teams out of existing mental health service resources in northern
Sydney. We gave people, on an area-wide basis, training in early intervention. This was
important as it meant the team would see the function of it. They would see that by
donating a staff member here and there to the creation of a new early intervention team,
some of the burden would be removed from other teams who may have otherwise found
it very time consuming to work with, for example, a young person in an acute episode of
psychosis. Because we took this approach, it was all done very co-operatively and

appreciatively.

256 Another strategy for creating a new team is to bring in service-users and families from
that aspect of service. For example, if you are training people to be part of an early
intervention team, then you should bring in people who have had some experience of first
episode psychosis as individuals and as families. You apply the same principle if you are
training a crisis team: you bring in some consumers and families who have had their own
crises, either well-handled or maybe not so well handled. The consumers and families
can give feedback and speak from that stakeholder view. The principle is co-creation: co-
creation of knowledge, skills and wisdom, to develop congenial service delivery sub-

systems.

Next steps for helping the workforce to acquire the values and skills needed to
provide consumer-focused, recovery-oriented and safe services in a collaborative,

accountable and transparent way
Establishing a knowledge exchange centre

257 To help the workforce to acquire the skills they will need to provide consumer-focused,
recovery-oriented care we need to establish a National Institute like the one | discussed

above at paragraphs 9 to 15.

258 The first thing that the National Institute should do is set up a knowledge exchange centre.
There are already translational research centres, where the research on the best
evidence-based methods is translated into language that is useable for providers, service

users, families and mental health communities. The knowledge exchange centre would
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give these various stakeholders summaries of the latest evidence on the best ways to

work, and guidelines for applying that knowledge.

259 In establishing the knowledge exchange centre, we might also follow the example of the
Mental Health Commission of Canada, which started with a national knowledge exchange

centre.
Establishing pastoral mentorship programs and communities of practice

260 The National Institute would not be limited to teaching new skills. It would also have a role
in ensuring that there are pastoral mentorship programs and communities of practice,
which reassure people that they do not have to work these things out alone. They can
stop people from absorbing too much stress and trauma, and support people to keep

buoyant within the system.

261 In Australia, we have recently been through an era of multiple disasters including drought,
bush fires and coronavirus. In this era, the knowledge exchange centre would be
particularly relevant. That is because the first stage of a National Institute would not just
provide training but also supervision systems, pastoral mentorship systems, and
communities of practice. The goal would be to support the workforce not just at the level

of knowledge and skills, but also at the level of feelings and coping.

262 Itis a matter of making sure that staff are supported through tough times. To some extent,
workers in the field of mental health will always be dealing with stress and trauma. Unless
there is support in the system, it is very easy to start suffering vicarious trauma as a
workforce. Vicarious trauma amounts to absorbing the expression of the experience of

trauma that you witness in your clientele.

263 Mental health workers need to know strategies for dealing with the risk of vicarious
trauma. Many of the strategies are interpersonal. For example, counselling or
communities of practice, where a worker can swap experiences with their colleagues from
other services. | discuss communities of practice in more detail above at paragraphs 250
to 252.

Leadership, partnership and change

Supporting leadership in the mental health sector to support the delivery of reform

264 There are two things that we can do to support leadership in the mental health sector:
first, ensure that leadership rests in functional and supportive teams, not in solitary
individuals; and secondly, create a plan that connects all services within a particular

catchment area.
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265 First, it is important that leadership comes in the form of a leadership group that is both
functional and supportive. A demagogic leader wants to work alone by charisma, fame or
renown. Charisma might help you get an organisation going, but it is not an advantage
for sustaining a service in the long term. To be a functional leader, you need a leadership
team which supports you in your leadership role. You and your leadership team need to

be able to delegate and share the work around.

266 There was a famous professor of psychiatry and psychotherapy at University of
Wisconsin, USA called Carl Whitaker, who said that every mental health professional
(including those in leadership positions) needs a “cuddle group”. This is a group of fellow
professionals with whom you can debrief at the end of a day, so they can leave work
issues at work, and not feel the need to blow off steam about work issues at home with

their families. This is one benefit to having a functional and supportive leadership group.

