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CHAI R Thank you for joining us in Maryborough for the

10t h day of our public hearings. | am Penny Arnytage, the
Chair of the Royal Commi ssion into Victoria' s Mental Health
System | amjoined by ny fell ow Conm ssioners, Professor

Al'l an Fels, Al ex Cockram and Professor Bernadette MSherry.

On behal f of the Comm ssion, | acknow edge the
traditional owners of the land on which we neet, the
Da Dba Wirrung people. | also pay respect to their Elders
past, present and energing, and | also extend ny welcone to
t hose El ders joining us here today.

We are delighted to be back in rural Victoria and
bef ore proceedi ngs resune | want to speak briefly about
what we have heard and our aspirations. By the end of
this year around 20 per cent of Victorians, nore than
1.2 mllion people, wll have experienced a nental health
problem Indeed, nearly half of us will have experienced a
nmental health challenge in our lifetime. Think for a
nonent what those nunbers actually nean

When it cones to our |oved ones, this is a 50/50
chance they will have a nmental health problem of sone kind
during their life, and nearly half of the people living in
towns just like this one will experience difficulties with
their nental health.

W know that there is enornous variation in people's
experiences of nental health, the causes of nmental health
probl ens, the cultures of communities and the delivery of
services and support. Nevertheless we are all entitled to
l[ive fulfilling lives, contributing in our comunities and
havi ng access to the support services we want and need.

No matter who you are and where you live, this
aspiration is something nmy fell ow Comm ssioners and | hold
a deep commtnent to achieving for all Victorians.

Li stening to people in rural comunities is central to
this vision. Rural Victorians are a significant part of
our state's identity and contribute to who we are and our
way of life. One in four Victorians live in rural and
regional Victoria, on farms and in snmall towns and big
cities. Each of these communities have their own identity,
their own view about what's inportant, what chall enges they
face and their own aspirations for the future.
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A commonal ity that we do see running through rural
towns is a conmtnent to conmunity participation and
| eadership. Wether it's volunteering through Rotary
clubs, the SES, or CFA, assisting people to join in
community events or participating in community groups,
community spirit continues to be a hallnmark of rura
Victoria.

W have seen the form dable power of rural conmunities
to effect change and w t hstand hardship through |ocal ideas
and actions. Participation in community groups has been
shown to be a key factor in establishing and nai ntaining
heal thy and resilient comuniti es.

To provide just one inportant exanple, in the
aftermath of Bl ack Saturday bushfires, research suggests
that close friends and famly, social networks and
communi ty groups were inportant influences on resilience
and recovery.

W have all a lot to learn fromthe strength and
generosity displayed by rural communities in tines of
crisis but also over generations as comunities connect and
denonstrate resilience.

During our work for this Royal Commi ssion we have been
told of sonme truly inspiring exanples of comunity
connect edness. W have heard fromfarmers that use phone
trees and regul ar catch-ups to check in on each other - how
sonething as sinple as a phone call is providing nuch
needed support and how, as one person put it, "The grape
vine works in wonderful ways."

We have al so heard how volunteers in renote parts of
the state have established | ocal support groups to help
each other through difficult tines, giving people a sense
of hope and reassurance about the future.

Yest erday here in Maryborough at the local health
service we heard how the community cones together to drive
| ocal solutions for people living with nmental health
conditions by pulling together, be it at the school, the
police, the council, rotary, the health service, there is
an acknow edgnent that individuals and communities wll
al wvays do better when we work together

And, despite the i medi acy of sone of the chall enges
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and the joint focus required to support people in a crisis,
this is a town that has created the space to reach out to
t he Royal Conmi ssion with its vision for a better nenta
heal t h system

It has been our privilege to neet with people from
this community and to be wel coned in many ot her areas
across the state. So far, we have spoken with nore than
1,600 people in 21 locations, the najority of those in
Rural and Regi onal Victoria.

We have heard from 45 out of our 90 witnesses at our
public hearings, many of whomtravelled to be there. W
have recei ved t housands of infornmal coments and
subm ssions fromevery corner of the state.

The community's interest in the Royal Conmm ssion is
extraordinary. The level of public discourse about nental
health issues in recent weeks is indicative of the pal pable
desire our community has for change. W are hopeful that
this interest will continue to gain nmomentumin recognition
that a collective effort involving every Victorian will be
required to address stigma and chanpi on reform

In our interactions with the community, the
Conmi ssioners and | have been deeply affected by people's
courage and their willingness to share their experiences.
W have seen their strength as they've shared often painful
stories so that others mght avoid treading a simlar path.

We have al so witnessed the selflessness of famlies
and carers and the passion of the workers doing their best
in an overwhel ned system

But on numerous occasi ons peopl e have described tragic
and difficult events that bring al ong what many peopl e
referred to as "a broken nental health systent.

When it cones to rural areas in particular, people
have spoken about the tyranny of distance and the nyriad
inequities they face when trying to gain access to nenta
heal t h servi ces.

One person characterised the disparities in access as
"a lottery of rural communities", others spoke of different
realities. To name a few, we heard | ast week at our
hearings of a nother's desperate desperation to receive
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care for her daughter. She packed up half her hone, quit
her job and noved to Mel bourne for an extended period in an
attenpt to receive care.

The inpacts of having to travel great distances to
receive care and the isolation that cones from bei ng away
fromfamly, friends and support networks. The high cost
of waiting for care, waiting to be transferred to anot her
heal th service and how this exacerbates a crisis.

About the vastly different experiences people have had
in the public and private systens and how access to a range
of services was possible, if you could afford it, or if you
could afford to travel to Ml bourne.

How natural disasters in the farm ng environnent can
take their toll and how services and supports are often out
of reach because farmers can't be away fromtheir |and.

The chal | enges people in the border towns face falling
in between three different service areas: the difficulties
Aboriginal Victorians living in rural conmunities
experi ence when seeking inclusive and culturally safe
services; far too many people taking their lives often
after unsuccessful attenpts to gain help. These are the
realities that we nust confront.

Al t hough t he evi dence suggests that the preval ence of
nmental health conditions is nuch the sane in urban and
rural Victoria, the same can not be said of the preval ence
of suicide. Australia-wide the suicide rates in rural
areas is alnost twice that in nmetropolitan areas. Too
often it is farners, young nen, ol der people and Abori gi nal
and Torres Strait |slander people who are taking their
lives, and they make up a high proportion of our rural
popul ati ons.

Every suicide is devastating and inpactful, however,
the fact that people living in rural areas are experiencing
such distress that it is culmnating in suicide, is
somet hing we have to grapple with

W are acutely aware that some peopl e experience
mental health problens in overwhel mng isolation, feeling
ashamed and hel pl ess. Many have told stories of their
reluctance to seek help stens fromtheir enbarrassnent or
fear of judgnent. Farners spoke about the inpact of
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out dated and m spl aced expectations of culture.

One farner put it eloquently: "Farnmers are good at
hel pi ng each other but we're not good at asking for help."

Too often we hear of nental health probl ens being

associated wth weakness. It is the kind of rhetoric that
is detrinmental to the well being and nental health of our
community. It contributes to a wall of stigma that stops

many peopl e asking for help.

We have al so been told that what is described as the
"tough it out"” attitude anobngst sone rural people
contributes to many staying quiet. Wiile the culture of
smal |l towns, often built on self-sufficiency and
self-reliance is a great asset, at tines it can restrict
frank and open di scussi on about nental health.

Looki ng forward, we nust work together to harness the
strength of close-knit communities and create places where
peopl e feel safe and where asking for help is common
course, not an adm ssion of failure. W need to explore
what lies at the heart of individual experience and work
out what can be done to bring about change.

Today the Commi ssion has another opportunity to listen
to people who have |ived experience of nental health
problens and to hear fromthose who work with them and
of fer support. It is a chance to reflect on new and
i nnovati ve approaches and think anbitiously about our
future.

W nust seize the opportunity afforded by this Royal
Commi ssion. It is aonce in alifetime chance to reform
mental health services and to realise the hopes of so nany.

We are fortunate to have so many people in the
community participating in our work. W are consci ous of
your goodwi Il and grateful to all who have shared their
stories and contributed so generously to our thinking thus
far.

W are thankful to all those people who have travell ed
to Mel bourne to be part of our work and those that have

travelled to be here today. In particular, on behalf of

the Comm ssion, | extend ny gratitude and admration to

t hose who are appearing today as witnesses. It is a
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privilege to have the opportunity to hear about your
experience and ideas for the future. [|'mso pleased that
you are all with us today.

Wth those brief remarks, | now ask Seni or Counse
Assisting, Ms Lisa Nichols, to say nore about the structure
and content of today's hearings.

M5 NI CHOLS: Thank you, Chair. Today we'll be hearing
fromsix witnesses, three of whomare comunity w tnesses.
Mar ybor ough has and is well served by the Maryborough
District Health Service, and so our first witness will be
the CEO of that service, M Terry Welch. He will discuss,
anong other things, the factors that are challenging in
relation to nental well-being and nental ill-health in this
community, the nulti-faceted services that are delivered

t hr ough the Maryborough District Health Service, and the
chal l enge of caring for mentally unwell patients,
particularly those with serious nental illness.

The second witness will be M Al astair Gabb
M Gabb's a farnmer, and he will tell the Comm ssion of the
difficulties that he faced in trying to get help. He wll
al so speak about the particular strength of rural
comuni ties.

The Comm ssion will next hear from Trevor and
Christine Thomas. Tragically, there have been a nunber of
deaths by suicide in Trevor's Famly. M Thonmas hinsel f
has battled against suicide and wll speak of his
experience with the mental health system

Ms Thomas cares for Trevor and she will explain the
difficulties of managing the systemfroma carer's
per specti ve.

Dr Ravi Bhat is the Ainical Drector of the Goul burn
Vall ey Area Mental Health Service. He will speak about the
services provided in that service, the capacity building
t hat has happened over recent years, the conplexity of
neeting nental health needs in rural communities, an
hi storical perspective on the nental health system and
what is needed to change and how we can nake | asting change
t hat responds to evol vi ng needs.

Dr Alison Kennedy is a researcher at Deakin University
and al so at the National Centre For Farner Health. She's
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been involved in a nunber of projects which are intended to
understand and reduce stigma, particularly as it is
associated with suicide. The projects include The Ripple
Ef fect, and Look Over the Farm Gate.

Dr Kennedy will explain current |earnings on suicide
prevention strategies.

Finally, the Commission will hear fromDr Gerard
| ngham who has been practising as a rural GP for about
30 years. He will explain his experience of caring for

people with nental health issues and the role of a GP in
the nental health systemin a rural context.

We' | | ask a nunber of questions today through
wi tnesses and we're seeking to explore sonme of the
follow ng thenes: what's the preval ence of nental illness
inrural comunities? |Is the risk of nmental illness higher

in rural comunities and, if so, why is that? What are the
chal | enges of delivering high quality nmental health care in
rural areas? Wat can be done to better neet the needs of
people in relation to nental health care in rura
communities? And, in that context, what particul ar
strength of rural comunities ought to be paid attention to
and i ncorporated into the systens so that the whol e system
can be strengthened?

O course, there are nmany issues that won't be covered
in this session but will feed into later thenes in the
Conmi ssion's work, which include workforce and conorbidity
of drug and al cohol i ssues.

Wth that, may | call the first witness, M Terry
Wl ch.