267 Secondly, there needs to be one strategic plan, not just for clinical services but also for
all the services that work in a particular catchment area. That provides another set of
relationships, and those relationships should also be mutually supportive and enriching.
This should happen at different levels so that you should then go from the service to a
regional commissioning authority (which pools the funding and commissions the best
evidence-based interventions and service delivery systems). It is like a set of Russian
dolls: you work first of all at the level of the person, along with their family, case manager
and clinicians; then you work at the level of the team; then at the level of the service; the
level of the catchment; the level of the community; the region; the whole state, and then

the nation.

268 In each of these levels, we need not only a supportive environment, but also a functional
division of labour. We should model it at every level, whether for a therapeutic encounter
or developing a unitary strategic plan for a region. It should begin from the grass roots
service-user and family level, to the team, to the service, to the regional or state level of
policy making and funding. We need an emphasis of “bottom-up” consultation, substantial

consensus and development informing responsive “top-down” decision-making.

Steps governments can take to support workforces through periods of significant

change

269 In its Interim Report, the Royal Commission made a recommendation about a Victorian
Collaborative Centre (Recommendation 1), and another about providing a “mental health
leadership network” (Recommendation 7). Governments could support workforces
through periods of significant change by combining those two recommendations into one,
and pushing that initiative forward. They should do so along with the principles | have

discussed of working in a supportive group and knowing when and how to ask for help,
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on the basis of the principle and role modelling, at every level of the organisation, that
knowing how and when to ask for help should be considered to be an important skill, not

a failure.

270 Governments in every jurisdiction, not just Victoria, should create an equivalent of what
the Royal Commission has recommended for Victoria, the Victorian Collaborative Centre.
The existence of such an entity in each jurisdiction would plant the seed of a more national
network.

Physical infrastructure

Design principles for mental health facilities
Physical features

271 There is a literature available on the key principles of design for mental health facilities.
The literature comes mainly from architects and designers who are interested in this field
such as Environmental Design Research Association, USA (EDRA), Penny Coombes,
Queensland, Mungo Smith, Sydney, Australia, and sometimes from design consultants.

The literature specifies things like:

(a) do not build internal offices;

(b) create offices that have windows;

(c) make sure some greenery or some blue sky is visible from indoors;

(d) make sure that there are some built-in, common spaces that are roomy; and

(e) make sure people are not cooped up in tiny cubicles, or in high dependency units

with miniscule spaces, inside and out.

272 Some of these elements go towards the aesthetics of facilities, and others go towards
security and safety. On the aesthetic side of things, we know that people lift in mood if
they can see the sky through the windows, and drop in mood if they are put in a
windowless office and left there while a therapist is running late or having a cup of tea

between patients.

273 On the safety side of things, for a person working in a community mental health centre or
an inpatient unit, they should be having an interview in an office that has two doors: one
door through which the person enters the room, and the other door for the worker to get

out through if the person becomes erratic.

274 Another issue around the design of facilities is that people need space, both indoors and
outdoors. The evidence shows that the more space an institution allows per person, the

easier it is to manage people who are on the edge of re-kindling violence. The more you
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coop people up in small courtyards or in confinement, seclusion or restraint, the more you
will breed violence. Confining people to small spaces works against the interests of the

service.

Respite centres and places of “asylum”

275 Environments like residential units should be more informal, homely and welcoming.
There is an evidence base from the UK where researchers have compared inpatient units
with community-based 24 hour supervised residential respite centres. Respite centres
are usually out in the community, near shopping centres and transport routes. There are
usually no locked doors; people can come and go. There is, however, usually 24-hour

support available.