<TERRY M CHAEL WELCH, sworn: [ 10. 15an]

M5 NI CHOLS: Q M Wl ch, are you the Chief Executive
O ficer at the Maryborough District Health Service?
A | am

Q In that role, do you have responsibility for nmanagi ng
t he equi val ent of 256 equivalent full-tinme staff?
| do.

A
Q And a budget of $42.5 m|lion per annunf
A. Rounded up, vyes.
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Q The rol e enconpasses all operational and strategic
managenent including of a 128 bed facility which includes a
Community Health Centre?

A That's right, yes.

Q Can | ask you to describe briefly the kinds of
services that the Maryborough District Health Service

provi des?

A Sure. So, we're, if you like, a traditional health
service fromacute perspective, so we have a nedical ward,
we have a surgical conponent to that, we have operating
theatres, renal dialysis; the broad spectrum of acute-based
services. W have a very large aged care service across

t hree canpuses, so we have the Avoca canpus, the Dunolly
canmpus, and the mai n Maryborough canpus, and then we have a
breadth of services within our Community Health Centre as
well, including allied health, including social support
prograns, including District Nursing, so some traditiona
and non-traditional community health prograns runni ng out
of there.

Q In relation to your dealings with patients requiring
help with nental illness, do you have about 15 patients
every nonth presenting to your urgent care centre?

A W have, on average, 15 patients who present with a

presenting synptom of nental health.

Q O those, are quite a nunmber of themrequiring urgent
care?
A Yes.

Q And so, there are about 6,000 presentations of that

ki nd every year?

A There's 6,000 presentations to our urgent care centre,
yes, absolutely.

Q Can | ask you about how it is that urgent
presentations are dealt with. Can we start by descri bing
what your Urgent Care Centre is and how it works?

A Sure, the Ugent Care Centre, if you like, is an
extension of a private practice, that we provide resources
for the nmedical offices in town to be able to provide
energency care and support, so it's not a traditiona
funded Energency Departnent such as a regional or
netropolitan centre has.
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W are funded to provide nurses and resources and then
the facility is covered by an on-call roster of either our
general practitioners in town with the support of nurse
practitioners.

Q That's a staffed 24 hours a day, 7 days a week?
A Wth nursing staff, yes.

Q When patients present, that is, patients regardl ess of
what their presenting issue is, are they first triaged?
A. Yes. Every patient who presents is triaged in

accordance with the Austral asian triage scale which is used
uni versal ly.

Q Do you find that the vast majority of needs can be
dealt with at the clinic?
A. So, in the Ugent Care Centre we can certainly provide

primary care |evel support. W can do internediate
energency care, if you like, but anything of high
conplexity, certainly we need to refer out, yes.

Q When it cones to people presenting with nental health
i ssues, particularly the nore severe presentations, what
happens?

A So, just as every other patient, they are triaged and
assessed by one of our registered nurses and, dependent on
the triage | evel, obviously that then instigates a | evel of
response in accordance with their needs.

Q Those that your staff deem need further assistance,
who provi des that?

A So, the nursing staff will and then obviously we can
call in the support of our general practitioners should we
need. Again, it's dependent on their presentation and
their requirenents, or the nurse practitioners can nanage
the | ower end presentations, but anything of high
conplexity, we are then very reliant on our outreach
program t hr ough Bendi go.

Q What ' s the outreach program provi ded by Bendi go, and
is it Bendigo Health?
A Bendi go Health, yes.

Q What do they provide?

A So, they are our inmmedi ate service provider for nental
health services, we don't provide any specialist nental
health services. So, we contact themw th any nenta
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health condition where we need that additional support or
advice, be it, it may be a high level inmediate need or it
m ght be sone advice for sone ongoing care as an

out pati ent.

Q Do they performtriage by video?

A They performtriage by a nunber of neans and it may be
via video or it may be through the consultation with the
practitioner who's talking to themin the assessnment. They
may know the patient as well, so it's all dependent on the
presentation.

Q Can you tell the Comm ssioners what are the chall enges
that you face in the Ugent Care Centre where you have
sonmeone who is in acute need and they can't be seen

i medi ately, including being triaged i nmedi ately by soneone
from Bendi go?

A Sure. So, the challenge cones for us in our Urgent
Care Centre as we were able to display yesterday, is that
we have no ability to securely care for soneone with nental
health illness. So, if they are exhibiting behaviours

whi ch are disruptive, they are disruptive within the entire
unit and they can nove around. oviously, if they are

di sruptive to the point of concern, we call the police. W
don't have on site security, so we will often need police
support to nanage the behaviours for the safety of the
patient thenselves and the staff up until the point of
triage assessnent and often referral.

The triage process can delay the ability for us to, |
think, efficiently nmanage patients who are suffering severe
mental health. The triage basis fromhow the nmental health
systemworks is very different to everything else that we
work with.

Q Can you explain how it works for nmental health
patients who are in acute need?
A So, again, our clinicians will contact the Bendi go

Health in this instance, but any gazetted provider, and
they provide clearly the exam nation and their thoughts and
primary diagnosis in terns of the patient's presenting
conpl aint and behaviours and so forth. At which point then
Bendigo Health will provide the triage and assessnment and
it's that triage and assessnent which determ nes the
ongoi ng managenent of the patient.

That may nean that the patient can wait with us
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overnight until the Bendigo Health teamis with us the next
day. W're very fortunate to have the Bendi go Health team
on site with us with their comunity outreach program But
it can nean that a patient - and we've got sone exanpl es,
that if sonmeone is seen at 10 o' clock at night, triaged and
we're able to maintain themsafely, they won't be assessed
and seen again until the norning, or they re assessed by us
and cared for by us, but froma nmental health perspective,
it's the nmorning when they are able to be seen by the
communi ty health team

In extrene instances obviously patients may be
transferred to Bendigo Health and then there's
consi derati on about how we safely do that, do they need to
go via police or do they need to go via anbul ance with
appropri ate sedati on and support, and again that's always a
difficult discussion and a very individual discussion based
on the presentation

Q What are the options for transferring soneone to
Bendi go who is in acute need?

A Well, the options are really that: that, if sonmeone is
exhi biting behavi ours which are extrenely dangerous, the
clinicians will work with the police to assi st
transportation and that may be the police go in the

anbul ance or it may be that the patient is okay to go by
anmbul ance, or | think in the worst case scenario, the
patient will go in a police vehicle in a way which can be
saf el y done.

Q How do the options for transferring quite nentally
unwel | patients conpare with what's avail able for generally
nmedi cally unwel |l patients?

A | think the systemover the years has done a terrific
job in making sure we get the right care at the right tine
at the right place for nedical patients. So, what that
nmeans is, if we have a conplex nedical patient right now at
Mar ybor ough, we have the ability to ring one nunber, called
Adult Retrieval Victoria, and they will support and
facilitate the overarching care, transportation and

| ocation of that patient noving forward.

Because the difficulty with the nental health process,
is we have no oversight of bed capacity, bed availability,
and |I'm sure Bendigo Health are under extrene pressure and
then we're contacting them escal ating that pressure even
further.
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Wth the medical process, with Adult Retrieva
Victoria, they have oversight over the system they know
bed capacity, they know resource availability, so they
support our clinicians with the care, at the sane tine
arrangi ng transportation and the |l ocation for where the
patient will go. It's a very efficient process, it's a
very safe process, it supports our clinicians.

| f you think overnight we have two nurses on and we
m ght have one general practitioner within our U gent Care
Centre, so that support provided by the Adult Retrieval
process is very good. |It's the same with obstetrics, it's
the same with paediatrics and neonatal, we call one nunber
and everything is facilitated.

Q How do the wait tines, if you like, for nmentally
unwel | patients at your Urgent Care Centre conpare with the
wait times for people who have general health issues?

A "1l just talk on the average, if you |like, because
there are outliers always.

Q On average, of course.

A But certainly the clinicians would indicate to ne that
we have nuch |onger wait for nental health patients than we
do for nedically unwell patients.

Q In relation to patients whose behavi our becones
uncont ai ned, what sort of safety issues does that present
to your staff at the centre?

A It's an enornous chal | enge because overnight - if |
can use the overni ght exanpl e?

Q Yes.
A We have two nursing staff on, we have an after hours
coordi nator who's supernunerary, who will rnove through and

manage the facility on our behalf after hours, but that is
the resource capacity. So, there are no security staff to
hel p pl acate an issue.

So often, if the scenario escalates, and that often is
an escal ation before we wll call police, for exanple.
And, if you think about that scenario, a nental health
pati ent overnight who has these chall engi ng behavi ours and
needs all the support, the nursing staff will have a GP
available with themand the only road crewin town fromthe
police in our Ugent Care Centre.
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The issue with that is, as | nentioned before, we have
no way to seclude the patients, so they are free to nove
around the unit and they do. As we saw yesterday, our room
is set up as well as it can be; it is literally a bland
white wall roomwith no risks init. By that there's no
sink, there's no hanging points, we've done the full safety
assessnment of it, but there are doors that the person can
wal k out. There's no outside access to fresh air without
goi ng back through the departnent, so the design of the
unit is inhibitive but also the resource availability
overnight is certainly a concern

Q Can | get you to explain what you' ve been di scussing
by reference to one of the diagranms you' ve prepared. Can
we have the Current State Real Life diagram please.
Excuse nme, Conm ssioners.

Beg your pardon, Comm ssioners, | m sunderstood the
| ogistics of the room | thought it would be displayed
where everybody could see it.

COWM SSI ONER COCKRAM | think they can see it.

M5 NI CHOLS: Yes, but you can't, unfortunately. W have
copies for you, I'msorry about that.

Q Most inportantly, M Wl ch, do you have a copy of it?
A | do.

Q Apol ogi es for that?

A. Yes.

Q Do we have the diagramentitled, Current State Rea
Li fe Experience?

CHAI R Yes.

M5 NI CHOLS: Excellent. M Wlch, can | get you to
explain what's illustrated in the two tracks on that
docunent ?

A Sure. Please be clear that this is an exanple

provided to ne by clinicians. So, the psychiatric patient
who presents to our Urgent Care Centre in this instance
presented foll owi ng an overdose, cane in at 2200 hours, so
10 o' clock at night. Not an uncommon tine for a
presentation, was rightly assessed as a triage category 2,
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nmeani ng needs to be seen within 10 m nutes and sone pronpt
attention.

So there was sone care provided there and you' Il see
the team contacted the Bendigo Health psychiatric triage
and at that point you'll see the plan was made for
noni toring overnight for the overdose and for care the next
day. For sone reason, | don't have the details obviously,
but the patient was reviewed by the GP at 3 in the norning.

At 9 in the norning the patient was then allocated to
the comunity-based team | nentioned to cone and conmence
t he assessnment froma nental health perspective. At
11 o' clock that team attended our site, but the patient was
still drowsy so had to return. At 3 o' clock the patient
was assessed again and deened to need adm ssion and they
were transferred at 1800 hours to Bendi go.

Q From your assessnent, based on the information you' ve
received fromthe clinicians, do you regard that as a
significantly del ayed period of time over which the patient
was dealt wth?

A | woul d suggest there are exanples of this quite
common.

Q And that conpares to the journey on the right-hand
side which is nore straightforward?

A Yes. It's just an exanple again of a nedical patient
and, as | nentioned before, the stream ined response,
particularly the support of Adult Retrieval Victoria, or
the |like agency, to be able to facilitate a very pronpt
transfer.

Q Thank you very much. [I'mfinished with that diagram
now, thank you. Can | ask you about the factors in this
community and the surrounding areas that are likely to
contribute to difficulties accessing help for nental health
i ssues?