276 People who are in distress or who are feeling on the edge of suicide often feel much more
comfortable going to respite centres than to places where they are likely to be locked up
and possibly secluded. There are many people who will do anything to stay out of an
inpatient unit, but who will willingly approach a respite centre. They will come in under
their own steam if they are allowed to, because they feel that there will be people there
who understand them, and see it as a place of refuge. The UK studies have shown that
people with similar levels of psychopathology and risk find respite centres more
acceptable environments to receive treatment in, and the clinical outcomes are at least
as good (see for example Sonia Johnson et al (2010) Where next with residential
alternatives to admission? 197(S53) British Journal of Psychiatry S52-S54; Brynmor
Lloyd-Evans, Sonia Johnson, Nicola Morant (2010) Alternatives to standard acute in-
patient care in England: Differences in content of care and staff-patient contact, 197(S53)
British Journal of Psychiatry S46-S51).

277 Some people do need a place of asylum — asylum in the best sense, not in the old sense

of psychiatric hospital asylums.

278 The best definition of “asylum” that | know of is from John Wing, former Professor of the
Institute of Psychiatry, Psychology and Neuroscience, a school of King’'s College London
(formerly the Institute of Psychiatry). He said that asylum is two things. It is a haven in
which to take refuge, and it is a harbour from which to set out again. The haven is the
refuge part, where a person feels that it is a place of safety, a place where they will be

looked after, a place of peace and serenity.

279 The second part of the definition is often left out, though it is just as important:, the idea
of having a harbour from which to set out again. If you are in moored in a harbour, you
need to prepare your boat before you can set sail, and you may need help with that. The

challenge for us is to develop that sense of asylum in the community.
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Impact of COVID-19 pandemic

280 As | have said above, a recommendation that is open for the Royal Commission to make
is that all the additional beds recommended in the Interim Report should be resourced
and applied flexibly on the basis of whether they are needed as inpatient beds or as HITH

diversion from inpatient services: see above at paragraphs 36 to 39.

281 My colleagues and | from different health and mental health organisations have been
consulting with both federal and state governments about the mental health response to
COVID-19. Over the weeks, we were aware that there might be a rush on general hospital
services. That has not come to pass, because of government initiatives, including tracing
and testing, and the community’s co-operation with spatial distancing, separation and

isolation rules.

282 We have missed one bullet, and the next bullet we will need to deal with may well be the
aftermath. In a disaster of any magnitude, there is usually a delayed response with severe
and complex mental illness. There may be a delayed surge, usually within several of

months of the main disaster.

Possible surges in demand in the wake of the pandemic: can we “flatten the curve”

of demand for mental health services?

283 While the COVID-19 disaster was unfolding, many people postponed their clinical needs
and tried to avoid hospital and services. Some may have become very isolated, or
disorganised with their medication, or might have avoided or run out of their medication.
Many have delayed going to their GP or outpatient appointments. People are not coming
in for hospital admission. Hospitals were expecting their admission units to be inundated,

but many admission units have been under-utilised, with fewer presentations than usual.

284 There may be three possible types of delayed surges in demand for mental health
services in the aftermath of COVID-19. The surges will not necessarily occur together,
because they will each follow their own trajectory. One surge may be made up of people
with severe, persistent and complex mental illnesses and who have become isolated or
unsupported. Some of those people will go off medication, and their physical health is
likely to be affected. Some of them are just not getting their injections that they need, and
some of them have other disorders alongside their mental disorder (for example,

cardiovascular disease, diabetes) which are not being looked after either.

285 A second surge may be made up of people who are predisposed to, and who have during
the pandemic developed, an initial episode or exacerbation of clinically significant
depression, anxiety or suicidality, especially associated with isolation and loneliness, fear

of loss of income, purposeful activity, and employment.
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286 A third possible surge may be made up of people who are grieving losses that they
sustained during and because of the pandemic. They may be experiencing grief over the
loss of relationships caused by, for example, the deaths of loved ones or the loss of
contact between grandparents and grandchildren. This group of people is also made up
of people who are experiencing severe financial stress or grief over the loss of jobs and
the loss of businesses, or the loss of purpose and/or identity which was wrapped up in
their work or business. This wave of demand on the mental health system is yet to

happen, but if and when it does happen, it will hit hard and last for many months or years.