A. Sure. There's a nunber of challenges for the
community, and | think, as I've witten in ny statenent,
the community here faces a whole range of challenges to do
wi th soci o-denographic matters. So, the ability to afford
transportation to access services is an inhibitor. The
ability to --

Q Can | stop you there. Can you say a little bit nore
about the transport problem what's involved in it and how
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inhibiting is it?

A So if I can give you an exanple of not a nental health
patient, but recently we have heard that people have, for
reasons of not being able to afford transport to a facility
i ke Bendigo or Ballarat, have not had chenot herapy. So,
the reality of the barriers of transport and cost are very
significant to the conmunity, and people are having to opt
out of their care because they sinply can't afford it.

The other challenge is health literacy, that is,
knowi ng how to navigate the system and | amin the system
and sonetinmes | find it confusing to navigate. So, a
consunmer who has the stress of a nental health issue,
having to try and navigate the systemis extrenely
difficult and extrenely difficult for this comunity.

There's wel | - known chal | enges of hi gh unenpl oynent,
sonme really generational issues that we're trying to
t ackl e.

Q One of the things you draw attention to in your
statenent is the lack of a centralised i ntake and referral
servi ce.

A. Yes.

Q | would like to have displayed, if | can, the current
State Primary Care docunent. [IDH. 0018.0001. 0009]

Conmi ssioners, | hope you have that docunent. Do you have

that one, M Welch?
A. Yes, | do.

Q Geat. W'Ill just wait till it comes up on the

di splay. M Wl ch, can you take us through what you're
depicting there in that description of pathways for a
mental health presentation?

A Sure. W were able to have sone detail ed di scussions
with our general practitioners intow to really try and
get sone real life |earnings about the process. Wat this

outlines for you is, once the assessnent is done and there
is identification that there is services and support and
speci al i st support needed, there are nultiple potenti al
referral points, and clearly we've just denonstrated sone
for an exanple, but there are up to a dozen or nore
potential options for a general practitioner or a clinician
to deci de where they nay send soneone.

What happens in that scenario is, the general

.15/ 07/ 2019 (10) 933 T M VELCH (Ms Ni chol s)

Transcript produced by Epiq



O ~NO O WNPEF

practitioner, who is often the prinmary caregiver in a
conmmunity like ours, will refer the person to where they
think is the best option. That's a challenge in itself and
|"msure you'll hear later fromyour w tness about that.

The person then goes into a systemwhere there is no
identification or wait list, so the general practitioner
may be referring someone who needs sone psychiatric support
to a psychiatrist with no understanding of the I ength of
the wait or their wait tinmes or their availability. The
i ssue then of course is the G°P in this scenario | oses sight
of that patient. So, they've done the referral, they're
assum ng there's an appoi nt nent happeni ng and the process
i s working.

And, if it's not the appropriate referral point, so
they may go and see soneone and the patient may be told,
"No, you need to see soneone el se", which happens. The
patient has to go back to the general practitioner, wait to
see the general practitioner, then have another referral,
so the GP has to do another referral to a different
specialist again. So, if you like, the patient can be
bounci ng backwards and forwards during lengthy waits, all
reliant on the referral programw thout know edge of wait
lists and availability.

Q I s that what you nmean when you say "patients becone
lost in the system'?
A Absol utely. Yep, absolutely.

Q | s one of the features, lack of visibility for the
general practitioner to know what is avail abl e and when?
A | think that, if you think of the social state, we

need to be able to al nost hand-hol d patients through this
journey. The stress alone is so difficult for patients and
fam lies, yet alone being given a referral to try and
navigate to somewhere, and they are definitely getting
lost. If you think of that urgent care presentation, that
is the cycle.

Q | see, thank you. You said in your statenent, which |
will tender in due course, that:

"The Maryborough region | eads every socia
indicator at the wong end and the
community is institutionalised in the sense
that it does not know what good | ooks |ike
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in the health context."

Can you say a little bit nore about that?
A So three years ago, or approximately three years ago,
we did our service plan and there was a whole raft of
detailed review of the conmunity and its perception of
health. It was recognised that the health status of this
community is poor. The community said they were happy with
that. So, there's no understandi ng about what good health
| ooks Iike for a | ot of people because it's
institutionalised, it's nulti-generational as | nentioned
bef ore.

So, unless we're able to support and show peopl e what
good health | ooks like, and in this case nental health,
well, they are living in the unknown and | think there is a
| ot of people that we are not touching sinply because of
t he unknown.

Q Is social isolation a barrier to hel p-seeking?

A | think, again, you' re hearing from people who are
isolated. W see in particular in our smaller comunities,
i ke Dunolly, that we have in the aged denographic often
wonen who becone isol ated because their spouse passes away.
There is no housing availability for them there is no
social network for them and they often end up in aged care
far too early or they end up at hone in a depressive state
and in a condition which, if they were in an optim sed
soci al support network, would be far enhanced.

Q Once they end up in aged care, are there further
challenges in treating people with nental health
difficulties?

A There is, and | haven't touched on that too nuch
because of the Royal Conm ssion into aged care obviously,
but certainly the challenges that we describe in terns of
accessing specialist support is again challenging, although
there are sone nodalities which are inproving in that

space.

Q What about the stignma that is associated both with
mental ill-health and with hel p-seeking for nental
ill-health?

A It's an interesting discussion because recently we've
done a massi ve body of work around wonen's health and we
utilised the expertise of the Health Issues Centre to
conduct a survey of wonen in our comunity to understand
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their health. Over 500 people responded to a survey, which
is an amazing return for a community of this size, and
stigma to their health and privacy of their health were two
of the very big concerns that they raised.

Because small communities, clearly everyone can know
and see each other, so it is a challenge and that certainly
prohi bits people fromaccessing tinmely and effective care.

Q Did this relate to wonen in particular?
A Vell, that did, yes.

Q Have you advocated the use of what's called, the
Orange Door Model to help overcone this issue?
A Vll, I'"ve witten it in there, yes.

Q You need to explain to us what it is.

A Vell, it's still in developnent but it is the program
bei ng devel oped to support people within famly viol ence
and donestic violence. So, the rationale is, the Orange
Door is a one entry point and you enter through the O ange
Door and you are then receiving of a wap-around service.

So it's still being devel oped, Maryborough needs one
because of the issues that we have. But if you think about
the stigma and the concerns of the community, the ability
to wal k through one door which is, you could be going there
for anything, but the reality is you walk in and the
service will wap-around, in this case the wonen, but of
course it needs to be a fully holistic nodel, The Orange
Door .

Q So you need both holistic and interconnected service
delivery and you need a presentation which doesn't say
mental heal t h?

A Correct.
Q Rat her, it says health nore generally?
A. Correct. And our thoughts are, we need a well ness

centre nodel which is all enconpassi ng whereby you coul d be
entering there for sone allied health support or you're
entering there for very detail ed counselling and support
for a significant issue and no-one will know.

Q Can | ask you about stigma and young people. Do you
have a nurse practitioner and a doctor at the public
secondary school each week?
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A Yes, we do, at the Maryborough Education Centre.

Q Do they particularly attend to nental health issues or
are they nore general ?
A The feedback has been that it's becom ng nore and nore

utilised for traditional teenage issues, but also certainly
mental health is becom ng nore apparent. Yesterday at our
roundtabl e the principal from MEC was able to descri be how
children will go the first tine for a cut toe, the second
time for sonething else, and the third time they'Il really
open up about their issues and a |ot of underlying issues
are associated with nental health. So, yeah, it's taken
tinme.

It's heavily under-resourced, | would say, for a
community like ours. There's no drop-in clinic in
Mar yborough for a teenage student to go to. So, we had to
| obby very hard to get the Doctors in School Program The
nurse practitioner as well has been a great support, but it
i s underwhel m ngly resourced for the need.

Q How is it funded?

A It's funded through the Departnent of Education and we
had to | obby through various channels to be able to utilise
that. W are the fundhol der; they pay us and then we pay
the program That works fine now, there's no problenms with
t hat process.

To be honest, we don't care where the noney cones
from we just want to have services on the ground and one
day a week's a start, but it is underwhel m ng.

Q When you say it's underwhelmng, if you had further
fundi ng, what sorts of services would actually neet the
need that's being seen in that clinic?

A | would say to you it's not only that clinic, there
are other schools in this conmunity right now with zero
service provision for a doctor and a nurse practitioner.
So, | think we need to consider how we encapsul ate ot her
school s and support those children just like we're doing at
MEC

Then of course there's the social support requirenents
and the need for accessible support services within the
community. Because, again, it's all very well to have a
nurse practitioner and doctor there who identifies a nental
heal th concern. That referral then needs that student,
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plus or mnus their parents if they know in sone instances,
to be able to get to an appointnent or to find access to
the ability to get to an appoi ntnent which again will often
nmean no appoi ntnent attended.

Q W' ve asked you about how things can be done better, |
think you' ve alluded to sone of those things already. Can
we have a | ook at your preferred nodel of primary care.

Can we have the Preferred Primary Care Mdel slide

di spl ayed, please. [MDH 0018.0001.0012] Conmm ssioners, do
you have this docunent?

M Wl ch, do you have the docunent?

A | do.

Q Excel lent. Can you please talk us through how your

preferred nodel for primary care works?

A Sure. | just want to put a clause on this that none
of us consider ourselves scholars in devel oping a system
and a nodel. This was a roundtable discussion with our

clinicians at the health service about what may or nay not
work for us. So, what we are saying here is that, we need
the ability to be able to refer to one central point. So
inthis case in a primary care scenario the GP is able to
do one referral which then enters a nental health intake
service, that is, the referral goes to an expert group or
an expert body who then determ nes the care requirenents
for that person through additional triage, through an
addi ti onal assessnent, a holistic assessnent, and then they
can allocate accordingly the care requirenents. So, rather
than a scenario of the general practitioner right now
trying to determ ne where to send sonebody w t hout any
know edge of the wait list, or is that specialist
appropriate, this expert group would be able to do a
holistic review and be able to refer appropriately.

The other key thing here is, it would take into
account care for the carers and the famlies which we hear
often is mssed, and it would al so nmake sure that the G
who is the primary caregiver is, if you like, kept in the
| oop, there's feedback back. This is the journey that
their patient's on, this is the step they're at, so at al
ti mes we woul d have knowl edge and sone | ens of the patient
who, w thout such a nodel, devel oped however it woul d be,
is currently |ost.

Q s visibility across the whol e spectrum of care and
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coordi nation, are they two of the features of your nodel ?
A Absol utely. Coordination to us is paranount. |
mentioned before and | don't say it flippantly, that hand
hol ding, to be able to help patients or their famlies and
their carers and the patients navigate the systemis
critically inportant.

Q In this context, what would you say about
transportation arrangenents and how t hey shoul d change?
A The eutopic world would be services in Maryborough, so

that would be a very selfish approach, to say everything
shoul d be here at our fingertips. But there's areality.

| think there are two answers to that: priority nust be
given to rural areas that have evidence of high stress and
hi gh need, and we're clearly one of those, so there's ny

| obby. The second point is that transportation could be
facilitated by a nunber of neans, and also the fact that we
are conpletely under-utilising telehealth. W are
under-utilising telehealth still and | think the fact that
it is always often in the car to sonewhere for an
appoi nt nent, when there nmust be in 2019 sone really good
nodel s avail able to reduce the barrier and the stress on
the famlies and the patients fromtravel.

Q Can you el aborate, please, on the under-utilisation of
telehealth: firstly, what potential does telehealth hold -
we'll get to the barriers shortly - but what potential do
you think it holds for this community?

A My belief is that it brings services that currently
are not available and in reality will never be avail able.
Because recruitment of specialists to smaller conmunities,
as we know, is very difficult, but access to specialists is
very easy via tel ehealth.

It's been discussed for decades, telehealth, but a
systemthat was well coordinated and set up and structured
could easily bring services and systemresponse |locally
that currently we don't have and sone | don't think we'll
ever have.

Q What woul d be the practical nmeasures you would need to
i npl enent to have telehealth well set up, observing at the
nonent that you use a video which you wheel into a room at
the Urgent Care Centre for triage?

A So, sone of it is appropriate equipnent in an

i nappropriate setting. For exanple, | firmy believe that
the roons that we have available for the care of the
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nmentally unwell in our Ugent Care Centres should be

equi pped with fixed cameras and fixed tel eheal th equi prment,
safely away, that can assist with a really pronpt triage
and response fromour - whichever service we're accessing.

The current scenario, we have to wheel a cart into a
sonetimes hostile environnent if we can - has all the
barriers that you can appreciate. So, sone of this is
sinmpl e equi prent and set up, and then of course the biggest
challenge with telehealth is that co-ordination and
adm ni stration, to nake sure that there is soneone on the
other end, that it works properly, and all those
chall enges. But | don't see one barrier that can't be
overconme with tel ehealth.

Q That's very encouraging, | should say. You' ve also
tal ked about the inportance of a | ack of accessible social
housing. Can you say a little bit nore about that?

A Yeah, | can, and I'mgoing to use the Dunolly exanpl e
if I my. W've been working very closely with the
hospital axillary out at Dunolly, and they've done an
enornous report into the comunity and the state of the
community froma housing point of view, and the reality is
that smaller communities - there is no equity. To buy into
sonething is very difficult because equity in housing' s
very low. The fact that there is none is an issue.

The housing scenario out at Dunolly, as | nentioned
before, you nmay be in your unit, you may be on a farm you
may be at risk, there is no public housing available or, if
there is, it is oversubscribed in comunities |ike ours.
So, | think social housing and supported arrangenents that
are available in sone of the bigger regional centres and
they are absolutely brilliant facilities; in smaller
conmmunities, clearly in smaller nodels will bring that
soci al connectedness, will bring that social support, and
rel evant care that's needed for those people, and it wll
certainly stop the deterioration of health which | believe
occurs.

Q Thank you. Finally, in your statement you have sai d:

"W don't need our own nental health
service workers. Wat we need is access to
a systemas efficient and as effective as

t he system descri bed for nedical and ot her
patients."”
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You' ve addressed that at sone length. |Is there
anything el se you d like to say about that?
A What | would say is, | think the system has done a
terrific job for nedical patients, for surgical patients,
overall, for nedical patients, surgical patients, obstetric
energenci es, paedi atric neonatal energencies, and | think
it's time for us to really be able to drill into the

chal | enges, and I'mnot the person to be able to explain
all the challenges of the nental health system but we nust
be able to set up a way whereby the fail-safe is not
sonmeone sitting in our Ugent Care Centre. The fail-safe
nmust be, there is no wong door.

So, we can send soneone to Ballarat today with a
nmedi cal issue and they may have nothing wong with them
So, we m ght send them across concerned they've got chest
pain and we're thinking there's sonmething really wong with
this person. Naturally they go across, they have all their
assessnment. If there's nothing wong with themthey cone
honme, and there's no criticismof that system that is
fail-safe.

The current nental health nodel of people sitting in
our Urgent Care Centres is just exposing such great risk,
and | would hate to be a famly nmenber or a patient in the
scenari o which we have here of the roomwth white walls.
So, | think we need to be able to work through a system
t hat responds qui cker and accept that some people will be
transferred who didn't need to be transferred, but it's
safer and it's a better outcone. W do it with all other
el enents of health and I think it's time to do it for
nment al heal t h.

M5 NI CHOLS: Thank you, M Welch. Chair, do the
Conmi ssi oners have any questions?

CHAI R Pr of essor Fel s.
COW SSI ONER FELS: Q | would be interested to see the

housi ng study that you nentioned, if you are able to get
that to us?

A. | can get you a copy, Yyes.

CHAI R |'ve got one other thing, M Welch. You talked

about the fact of that delay in having people in your

enmergency centre and awaiting transfer. | guess |I'mtrying
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t o understand, how nuch of their presenting issues are
exacerbated by that? You did talk about the need to cal

in police which you ve said is not the option you prefer in
t he instance.

Is the length of tinme that's waiting, and | think you
descri be many hours that people will wait in acute nenta
health crisis before being transferred, increased the
i ssues and risks that you' ve identified?

A | have absolutely no doubt it does. There is no
guestion, if you |look at the environnment that people are
placed in, if you ook at the - and I'm sure patients w |l
descri be the sense of what is happening in an Urgent Care
Centre - they can be a very busy facility and soneone's in
there with a nental health concern who needs care and
attention and we have two nursing staff on, no security
available to sit with themand support them often |eads to
escal ation and often frustration for those patients and
fam i es.

Q Do you have any sense of how often people are then
transferred when they need a transfer by anbul ance or
alternatively in a divi van, the percentage of the tines
t hat occurs?

A No, | don't know.

Q There m ght be sone data that woul d be hel pful ?
A Certainly, | agree and | can provide that.

M5 NI CHOLS: May M Wl ch be excused.

CHAI R Thank you very much, M Welch, for your evidence
t oday.

M5 NI CHOLS: The next witness is M A Gbb.
<ALASTAI R GABB, affirned and exam ned: [ 10. 54an

M5 BATTEN: Q A, we'll just get you to sit so the
m crophone's alright and you can speak into the nicrophone.
A | s that good?

Q Thank you very nuch. Have you, with the assistance of
t he Royal Conm ssion team nade a statenent to the Royal
Conmi ssion, a wtness statenment?

A Yes, | have.
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Q | tender that statenment. [WT.0001.0001.0001] A, you
grew up in country Victoria in Skipton?

A That's correct.

Q Whi ch is about 45 m nutes west of Ballarat?

A That's correct, an hour south of here.

Q Duri ng school you experienced sone bullying?

A Yes, through both ny primary and secondary.

Q You feel that had a lasting influence on you as a
person?

A | have no doubt that has had an influence on ny life

t oday.

Q I f we nove to your 20s and early 30s, can you describe

how your life was during that period.

A So, ny 20s and early 30s, | spent nuch of ny 20s
working in the ski industry as well as getting a trade and
sonme university in there. | travelled the world, life was
pretty good, living the dreamso to speak. Saw |ots of
Australia and lots of different countries around the world,
and | didn't have too many worries, so | thought. Now |I'm
alittle lost.

Q So you were overseas at that tinme and then it got to a
poi nt where you deci ded you needed to cone hone and so siX
or seven years ago you deci ded you needed to nove back to
the country farnf

A Yeah, that's correct. 1In ny late 20s | decided to
study some agri busi ness degree, and then in ny early 30s,
si X or seven years ago, | came hone to the famly farm

which I"'mfifth generation on through ny nother's side, and
decided to nake a go of farm ng and reinstate the business
t hat had been | eased out for a nunmber of years.

Q And you said that that's when your problens first
started. So about that time, six or seven years ago, can
you tell us sone of the factors that were happening in your
life that contributed to the probl ens?

A Wien | cane hone | decided there was a farm down the
road that was for sale and | decided it would be a good
idea to purchase that farm And, unbeknownst to ne, |

al l egedly sprayed out sone native grasses and received
quite a threatening letter in the mail fromone of the
Federal Departnents under the EPBC Act, and conbining that
with a relationship breakdown at the tine, it sort of
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unravel led me as a person, the stressors of allegations
against me. M life | guess wasn't com ng together I|ike

t hought and it unravelled a lot of issues that | hadn't
tackled as a person early on in ny |ife and probably needed
to have.

Q You said that you had sone behavioural issues and al so
you becane a bit of a recluse fromyour famly and friends;
is that right?

A That's correct.

Q So, being a farner, living alone on the farmin one of
t he houses, and it would be not uncommon for ne to not see
anybody for weeks and sonetinmes nore than that at a tine,

ot her than going to the supermarket and doing daily chores,
you know, the likes thereof. So, | started to recluse as a
person. Naturally, | sit sonewhere between an extrovert
and an introvert so dependi ng on which day of the week it
is.

| did becone reclusive, | stopped talking to ny
friends, stopped talking to ny famly who - num and dad
only live literally 100 netres away and woul d shut
everybody out and that really nade nme spiral downhill as a
person. It made ny existence - the walls started to cave
in around ne and | was making it worse for nyself with ny
behavi oural patterns, and that was a result of obviously a
nmental health condition which | refused to acknow edge at
the tine.

Q But you did go and see a GP?
A That is correct, yes.

Q Did the GP help you?

A. The GP did help nme. This is sort of a very long story
of GPs, psychol ogi sts, psychiatrists, nmental health care

pl ans through the public system seeing private
psychol ogi st s.

Q W will come to those parts of the story, but with the
GP, the GP put you on sone nedication and you said it took
four to six weeks to have any effect and that was a | ong
period for you?

A That is right. So, from ny understandi ng nost
psychol ogi cal nedications are sort of a four to six week

i ntroduction to your body. So, by the tinme you' re at

week 6 it's nmeant to be there and, if it doesn't work,
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well, you've got that tine, that lagging time, then you've
got to get off it and try the next thing.

|"ve been on a few nmedications, all of which except
for one was a failure for nyself but | have and still do
every day take a drug called lithium

Q The GP put you on a nmental health plan and that

all oned you to have 10 sessions with a psychologist. 1In
your view was that enough, the 10 sessions?

A So, the time | was put on that nental health care plan
| was in crisis. | had had attenpts at ny own life, three

of which, and that extended pre and post seeing this GP
over a period of tinme. Sorry, can you repeat the question?

Q W were tal king about whether the 10 sessions with the
psychol ogi st was enough and you're saying you're in crisis,
so is 10 sessions enough for soneone who's in crisis?

A So, for nme it was not enough. | used up those 10
sessions rapidly, it my have been 10 weeks, it may have
been shorter, it may have been |onger, | cannot give you a
hard ti nmefrane.

When you're in crisis as a person and your life is in
t he bal ance, 10 sessions does not fix everything, it
doesn't seven start to fix. It gets the ball rolling, yes.
| rapidly adapted to the fact that | had some nental health
i ssues and acknow edged it really quickly but, had | not
acknow edged it, those 10 sessions would be just |ost tinmeg,
you know, a bit of a lost target, | guess.

| amof the belief, and | do stand to be corrected if
sonmebody el se in the roomknows better, but | think once
you' ve used those 10 sessions, you have to wait maybe
anot her 12 nonths or until the 12 nonths rolls. | do stand
to be corrected on that; that is ny belief.

Q That's ny understanding as well, that it's the next 12
nont hs.

A So, 12 nonths is a long tine when it comes to

anyt hing, especially your nmental health, soneone's nental
heal t h.