287 We need to prepare for these possible surges. It is common now to speak of “flattening
the curve” in relation to the number of cases of COVID-19; | think we need to talk about
flattening the curve of demand for mental health services. We need to flatten the mental
health curve for two reasons: first, because we do not want the surges to overwhelm the
system; and secondly, because if people with certain disorders are having to present
suddenly in hospital, then that is a sign that we are leaving the treatment of those
disorders too late, when they are by now life-threatening, whereas we could have

intervened much earlier.

288 In April 2020, three co-authors (Rosen A, McGorry P, Herrman H) put together a
document called “Call for a Comprehensive National Mental Health Plan to Respond to
the Novel Coronavirus (COVID-19) Pandemic” (Call to Action) with 38 co-signatories,
including the presidents & CEO’s of RANZCP, of the AMA and several other major mental

health organisations.

289 The Call to Action takes the form of a memorandum, which is addressed to the
Commonwealth Minister for Health, the Shadow Minister for Health, the Principal Medical
Advisor of the Commonwealth Department of Health, and the CEO and Chair of the
National Mental Health Commission. The Call to Action urges Australian governments to
implement a comprehensive National Mental Health Plan to respond to the COVID-19
pandemic. It seeks to balance digital services with adequate continuing capacity and
activity to provide in-person and mobile home-based community mental health services,
wherever and whenever needed. It has been signed by dozens of senior medical and
mental health professionals and academics. Attached to this statement and marked “AR-

6” is a copy of the Call to Action.

290 The Commonwealth Mental Health Plan released on 15 May 2020 in response to the
COVID-19 Pandemic clearly acknowledges these needs. Disappointingly, however, there
is still so far a complete lack of commitment and action from the Commonwealth to ensure
upgrading of familiar, in-person, local and regional mental health services, with assertive

outreach capacity in balance with temporary enhancements in telehealth services.
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Alan Rosen, AO, Brief CV.

Born Perth, Western Australia,

dob. 3 Jan 19486.

Married, 2 children, 3 grandchildren.
Alan.rosen@sydney.edu.au

Qualifications
MB.BS, 1971, MRCPsych,1978, DPM, 1978, MRANZCP,1981,
FRANZCP, 1983, Grad Dip PAS.1985.

Positions

Senior Consultant Psychiatrist,

Professorial Fellow, lllawarra Institute of Mental Health, Faculty of Health
& Behavioural Sciences, University of Wollongong;

Clinical Associate Professor, Brain & Mind Centre, University of Sydney,
Australia;

Formerly Inaugural Deputy Commissioner, Mental Health Commission
of New South Wales 2013-2015.

Research Psychiatrist, Centre for Rural & Remote Mental Health
Services, University of Newcastle; 2008-2012

Visiting Senior Consultant Psychiatrist, Far West LHD Mental Health
Service, NSW, serving indigenous and wider communities of Broken Hill,
Wilcannia etc.1985-2020,

Former Service Director, and Director of Clinical Services, Royal North
Shore Hospital & Community Mental Health Services, Sydney

(retired 2009 after nearly 30 years of service).

Visiting Professor, University of Wisconsin, Madison,1990,

Visiting Senior Fellow, Medical Anthropology & Social Medicine, Harvard
University, 2007,

Co-Convenor (with Dr Nick O’Connor) Management & Leadership
seminar series, RANZCP NSW Branch, 2012-2018.

Serving on RANZCP Aboriginal & Torres Strait Islander Committee,
2016-present, & previously, RANZCP, Quality Improvement Committee,
Chair, Transforming Australia’s Mental Health Service System
(TAMHSS) National Network, 2019-, Deputy Chair 2012-2018.
Foundation Board-member to present, The Mental Health Service
(TheMHS) Conference & Learning Network of Australia & New Zealand,
Member , Independent Health Pricing Authority, Mental Health Working
Group & Consultant, 2013-

Member, Lifeline Research Foundation & Sane Australia, Clinical
Advisory Group.
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International advisory boards, University of California, Berkeley, WHO
Collaborating Centre, Trieste Mental Health Services.