Q You' ve said that you went and saw t he psychol ogi st but
then you were able to access a private psychiatrist in

Mel bourne. Can you tell us about, first, the experience
with the private psychiatrist?
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A That's correct. So, ny father, he knew of a guy in
Mel bour ne who had hel ped other famly nenbers, and dad
reconmended | go down and see this guy. He was great, you
know, he called a spade a spade and he really hel ped ne.
The problem was, he was in Chapel Street and | was in

Ski pton, and by the tine | got down to Chapel Street and go
and see himfor an hour, and then get all the way back to
the farm that's a day gone for ne.

Q Wy did it take a day? How did it take a day?

A Vll, I"'mtwo hours drive from Mel bourne, and then
it's - driving in Mel bourne can be tricky, as | suggest a
few people are aware, so | chose to take the train and the
train station | get off at is South Yarra and it's spot on
right there. By the tine | see himit was the best day of
a day gone, a day out of ny work week, and a day out of
running the farm and | have responsibilities at the farm
for animals and the likes thereof. So, it nade it tricky
as well as economcally tough.

He didn't cone cheaply and | have no issues with that,
but I'mvery lucky that | had the financial capacity nyself
and through help fromnmy famly to use external help
outsi de of the public system and I'mvery fortunate for
that and I'mvery aware that a | ot of people don't have
that ability and that would be sonething that's quite dear
tonme, is totry. Everybody should have access to the best
hel p.

Q Even with that access and the financial neans, is it
correct that you stopped going to himbecause it just
wasn't practical with your commtnents on the farmand the
travel tine.

A That is correct.

Q So you didn't continue seeing the private
psychiatrist?

A No. The time out of my week - weeks - was starting to

add up to too much for ne.

Q So you st opped seeing hinf
A That is correct, yes.

Q You touched on this before, but in your statenent you
sai d:

"I was living by nyself and coul d sonetines
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go a nonth wi thout speaking to soneone

ot her than ny parents or the person at the
checkout at the supermarket. In ny
experience farmers work too hard and can be
socially isol ated because of the demandi ng
nature of the work."

Can you just expand on that and just tell us a bit
more about the nature of the work and the social isolation,

pl ease?
A So, as a farner, where | farmin Skipton, which is
45 m nutes west of Ballarat, | would not consider it

isolated in the schene of Victoria or Australia as a whole,
but conpared to people that have access to cities, whether
it be Ballarat, Bendigo, Ml bourne, it is.

So, as a farmer, and a young farner, the demands of
running a farmare significant: you are responsible for
livestock, you're responsible for your business, you're
responsi ble for - you know, you're the accountant, you're
everything. So, the hours worked can really quite stretch
right out, and especially in seasonal tines.

At harvest tinme it is not uncommon to be living on
three, four hours a night's sleep and for days if not weeks
on end just to get the job done because we have t hat
wi ndow; and, nost farmers acknow edge that and nost farners
have those wi ndows in their businesses.

But it's when you start to get reclusive as | was and
not be social with ny friends and famly is when it
started, this is one of the issues | see.

Q You referred before about attenpts on your life.
A Yes.

Q Wthout detailing what you did, can you tell us about
t hat experience and particularly the paranedic who was

i nvol ved?

A So, out of the attenpts on ny life, one | ended up in
hospital with a trip in an anbul ance. So, ny honetown's
Ski pton and Ski pton has an anbul ance which i s not manned by
a paranmedic but it is volunteer-run, and I don't know the
proper word for those people who do it, it's sonewhere

bet ween a paranedi ¢ and a vol unt eer.

Q That' s okay.
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A | nmet the anmbul ance at a mmjor intersection not far
fromhome with the help of ny brother, and unbeknownst to
me, because | wasn't quite in the state to renenber, but
t he anbul ance vol unteer that day was a |ocal farmer who I
know really, really well, and | know he works on the
anmbul ance servi ce.

So, for himto have to pick ne up, you know, in ny
state, he was just doing what he does. He does it for
everybody, but you know, there was al so anot her nei ghbour
who's a great friend of ny famly's, and a friend of mne
as well all there helping nme get in the anbul ance. So, on
the side of the road, just the side of the country road.
It's those things that rural communities have that can be
tough on others as well.

Because, you know, for the guy in the anbul ance, we
know each other really well, he's not much ol der than ne,
we' ve grown up together, farned al nost side-by-side, so
that has an effect on himto see that. So, the flowon
effects in those rural communities are greater than what
people, | guess, see fromthe outside. That's just a snal
exanpl e, | guess.

Q You' ve al so said though that the conmunity provides a
| ot of support.
A Absol utely.

Q Can you tell us about that side of it as well?

A Yes. | can give you a few exanples of that. 1've had
comments nmade to ne by nenbers of the community who you
woul d | east suspect. You know, they've cone up to ne and
said, "Good on you, A" because |'ve been quite vocal in ny
canpai gning for nmental health.

| " ve had one person cone up to nme and openly said that
he'd had simlar thoughts hinself, and yet, ne being vocal
had given himthe courage to talk to his wife about it.
And this guy's not young, you know, he's ny parent's age.

There's al so other channels and people | talk to in
the community, ny close friends, who al so chanpi on for
nental health in their own ways, whether it be politically
or giving through their own tine into different areas: it's
been quite a good experience for that, | guess.

Q Just com ng back to your experience with the system
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you' ve al so had to go to the Energency Department a coupl e
of times.
A. Yes.

Q Can you tell us about the experience of going to the
Emer gency Departnent.

A Yes. Well, to the |G Hospital ?

Q M hnm

A | was very interested in what Terry was sayi ng before.
It was a horrible experience, to be honest with you,
because here I am I'mlike I amnow, you know, |'m

perfectly okay fromthe outside. And when you go to the
triage nurse, that's one way to get to enmergency really
quickly, is to say that you're suicidal. And you go in the
back and there's people in obvious distress for nedical
condi tions.

Q You mean physical medical conditions, is that what you
mean?

A Yes, you know, they m ght have broken their arm or
sonmet hing along those lines. And here | amsitting on the
bed sort of crying, but I"'malright, I'mnot dying; so that
made nme feel pretty bad of taking up their resources
because | wasn't right with ny nental health.

And they didn't really know what to do, so they asked
I Psych Services to come, which | believe was at
I Hospital and they sent one of their
counsellors, | believe - this is about 1 in the norning at
this stage - and he sat down and we went to a roomout the
back and we sort of chatted for a bit.

Then he made ne sign a piece of paper saying that I
woul d not attenpt self-harm and basically on that
di scharged ne and said, "Go and see your GP." So that was
a fairly nuddy picture, | guess, of how it happened but -
yeah.

Q You' ve al so had experience with the public psychiatric
services, and you've said, "It felt fairly stereotypical of
a public psychiatric hospital.” Wat do you nean by that,
what's a fairly stereotypical public psychiatric hospital
and what was your experience that confirmnmed that

st ereotype?

A Vell, | Psych Services, for those that know, is

the ol d | Hospital which is right on |
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Street, and by nature the building's old, it's got tall
ceilings, it's got concrete walls. You walk in and it's
al nrost Hol | ywood-ised, if you want to put it that way,
that's a really bad way of putting it.

Q You mght just have to explain a bit nore to us what
you nmean. | think I know but it would be helpful if you
expl ai n.

A You sort of expect soneone in a nobvie to cone out,

i ke one of those - anyway, we're getting a bit |ost.

So you walk in, there's big tall white ceilings,
there's not a |ot of decor that's warm ng, nakes you fee
okay, it's all very quite cold and sterile.

There's a waiting roomand | renenber very clearly in
the waiting room and it wasn't a very big waiting room
m ght have been half a dozen chairs, there was a | ady
there, and she was obviously in a very bad way and she had
her head between her knees and she could not - she was
rocki ng backwards and forwards and was obviously in dire
need of some help. Wen you conbine that with the tal
concrete corridors and very white fixtures, it's not a
wel comi ng environment, it's not a cal m ng, soothing
envi ronnent which, when you're in nmental health issues,
it's a good thing if it's cal mng and soot hi ng.

Q I n your statenment you' ve said:

"For nme it's all about saying, it is okay
to have been there."

Can you expand a bit nore on why you choose to speak
out about nental health?
A Well, it is okay to have nental health issues, and
sonmebody nentioned sone facts before and it's staggering
how many people are going to experience it in their
lifetinme. So, for me speaking out and openly tal king about
it - and I'Il talk about it to anybody that asks - it's
about helping. |If I can help one person, that's a w n,
that's all that matters to ne, is to give back

And, people helped nme, I'mgreat these days, | manage
nyself, but if | can help one person nmake a choice to go
and see their GP and get sone hel p; or even better, one
person preventing self-harm to ne that's a w n.
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And as a farner we are, as a young male farnmer, we are
one of the highest risk categories in the denographic for
self-harmand suicide and, to ne, | think to be seen to be
vocal and: one, telling nmy story, and two, trying to help
t he system progress through avenues |ike the Conm ssion,
think it's a great way of giving back to society.

M5 BATTEN: Thanks very nuch, Al. Commi ssioners, are there
any further questions for M Gabb?

CHAI R: Q Thank you very nuch, M Gabb, for your

evi dence today and for being so frank with us about your
experiences. | noticed in your wtness statenent you did
say of that experience when you were in | and | just
want to make sure | understand that. Wen you were in the
psychiatric ward, it was in the old part of the hospital,
and the things that you describe about it not being warm
and wel coming were in stark contrast to what you saw in the
new part of the hospital that was i medi ately next door.

So, how did that conparison, when you reflect upon
that, about the place of nental health in our health
system |eave you feeling?

A So, that's correct, | was tal king about the ol d |l
Hospital and directly right next to it is the nodernised
new part of it, and the nental health area is in the old
part.

It's intimdating when you're in there in a way,
because you're not thinking clearly yourself, so you know,
everybody's got their own version of it. But when you're
inthere it's not conforting and cal m ng, and the exanple
of the lady that was sitting right there nore or |ess, and
she was rocki ng backwards and forwards and obvi ously needed
alot of help. So, to be next to her. And | had no
problens with that but | have vivid imges in nmy head in
t hese stark environnents, is probably not the best.

Q The other issue | just wanted to touch on is the fact
that you tal ked quite graphically about the life on the
farmand the fact that you' ve got very intense periods.
think it was the point you nade about sonetinmes travelling
to Mel bourne ultinmately becanme too | ong away from your job.

You might have heard M Welch talk earlier about the
potential there is for telehealth. Do you think accessing
mental heal th support through new technol ogy woul d be

.15/ 07/ 2019 (10) 951 A GABB

Transcript produced by Epiq



O ~NO O WNPEF

sonmething that's inportant in the future or would have
hel ped you in those circunstances?

A ' massum ng you're neaning tel ehealth, as in iPad,
conput er screen-type scenari 0s?

Q Yes.

A For me personally, | |ove one-on-one, | |love to see
sonmebody next to ne: whether it's seeing ny GP or, you
know, if | was sitting here just doing this on a conputer
screen, it would be kind of a little bit weird.

| think it's definitely got nerit. There's sone
people that live far nore renote than I do, but I don't

think it's the silver bullet. 1 think, you can't go past
one-on-one contact as a human. W are social beings by
nature, and nentally ill people, and nyself in there,

having that contact is good, is a good thing. But |I'm not
saying that telehealth is bad either.

CHAI R Thank you very much, M Gabb, thank you for giving
your evi dence today.

M5 BATTEN: Thank you, Chair. My A please be excused.

CHAI R Has the witness statenent also been formally
pr oduced?

MS BATTEN: Yes, it has.
<THE W TNESS W THDREW

| understand there's a restricted publication
order for the next two witnesses. Wuld you |like to read
t hat out ?