Executive Committees, World Psychiatric Association, Section of Public
Policy in Psychiatry, & Section of Conflict Resolution.

Awards/Honours

Hale School Scholarship, Perth WA, 1958.

Scholarship to Perth Modern School, Perth WA, 1959.

University of Western Australia Sobotka Scholarship to read Human
Sciences, Oxford University, 1972-1975,

lan Simpson Award, Royal Australian & New Zealand College of
Psychiatrists, 1994;

Margery Johnston Award, Association of Relatives and Friends of the
Mentally IIl, 1989,

Officer of the Order of Australia, Queen's Birthday Honours, 2014.

Interstate and International Projects.

Reviewed mental health services for governments and administrations in
5 Australian states and the ACT, and in New Zealand.

Invited/Plenary speaker and/or performed consultancies on service
development in several Australian states and territories, UK, Ireland,
Norway, Netherlands, Sweden, Denmark, ltaly, Germany, Switzerland,
USA, Canada, China, Thailand, Hong Kong, Argentina, Spain, Portugal
and New Zealand.

Presidential Invited Speaker at American Psychiatric Association annual
meeting, San Francisco, May 2019, and Invited Speaker in Presidential
Symposia at World Psychiatric Association world congresses, Berlin
2017 and Lisbon 2019.

Initiated and convened (with Prof Derrick Silove) the 1%t continuous
Australian duty psychiatrist roster in East Timor, 1999-2001.

Research and Publications.

Author or co-author of more than 150 published journal articles or
chapters on research studies of 24 hour community based alternatives
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1. Responding to people experiencing a crisis or in significant distress:

e Immediate support to reduce distress for people experiencing crisis or at risk of suicide
presenting to the Centre, to help them feel safe and stabilise symptoms before ongoing
management within the Centre, or arranging warm transfers to other services where
appropriate (see also flexibilities); and

e Support for communities and individuals experiencing significant distress associated
with times of natural or other disasters.

2. Providing a central point to connect people to other services in the region:

e Information for individuals, families, friends and carers on locally available mental
health, AOD and suicide prevention services, and related social support services;

e Support and advice for families, friends and carers to assist them in their role, and
acknowledge their social and emotional support needs; and

e Service navigation, supporting clear and seamless pathways, including access to digital
self-help services, and providing a point of contact and follow-up.

3. Provide in-house assessment, including information and support to access services:

e Assessment and initial review to ensure people are matched to the services they need,
including assessment of physical health needs, problems related to AOD use, and other
social factors or adversity which might impact on their mental wellbeing.

4. Evidence-based and evidence-informed immediate, and short to medium episodes of

care:

e Initial information provision, comfort and containment of symptoms, including, where
possible, those related to alcohol and drug use;

e Short to medium term support and treatment, based on an episode of care model,
whilst individuals are recovering or are waiting to be connected to longer term or more
appropriate services and support, including regular contact and follow-up with
individuals at heightened risk of suicide and their families and carers; and

e Digital mental health services and information, including promoting access to on-line
therapies (such as those offered through Head to Health) and clinician-supported digital
interventions for mental health and problems related to AOD use.

Centres will also ensure that the following core services, which are essential to the integrity
of the model, are available to people who present to the Centre, either on an ‘in-house’, ‘in-
reach’ or referral basis. Most of these services would be provided under the clinical
governance of the Centre, particularly where funded on an in-reach or in-house basis:

e Medical assessment, including initiation or continuation of medication management
where appropriate; and assistance with physical health needs from GPs, or psychiatrists;

e Structured psychological therapies such as cognitive behaviour therapies, including
services provided through Medicare Benefits Schedule (MBS) arrangements;

e Specialised suicide prevention follow-up services, such as the Way Back Support Service;

e Assistance identifying and managing comorbid substance misuse from addiction
specialists;

e Integrated vocational support services such as Individual Placement and Support (IPS);

e Assistance managing stressors associated with high levels of distress, including financial
problems, civil and criminal legal issues, family support, accommodation instability and
social isolation;

e Culturally safe services for Aboriginal and Torres Strait Islander people;
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unclear what the presentation is due to, whether due to functional
psychosis, substances abuse, or physical disorders eg acute metabolic or
brain lesions. They should be able to stay in a small Psychiatric and Drug
and Alcohol Emergency facility or pod, following the use of the High
Dependency/ “Safe” Room for immediate assessment, that already exists
in the Emergency Department , to free it up for the next violent or
behaviourally disturbed presentation. Such a sub-acute unit attached to
Emergency Department should be small in scale, eg maximum of two
bedrooms with en-suites, with outside courtyard, and enough room in both
to move about freely.

. As cooping up behaviourally disturbed individuals breeds violence, the
diminuitive FW LHD Mental Health Inpatient Psychiatric Unit (MHIPU)
needs to be relocated and rebuilt with adequate security and
sightlines, and much more interior and exterior space, as it will be
needed for increasing numbers of individuals with acuity of co-morbidity of
mental iliness plus intoxication/dependence.

. Far West Local Health District has sufficient polysubstance abuse and
severe drug dependency to warrant a Drug & Alcohol Detoxification &
Rehabilitation Unit to serve the Far West Local Health District and based
in Broken Hill. Currently the closest facility is hundreds of kms away near
Wentworth or Mildura. The lack of an accessible drug detoxification &
rehabilitation facility in the largest centre for the entire western third of
NSW with capacity to create vacancies promptly is plainly discriminatory to
its population.

. Supervised Social Housing or hostels or a HASI equivalent for D&A
adaptation with support workers, including peers, should be provided for
flow-through and follow-up after graduating from the detoxification and
D&A rehabilitation facility.

. Complementary services like Child Protection, Domestic Violence and
Housing, Aboriginal Health, RFDS, and Corrections Health &
Probation/Parole services should be upgraded to cope with individuals
and families that have accumulated risk and harm over time because of
ICE and other severe drug habits and their behavioural consequences.
dealing with homelessness and interminable queues for social housing
associated with comorbidity and drug misuse and dependency.

. The proposal (attached) to form a NSW state-wide hub of an Australian
National Institute of Mental, Health and co-occurring disorders
[ANIMH] should be supported to provide consistent training, upskiling,
qualifications, expert supervision and mentoring in the evidence based
components of preventing and treating comorbid mental illness and AOD
with special reference to ICE. This initiative has been led by Professor
Maree Teesson, AC, and Professor Alan Rosen, AO.and relates directly to
Matilda Institute submission to the ICE inquiry recommendations 2-4, with
adaptations for Rural Remote contexts aligned with Matilda Institute
recommendation 5.



WIT.0001.0198.0123

10. The professional culture of drug & alcohol counselling and support

11

service provision in Australia needs transforming. It is currently mostly
sedentary, with providers delivering counselling in clinics or offices, mainly
on a 1- to-1 basis. Rather, they need to be competent and confident at
working in actual communities on the ground, home visiting whenever
appropriate, with crisis, family and resource network intervention. Some of
these drug & alcohol counselling organisations have re-colonised defunct,
archaic and stigmatised former institutional sites, and are in danger of
repeating psychiatry’s past mistakes. We need the staff to be much more
skilled in working with families of service-users, as there may be other
drug-abusers in the family whom may pose obstacles to behavioural
change of the present service-users, to help sustain their families in
supporting and re-orienting the drug abusers in their extended kinship
network, and to provide education, support, hope and encouragement for
families who are trying to stand by their abusing members to help them
change constructively. Eg current 3 year training of a sub-team of the St
Vincents D&A service in “Open Dialogue”, which potentially combines
some of these elements. This is a systemic, attitudinal, motivational and
reeducational, reorientation, training and supervision issue, which should
be a key task of the AMIMH strategy outlined in recommendation 7 above.