CHAI R Yes, thank you very much. Pursuant to the

I nqui ries Act 2014, the Royal Conm ssion has nade an order
prohibiting the publication of the name or the identity of
any support worker who m ght have been inadvertently
mentioned in the oral evidence of the next two w tnesses,
Trevor Thomas and Christine Thonas.

| would like to remind all persons present, including
the nedia, that publication of the nane of any support
wor ker who m ght be nmentioned in the evidence of
M and Ms Thonas cannot be published. A copy of that
order has been placed on the door to the hearing room
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Thank you.
MS BATTEN: Qur next witness is M Trevor Thonms. | cal
M Thonms.
<TREVOR NCEL THOMAS, affirmed and exam ned: [ 11. 21am

M5 BATTEN: Q Thanks very much, Trevor. Have you, with
t he assistance of the | awers for the Royal Conm ssion,
prepared a witness statenment for the Conm ssion?

A Yes, | have.

Q | tender that statement. [WT. 0001. 0038. 0001]

THE CHAIR  Thank you.

M5 BATTEN: Q Trevor, you are 64 years old and you live
in the country with your wife, Christine?

A Yes, | do.

Q You' ve said in your statenent, |ooking back you've

probably had depression since you were about 18 or 19; is
that right?

A | have, yes.

Q In the 80s and 90s you said you really struggl ed
that's right?

A Yeah.

Q And you had a really difficult time where your mum got
cancer and died, your first marriage fell apart and your
dad di ed by suicide and al so your uncle died by suicide?

A (Wtness nods.)

Q Also in the late 1990s you had anot her uncle die by
sui ci de?
A Yes.

Q And that really knocked you about on top of what el se
you had to contend with.
A Yep.

Q And you continued to battle away with your nenta
health as you had a business col |l apse, and then peri ods
where you changed job and you were out of a job?

A. Correct.
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Q You' ve said that your experience with the nenta
health systemreally began in about 2013 when you net a
soci al worker who |l ed you to engage with the system Can
you tell the Comm ssioners what the social worker said that
made you first engage with the systemin 20137

A My job was shift work and I'd cone hone and the
support worker would be with ny wife, supporting her with
sonme stuff that was helping and | used to just sit there
and talk. One day she said to ne "You' re struggling a bit
| reckon", so she advised nme to go to the GP, which | did,
and set the ball rolling as far as getting help, yes.

Q So, you went to the G°. Did the GP put you on sone
ant i depressant s?

A The GP put ne on antidepressants and wat ched ne over
the next three weeks that he said that it would take for it
t o happen.

Q Thi s was about October 2013 when you saw t he GP?
A. Yes.

Q Did you try and get an appointnent with a
psychiatrist?

A Yes, we did, and it was going to be when he cane back
fromholidays, the first week of February |I think was the
appoi nt nent .

Q This is Cctober 2013, the first appoi ntnent you coul d
get was not until February 2014?
A Yeah.

Q How were you travelling at that tine?
A. Not good, not good.

Q You said that you had an Enpl oyee Assi stance Program
at your work, so did you try and use that instead?

A On work's - | was talking to them one day and they
said, why don't you try the EAP, which I did, and | spoke
to a fellow on that for about half an hour, told hi mwhat
was going on. Wthin a few hours we had a phone call and
coul d see a femal e psychol ogist, | don't know whether it
was that day or the next day, which | saw her two or three
times, yeah.

Q If we go forward a bit nore to Septenber 2014, at that
poi nt you had a | eadership role at work, but you said you
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weren't really travelling that well and you deci ded to hand
in your |eadership role.
A Yep.

Q At about that point you asked Chris, your wife, to
take you to hospital ?
A That's correct.

Q Can you tell us about that, what happened that you
wanted to go to the hospital ?

A Vel l, yeah, | just didn't wanna |live any nore.

al ways had pride in how - all ny work experience, |I'd
always had pride in. [I'd felt 1'd failed and | just didn't
wanna |live any nore. | asked her, | said, "I need to go"

and she took ne down because we have no - where we are
there's no - oh, we didn't even have a hospital then, it
had been washed away by the floods, so we had to go down to
the maj or one 30-o0dd kil onetres away.

Probably 6 o' clock at night we got there into
Emergency. Sat, and sat, and sat, and there was no-one
there to really deal with nme, with what | was saying. M
wi fe, when she gets up, will probably be able to speak nore
clearly on that; by this tinme | was just wanting sonething
t o happen.

Q And so, you sat and sat and sat, and eventually did
Chris | eave? She left you there?

A Chris got up. Wen they said, "Yes, you need

adm tting but we don't have a bed", and Chris being a
little bit feisty, got up and left me there. She said,

"“I"'mnot taking himhone" - her words were, "I'mnot taking
himhone to die" and | just - | didn't know what was
happening. | was scared then, | was.

Q So Chris left the hospital ?
A. Yes.

Q And did you get a bed?

A Eventually a lady - | think she was a visiting, mght
have been a psych nurse or sonething, was running around
backwards and forwards. She cane out and she said, "W
found you a bed in the psych ward."

Q And you were in the psych ward for about three or four
days?
A Three or four days. | didn't like it in there at all
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| was fortunate that | was just not far off turning 60, so
they allowed nme to go into the senior wing, which was a
l[ittle bit nore - | felt nore confortable in there.

Q What about it was nmaki ng you feel unconfortable?

A Just, there was people - young people in there that
were highly visibly mentally ill. Like, they were prancing
and | just wasn't used to that environment basically.

Q You nentioned you were al nost 60. You' ve said in your
statenent that you had in your head you wanted to nmake 60.
Wiy was getting to 60 so inportant for you?

A My two uncles, which were ny dad's brothers, and ny
dad, were all 58, 59 when they died, and | just had it in
my stupid brain that | wanted to beat that and get to - it
was i mportant to rme.

Q You' ve al so said, because of the history in your

fam ly of a nunber of people dying by suicide, that you're
worried that there's sonmething in your genetics?

A. Yep.

Q So, you were in the psychiatric ward for three or four
days, and then you went to a PARC?
A | went to PARC

Q What was it |ike at PARC?

A | liked PARC. It was, |like, self-contained, cook your
own real s and everything, which was just - yeah. But
everyone was caring, they'd cone and wal k around all day
and make stuff for ne to do. | think I rmade their vege
garden for themfor the spring and stuff like that. They'd
come fishing with you if you wanted to go down the river
fishing, which was only a kilonetre away. It was good,
just nice, relaxed - yeah.

Q What about the clinical treatnment, did you get access
to the --

A. | think I only saw a psychiatrist once at PARC. |
think by that time | was seeing ny psychol ogi st?

Q That ' s okay.

A My menory's not that - yeah.

Q That's okay, you're doing really well. D d you get

t he nedi cal support that you felt you needed?

A Vell, | had nmy pills and | was attending the - | was
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wal ki ng back up to the | Hospital once a week to attend
to that, and | had bl oods done a few tines and different
t hi ngs, yeah.

Q At PARC you've said that you started neditating?
A. Yes.

Q Can you tell us how neditating' s hel ped you?

A Meditating is - | say to people now, anyone that
enquires with nme - as far as |I'mconcerned neditating
probably in that period, where | wasn't getting a | ot of
help fromthe system | say to people, "Meditating has gone
areally long way to save ny life."

Q If we nove forward, there was a point at which you
wer e due back at work and you got sone forns that were
trying to ask you if you were well enough to go back to
work. Did those forns relate to what you were feeling?

A No. The forns turned up and ny doctor just woul dn't
fill themin because it was all about - | work in food
processing where we were lifting stuff and standing al

day, and all the forns were about, can | stand all day, can
| carry 20 kilograms, can | do this, can | push - nothing
to do with ny head at all, nothing, so they had to redesign
the forml think. That was the insurance conpany's form

Q And then you had anot her period where you were off
work and you had a bit of an episode in 2015 where you had
your nedi cation changed, you went and saw a psychiatri st.
Can you tell us about the inpact on changing the nedication
and how it nade you physically sick?

A That was, yeah, | ended up in our hospital for - our
new hospital - for a few days and | was sent down to a
psychiatrist in || BB who, when | got there | didn't
have an appointnment with him | had an appointnent with the
registrar | think it was at another venue. So, we went
round there, talked to him He put me on lithium On top
of what | was on he put me on lithium because | was having
ups and downs. To ne, the lithiumjust nmade ne sick in the
stomach nost of the time and I was on that - |'ve only just
gone off it in the last nonth.

Q I f we nove forward to February of this year, you
haven't been at work since February this year and you tried
to see a psychiatrist again and there was anot her
three-month wait; is that right?

A. Anot her three-nonth wait.
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Q But you have seen the psychiatrist through tel ehealth?
A Tel ehealth - ny GP said, if we can't get in quick
here, we will get you a telehealth. | think it was about a

week and | had an appoi ntnent, but then they'd

i nadvertently - someone had doubl e booked on the day so it
had to be put off until the next week. But | was there. |
went and had probably nearly an hour there. Once again,
of f one | ot of drugs, back on to a new |lot of drugs to try.

But, yeah, | had telehealth that was there. That was a
good experience for me, | could talk to him good.

Q It worked for you?

A Yeah, definitely worked for nme.

Q Just finally, Trevor, is there anything that you woul d
i ke to say about what you think should change in the

syst enf?

A Like Al, the 10 visits to the psychs. The
psychologist I"'mwith now, | can see that he's trying to

make themlast till the end of the year with ne. Wereas,
the way |'ve been in the | ast few weeks since this change
of drugs, | probably need to be, you know, using those 10

up fairly shortly. Just, ny whole deneanour - ny wife wll
tell you soon - ny whol e deneanour has changed since |I've
come off what | was on.

Li ke, the Emergency Departnent, when we went to
B ou sit there and it's like, this bl oke | ooks
alright. There's kids coughing and sick, and people
injured, and you seemto be, "We'Il get to himwhen we get
to him'; when, | was in serious trouble. Just, yeah, |
don't know whether it's the shortage of nmental health
professionals and aid, | don't know what it is. Not nuch
hel p.

Q One final thing you nentioned is that you got an NDI S
package of quite a |ot of nobney, $53,000, but there's no
services that you can access; is that right?

A Vell, there's stuff there for, like, spiritual, like
my neditation and all. They're little groups where | go
t hat, you know, there's no invoice - how do you cl ai n®
There's no invoices. |It's just, the people that organise
it rent a - one of thems an old church and then we've
noved around to another place. | go three tines a week,

and there's no paperwork to say that | paid me $10 donati on
to pay the norning's use on the building. And there's a
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ot of noney in there that | don't need. | was a bit
enbarrassed when they told nme how nmuch noney they'd given
me actually, it's - yeah

M5 BATTEN. Thank you very much, Trevor. Chair, are there
any further questions for Trevor?

CHAI R: Q | just have one. Thank you very much for
your evidence today. You talked in your statenent about
the fact that you' d said you thought you' d probably had
depression since the age of 18 to 19 but you didn't finally
reach out and get that help until you were 58, so a |ong
time in your adult life.

Can you think about what woul d have been hel pful and
what do you think this Royal Comm ssion could do to try and
assi st people such as yourself to seek help earlier in
t heir journey?

A Vell, | was brought up in a famly of bl okes who were
bl okes and didn't tal k about that sort of stuff, which has
been a big problemfor a long, long tinme. You know, had
di fferent people say, "Cone on, you gotta harden up."