.Ample existing evidence replicated over more than 40 years suggests that

complex co-occuring disorders including severe and persistent mental
illnesses, ongoing substance abuse and physical illnesses, and unstable
housing are best handled in the community by the Assertive Community
Treatment (ACT) team approach, for which rural remote regional proxies
can be developed, which include both telehealth and in-person team
enhancements. ACT teams are the gold-standard of active-response
(rather than passive-response) case-management or care coordination.
ACT teams rely on low caseloads, crisis availability, 7 day-&-night mobile
services, home visiting and active clinical and functional support. See
Killaspy H & Rosen A 2011, and Rosen A Killaspy H & Harvey C, 2012.
NDIS have been considering piloting our proposal to partner with public
services in each region nationally to fund and operate combined ACT and
support worker teams, including peer workers (Rosen A et al, 2019).

12.Early Prevention and Early Intervention services for ICE, poly-drug

abuse and related mental disorders should be established in all regions
following the approach set out by Matilda Institute submission, and the
relevant chapter on this by Newton N, Dadds M & Teesson M, in Byrne P
& Rosen A, eds, Early intervention of Nearly Everything, Blackwell-Wiley
,Oxford, 2014 (chapter attached with permission from authors).

13. A new preventive mindset and approach re the scourge of ICE is

recommended. The more than 2.5X much higher prevalence of use in
remote regions of Australia has been confirmed by surveys, wastewater
studies and clinical presentations. It has been established that while there

may not be an actual “epidemic”, ICE use has represented a shift of
existing drug use prevalence to much more potent forms of drugs, and
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Gayaa Duwii “Proud Spirit” Declaration ( Australian National Mental
Health Leadership Group, Thomas Brideson et al, 2016). This consists of
working simultaneously in parallel to synergise Western evidence based
clinical interventions and service delivery systems with traditional cultural
healing approaches and extended kinship networks. Such a combination
requires careful alignment and training to optimise healing and outcomes
for complex and severe mental health & D&A co-occuring disorders.
Qualified and/or trainee Aboriginal Mental Health Workers should be
available to work alongside Mental Health & D&A professionals in the
same team wherever possible to achieve the best and most enduring
outcomes. Mental Health & D&A liaison workers should be available on-
duty or on-call 7 days & nights each week to assist healthnprofessionals
with Emergency Dept and in-patient admissions.

16. There should be one combined, inclusive, respectfully and carefully
negotiated community/region-wide mental health & drug & alcohol
strategic plan, encompassing public, NGO and primary health care
(including GP practices, the PHN, Aboriginal Medical Services / Maari Ma,
Justice/Corrections Health, and Royal Flying Doctor Service) and related
services, including Police, Ambulance, Housing, Employment, Family
Welfare and Benefits.

17.These and other measures should be designed to integrate the
assessment, mental health, D&A and related physical care, whether in
hospital, other residential facilities or in the community. The residual
advantage of a remote location is that most service providers are likely to
know each-other, and can be encouraged, enthused and attuned to the
sense of working to one coherent plan, to prevent duplications,
overlaps and gaps in services. It should be informed by the service
mapping atlas of the Far West and other remote LHD MH Services
(Spijker BA van, Salinas-Perez J, Mendoza J, Rosen A, Salvador-Carulla
L et al, 2019). This process will help to diminish silo walls, and develop a
culture of cooperation and integration with an efficient and effective
division of labour.

So-called “dual disorders” are often much more in the service
system than in the service users. To paraphrase Sane Australia’s
current submission statement on integration of services (July 2019) to
Royal Commission into Mental Health Services in Victoria.

“We believe that our mental health, drug and alcohol and support
systems should be designed to meet people's needs, wrapping
around them during times of crisis or complexity - rather than
requiring them to access support via multiple entry points and retelling
their story numerous times.”
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