W' ve changed GPs in the |ast few years because our
old original ones are slowy all retiring. The ones we're
with now!l think are a lot nore in tune to this. Instead
of just saying, take these pills and go hone, they'll get
you back every week and see how you are progressing, yeah

Q More responsive to you?

A More responsive, yeah, that part of it is. | think
it's like that, what do they call them first responders,
like when | get to the hospital in trouble, there's nothing
there to help, and you sit and sit, yeah. And | just
nearly freaked when ny wife wal ked out and left nme there,

j ust

Q | think we're going to hear from her about that too,
so thank you very much for your evidence today, M Thonas.

M5 BATTEN: Thank you, may Trevor be excused? | was
proposing to call M Christine Thomas and then have a break
after Ms Thomas's evi dence.

CHAI R Yes. Thank you, M Thonas.

<THE W TNESS W THDREW
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M5 BATTEN: Thank you. | now call Christine Thonas.
<CHRI STI NE MARGARET THOMAS, affirned and exam ned: [ 11. 38anj
M5 BATTEN: Q Thank you, Chris. Have you, with the

assi stance of the legal team prepared a w tness statenent
for this Royal Conm ssion?

A Yes, | have.

Q | tender that statement. [WT.0001.0037.0001] You're
Trevor's wfe?

A Yes.

Q We've just heard Trevor's story and we'd like to hear
it fromyour perspective. Can we start with the support
wor ker and what she told you and how to hel p Trevor?

A W had a fam |y support worker visiting honme and she'd
observed Trevor and said, "He's depressed, we need to get
himto a doctor.”™ And he went to the doctor, but over a

course of nonths, we're observing him and she said, "You
can't push himto go to hospital, we've got to wait
hopefully for himto make that decision. And, when you do,
this is what is gonna happen and this is what you need to
do. "

Q And what did she say was going to happen?
A She said, "You'll go to the Energency Departnent, and

you'll wait, and you'll wait, and you'll wait. Eventually
sonmeone w Il cone across, a psychiatric nurse, whatever,
and assess himand they'll say, "Yes, you are very
suicidal. Yes, we need to admt you. But we don't have a

bed, so go honme and cone back tonorrow. "

Q And, did you have to take Trevor to hospital ?
A | did.

Q And what happened when you got to hospital ?

A. Exactly as | was told: we got to the hospital, we
waited for a long tine in the public section, people comng
and going. Then they noved us into a small room and
eventual ly a psychiatric nurse cane across. She spoke with
Trevor, and nme, and he was highly suicidal at this tinme, he
really wanted to die; he knew how he was going to do it, he
just needed to get away fromne to do it.

And she said, "Yeah, he needs a bed, he's highly
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sui cidal, yep, he needs a bed. But we don't have a bed, so
t ake hi m hone and bring himback tonorrow." And | |ooked
at her and | said, "You have admtted a duty of care to
him |1'mleaving now', and | got up and | wal ked out of
that room and he'd been ny husband for 20-plus years,
we're pretty close. Nobody should ever, ever have to do
that to sonmeone they |ove, and he shouldn't have to have
that done to him And | wal ked out. But this worker told
me, "When you wal k out, don't |eave the carpark, because
they' re probably going to put himin a taxi and send him
hone. "

So |l hidin the bushes, | felt Iike a bit of a
pervert, but I'mhiding in the bushes in case. Then the
phone rings, "Oh, we've found hima bed. Could you bring
his clothes in please?"

Q So he got a bed in the hospital ?

A He got a bed in the hospital. Mnd you, by this stage
| think it was well after mdnight sone tinme. They took
himto the psychiatric hospital and | went hone.

Q After the hospital we've heard he had a tine in PARC
What was Trevor's experience in PARC |ike, from your

per spective?

A He was happier there, he found the psychiatric ward
di stressing, it was very busy and seeing a | ot of things
he'd never seen or had to deal wth.

PARC, there's units with a central kitchen, office,
table tennis room you know, sort of facility there, and
one bedroom you | ook after yourself. There are seriously
ill people there, we're tal king schizophrenia, bipolar, and

other issues. And I thought, well, this is good, he's
gonna be safe, because | felt | couldn't keep himsafe at
hone any nore. | thought, they' Il watch him he's gonna be
saf e.

Then | realised that, no, they' re not clinical nurses,
they're, like - what do you call them |1'm/lost for words?

Q Support wor kers?

A Support workers. Then | realised, it's not a | ocked
facility. He's probably a couple of Knms froma major
maj or truck route. He's a kilonetre fromthe river and
there's the nost nagnificent oak trees all around the

pl ace, perfect to hang yourself from So, I'min this
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dilemma, do | leave himhere? Do | take himhome? |'m
struggling to keep himsafe at hone. Wen he got up during
the night to go to toilet, I'm sneaking behind himto nmake
sure, yes, he's going to the toilet, he's not going out to
hang hinself in the shed, he hasn't found the spare keys
and gonna wap the car around a tree. Um it was hard.

Q So, did you feel like Trevor was getting the support
t hat he needed at the PARC?

A No, because it was: you had to fight for himto see a
psychiatrist. | was told that there' d be clinical nurses
down every day to give himnedication and talk with him
he'd see the psychiatrist every week. No. There was a
neeting - you know, there's neetings, the psychiatrist
cones in or the different workers will have a neeting.

| got a phone call about an hour before that neeting,
you know, "Have you been told there's a neeting that you
should be at?" "No." "You'd better get down here.” And
you just needed to know the system

Trevor and | have been really lucky, we had a support
wor ker prepared to put her job on the line by telling ne
stuff that | didn't know, | didn't know about the duty of
care. Then, when they were going to rel ease himfrom PARC,
and he wasn't even established on medi cation, he wasn't
well - not nuch better than when he went in - that |
learnt, if he's honeless they can't rel ease him

So then | had the pain and the angui sh again of
| ooking Trevor in the face after 20 years of marriage and
saying, "You can't cone honme. |[|'mgoing to change the
| ocks on the door. |I'msorry, you' re honel ess", and once
agai n wal ki ng out the door, but that was the only way |
coul d keep himgetting sone hel p.

And, if you didn't have sonebody in the system who
could say, hey, this is what's going to happen, and sure
enough, these things happen, Trevor woul d be dead today.
So, this person, | owe themhis life.

Q Moving forward fromthere, you tried to find a
psychiatrist for Trevor, and you said that you found it
difficult to get himthe help that he needs ?

A Yes, there was such a wait, even though he was in PARC
and in the hospital. To see the psychiatrist was just
incredibly hard. And then, if you wanted to be present or
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speak to the psychiatrist, that was inpossible nearly.
That took promi ses of nedia and legal, solicitors comng in
on the act on Trevor's behalf to get that help.

At one point when | did get to speak to the
psychiatrist, he didn't know how many suicides were in
Trevor's famly, he didn't know half the pressures Trevor
had been living on, because Trevor didn't tell himbecause
he was too busy wanting to die.

Q You' ve said since January this year you've not sought
help fromthe hospital in relation to the nental health of
Trevor?

A No.

Q O the nental health services. Wy haven't you sought
hel p from t hem agai n?

A | think | was so disillusioned |ast tinme: you know,

t hi ngs have not inproved, and | just didn't have the
strength or the fight, to fight wth a broken system and
this time it's been different and worse, his breakdown, and
| didn't think the system woul d keep hi msafe.

Q Finally, Chris, what in your view needs to change to
the nmental health systemto | ook after people Iike Trevor
properly?

A | think that, when soneone presents at an Emergency

Departnent, or at a GP, there should be a system - bang.
This person | ooks fine; they're not fine, they're nmentally
unwel I, highly unpredictable. A lot of the tine they're

i ncoherent and unabl e to speak, they need i medi ate
treatnment, and | think the carers need to be taken on
board. W all understand about confidentiality, but I
think in cases of nental illness that needs to be set aside
and listen to the carers, listen to the husband, w ves,

not hers, fathers, that know the patient.

| think we need nore psychiatrists. | think we need
nore trained nental health workers. And, probably one nore
thing, | have a question - I'mnot sure if soneone can

answer it - how many children's inpatient units do we have?
Mental health for anyone under 18, that is even nore scary
than nental health for adults. Once again, |I've |ived
experi ence.

M5 BATTEN: Thank you very much, Chris. Chair, are there
any further questions for Chris?
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CHAI R No. Thank you very nuch for, again, taking the
time to come and share with us those reflections and your
very hel pful suggestions for change. So, thank you very
much for your tinme.

M5 BATTEN. May M's Thomas pl ease be excused?
CHAI R: Yes, thank you.
<THE W TNESS W THDREW

M5 BATTEN: If nowis a convenient tinme, we'll have a
nor ni ng tea break.

CHAl R Yes.
SHORT ADJQURNVENT

M5 NI CHOLS: Chair, before | call the next w tness, may |
tender the statement of Terry Wlch that | omtted to
tender this norning?

CHAIR  Thank you. [WT.0002.0018. 0001]

M5 NI CHOLS: The next witness is Associ ate Professor Ravi
Bhat, | call himnow to give evidence.

<RAVI BHAT, affirned and exam ned: [ 12. 09pn]

M5 NI CHOLS: Q Associ ate Professor Bhat, are you the
Divisional dinical Drector of the Goul burn Valley Area
Mental Health Service?

A. Yes, | am

Q Are you an Associ ate Professor of Psychiatry in the
Department of Rural Health at the University of Ml bourne?
A Yes, that's right.

Q Have you prepared a statement which details your
experiences in relation to the nental health system and
answers the questions that the Royal Conm ssion has posed

to you?
A Yes, | have.
Q | tender that statenment. [WT.0002.0011.0001]

Dr Bhat, can | ask you firstly about the catchnent area
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served by the Goul burn Valley Area Mental Health Service.
You' ve described it in your witness statenent as possessing
geogr aphi cal and cultural diversity. Can you el aborate on
that, please?

A Sure. So, the catchnent area for Goul burn Valley Area
Mental Health Service covers about 19, 000

square kilonmetres, it stretches fromthe Miuirray in the
north down to Wallan, Kinglake and Ealen in the south, so

t he geographical diversity is both froma plains
perspective and the fact that there is considerable hilly
terrain, a big proportion of it which was affected by the
Bl ack Saturday bushfires in 2009.

And culturally also, it is extraordinarily diverse.
There are people fromall over the world settled in the
Goul burn Vval | ey.

Q Does Greater Shepparton have the hi ghest popul ati on of
Aboriginal and Torres Strait |slander peoples outside of
Met r opol i tan Mel bour ne?

A That's how | understand it, yes.

Q Does Murray, which is the area covered by the public
health care network, have 28 per cent of the total nunber
of Victoria's Aboriginal and Torres Strait Islander
popul ati on?

A | believe so, that's right.

Q WAs there a needs anal ysis perforned by the
Commonweal th in relation to this area in 2017 and 2018

whi ch showed, anong ot hers things, that Aboriginal and
Torres Strait |slander people experience Emergency
Departnent presentations for psychiatric illness at a rate
of 76 per cent higher than for non-Aborigi nal people?

A. | understand that's what the report showed.

Q In your area, are there a significant nunber of
resettled refugee groups, including fromlraq, Afghanistan,
t he Congo and the Sudan?

A That is right.

Q Does the catchnent area include considerabl e areas of
soci oeconom ¢ di sadvant age?
A That is right.

Q In the needs analysis that |1've just referred to, was
it shown that in the general popul ation across your
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catchnent area, there were 44 per cent nore people who were
regi stered nental health clients than there are in the
Victorian average?

A Yes, that's one way of putting it, yes.

Q Do you want to say anything el se about the
characteristics of your catchnent area?
A No, | think you' ve covered nost of the details.

Q Yes, alright. Can | ask you about the Goul burn Vall ey
Area Mental Health Service. D d it have an average of just
over 6,000 referrals each year cal cul ated over the past
five years?

A That is right.

Q Were nore than one-third of those categorised as
requiring an energency, high urgency, urgent or sem urgent
response?

A That is right.

Q Can | ask you about the different services that your
mental health service provides. |In relation to bed-based
services, what are they?

A The bed-based services are basically for adults and

ol der people. For adults, there is an inpatient unit that
has 15 beds. There is a prevention and recovery care
service, which is a step-up/step-down service, that has 10
units.

Q Wiile we're there, can | just ask you, does that in
practice function both as a step-up and step-down service?
A Yes, it does; nore so in the |ast few years, yes.

Q What ot her services do you have?
A. There is a 10 bed Specialist Rehabilitation Program
which is essentially a cormunity care unit.

Q Wiile you're there, | want to ask you about that one.
Is that one that's run in partnership with Wellways?

A That's right. So, both the PARC and the Speci ali st
Resi dential Rehab Program are run conjointly with Wllways.

Q The Specialist Residential Rehabilitation Program was
that the first of its kind in Victoria and Australia in
fact?

A Both were actually, PARC and Speci alist Residential
Rehab Program but Victoria has always had community care
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units, so CCUs. Elsewhere there are clinical CCUs, in the
sense that they' re manned by nedi cal heal th professionals.
Wher eas Speci ali st Residential Rehab Program was different
in the sense that it was developed in partnership with
Wl | ways, so there was a mx of clinical and non-clinica
staff.

Q What, in your assessnment, is the inportance of having
a mx of both of those kinds of staff?

A | think it depends on the phase of care that we
provide. 1In the end, it is vital that, for all of us, that

we live lives that are flourishing and that, you know, the
i dea of recovery, that we have a roof over our head, that
we | earn, that we work, that we are loved and so on, and to
achi eve those ends doesn't nean that you have to, you know,
have conpl ete synptonmatic rem ssion

| think what having a m x of clinical and non-clinical
staff does, is that, you get both perspectives: you get the
perspectives of a clinical staff nmenber that's focusing on
synpt omat ol ogy, distress and risk and so on and so forth,
and the treatnment of all those.

Whereas fromthe non-clinical staff, you are
essentially seeing the perspective of sonmeone who's
thinking that, here in this trajectory of life this person
who is suffering now has noved away for a |ot of reasons
and how to hel p that person conme back into that trajectory
that they wanted to live. | think these are very inportant
per spectives to have.

Q The Specialist Residential Rehabilitation Program has
been eval uated, has it not?
A That is right, yes.

Q What did that evaluation find?

A What the evaluation found was that, over nearly a
13-year period - | mght be mstaken on sone of the details
here - over a 13-year period of the people who engaged in
the program they had an average | ength of stay of about
215 days, and at entry there is an evaluation by which the
participants, as they are known, they set their goals as to
what they want to achieve while they're in the program
Their needs are al so assessed in a systematic manner, and
at the end of the program about 90 per cent, from nenory,
had gone into their own acconmodati on. About two-thirds of
peopl e had either gone into an educational programof their
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choi ce or gone into some sort of supported work program
and about half the participants had either devel oped or got
back into an intimate rel ati onship.

Q What's the level of acuity of the patients who enter
into the Specialist Residential Rehabilitation Progranf

A Most people are severely unwell; they tend to have one
of the foll ow ng diagnoses: they're suffering fromeither
schi zophreni a, bipolar disorder or very severe depressions
often, or sonetinmes very severe personality disorders.

Their level of disability is typically very high in being
abl e to manage every day affairs. About two-thirds, from
menory, had a conorbid al cohol and drugs problem so in
that sense these are people with the severe and conpl ex end
of psychiatric problens.

Q Can | ask you about community treatnent nore
generally. You say in your statenent that you, yourself,
treated people over long periods of time and up to

15 years.

A. Yep.

Q Can | ask you what's facilitated that and how
inmportant is it to have longevity of relationship between
the clinician and the patient?

A Look, | think it's extraordinarily inportant, and in
this particular case, as | said in ny statenent, | think
sonme of it is sinply because |'ve, for a variety of
reasons, ended up staying in one place. | nmean,

this October | would have worked in the sane place for
20 years.

But a lot of it is because of the fact that you
devel op trust with people, that the person |earns to trust
you, and you get then this privilege of getting to know
them over a long period of tinme, which | think, it's not
easy to build those relationships in the first few
assessnents, or maybe in an inpatient facility when people
are admtted; you can certainly devel op a therapeutic
rel ati onshi p.

But when you get to know people over a nuch | onger
period of tinme, you have a nmuch nore nuanced under st andi ng
of their lives and what's affecting them and this
rel ati onship then becones the bedrock on which di scussion
can be had about how to prevent future episodes of nenta
illnesses, or even if there is a relapse, howto mtigate
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that rel apse so that things don't get out of hand for the
per son.

Very inportantly | think to focus on what flourishing
m ght | ook for that person. Certainly, ny clinical work
nostly has been with ol der people and, you know, ol der
peopl e can flourish too and they get better and they get to
do things and that's quite inportant.

Q You' ve engaged in sone activities that you describe as
capacity building in your region?
A. Yes.

Q One of which is to have had the appoi nt nent of

Prof essor Ogden in addiction nedicine which, anong ot her
t hi ngs, has allowed you to accept trainees in this area.
Can you tal k about the inportance of adding that capacity
to what you do in this region?

A Sure. |'Il have to probably step back a little bit
before I introduce Ed into the discussion there. | think
one of the best things that we can do in regi onal nental
health services is to train locally in all disciplines.
Oten what happens is that there are significant, what |
may termas training steps, in getting people to train

| ocally and having such facilities avail able.

We have now successfully run a G aduate Mental Health
Nurse Programin Goul burn Valley Health for nore than a
decade, and much under that we have now run a training
programin specialist training in psychiatry.

Now, for regional services across Australia, for
specialist training in psychiatry, for exanple, that's ny,
| suppose, disciplinary area, is that often there's not
enough child psychiatry capacity, there's often not enough
what's known as consultation |iaison psychiatry, both of
which are ternmed as core requirenents of training by the
Royal Australia and New Zeal and Col | ege of Psychiatrists.
And that has taken considerable tine to build at GV Heal th,
whi ch then all owed us to beconme accredited by the RANZCP to
provi de training prograns.

In the RANZCP training, your trainees are required to
get sone addiction nedici ne experience or addiction
psychi atry experience, and that m ght be either through
seeing a finite nunber of people with those problens or it
may be through experiencing, you know, under supervision of
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sonmebody who specialises in addiction psychiatry or
addi ction nmedicine. Again, it's very uncommon to have that
type of dedicated experience.

So we were quite fortunate where GV Health decided to
enpl oy an addi ction specialist, and Professor Ed Ogden cane
that way and the next |ogical step seened to be, let's work
t oget her, devel op what we can, because the conorbid
presence of psychiatric illnesses and al cohol and substance
abuse problens is so comon that it's now al nost
nmeani ngl ess to talk of them separately and not give
trainees of tonmorrow, or the psychiatrists of tonorrow,
experience in that.

Q Can you say a little bit nmore just on that subject
about what system capacity is needed in order to have those
conorbidities addressed in a practical way?

A So Victoria since the de-institutionalisation has had
these two el enents of health provision separate: nental
health services and services for people affected by al cohol
and drug problens. It's not the case everywhere, it
certainly seens to be the case in nost parts of the western
worl d, and that may well have been the case back then. But
when you | ook at the proportion of people who, say, have

al cohol dependence, the nunber of people with psychiatric
di sorders is quite high; the nunber of people with
traumati c experiences is even higher.

Li kewi se, fromthe other side, if you | ook at people
who are primarily presenting with psychiatric problens,
dependi ng upon which setting you | ook at, the rates of
al cohol and drug problens can range from about two-thirds
to nearly three-fourths, or sometinmes even a bit nore than
t hat .

Al cohol and drugs, you could al nost say that in nmany
instances is a kind of self-treatnent of the distress that
a person finds thenselves in, and then it spirals out of
control and people end up having these conpl ex sets of
probl ens.

Q Can | ask you about a couple of other capacity
building projects. One is that you partnered with

Runbal ara Abori gi nal Co-operative to establish a spiritual
wel | being clinic. Briefly, what is that?

A So, alittle nore than a decade ago we had Runbal ar a
Abori gi nal Co-operative, which is the |l ocal health service,

.15/ 07/ 2019 (10) 970 R BHAT (Ms Ni chol s)

Transcript produced by Epiq



O ~NO O WNPEF

had a visiting psychiatrist cone there and he was pl anni ng
toretire, Dr Mchael Duke. And the Runbal ara Service
approached us saying, do we have any capacity, and we had a
nunber of overseas trained psychiatrists and the RANZCP
required that they obtain what's terned as indi genous
experi ence.

So we had a discussion, we said fine, we'll rotate
t hese psychiatrists on a three-nonthly basis to run a
clinic, and at the end of one year, because we had four
psychiatrists, very neatly for one year, we said that you
t hen deci de which psychiatrist you want, and that's how it
started, that we run a clinic and then we put in sone
addi ti onal senior psychiatric nurse tinme.

But over tine we have had to, because of resource
constraints, we have had to limt the frequency of
psychiatrist review, and we al so haven't been able to
expand it into child and adol escent psychiatry.

Q It's a spiritual wellbeing clinic: what does it
actually do and what services does it provide?
A It's very inmportant, | think, to provide a service

that's both culturally safe and culturally sensitive.
Taggi ng on nanes such as nmental health and all that, as

we' ve heard before, can be quite stigmatising, can be quite
difficult for people to even approach. So, in sone ways
the clinic is about nmental wellbeing. It is about the
connection that people feel to the land and i nproving their
wel | bei ng.

The psychiatrists in the clinic provide for
traditionally diagnostic assessnent and treatnent service.
The nurse provides a nuch nore broader approach than that.

Q | see. Do you have workers other than psychiatrists
and nurses in that clinic?
A Not fromthe GV Health side, no.

Q | see. You've also, since 2012, separately fromthat,
run a series of consultant psychiatric-led clinics into
general practitioners?

A Yeah.

Q Briefly, what is that service and why is it inportant?
A So, one of the things that we realised was that, often
when general practitioners referred people to us, that they
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were not necessarily seeking a transfer of care, so to
speak, they really wanted an opinion as to what the probl em
was and to get a sense whether they were on the right track
with the treatnent or not. So we decided that one approach
that we could do was to - and these are not people who
woul d be traditionally taken up by a state-funded nental
heal th service to provide care, because they m ght not
necessarily neet the conplexity and the risk that often
predi cates state-funded nental health services care.

So, we devel oped a series of clinics that would be
provided in the general practice, either face-to-face or
t hrough tel ehealth, and those set of clinics now sees
anywhere between 500 to 700 people a year.

Q What proportion of your area is that able to service?
A So, that accounts for - because all referrals are

di rected through our centralised triage, that accounts for
about 10 per cent of our referrals now So it's a

consi derable nunber. It has its limtations, even though
it's been evaluated and found to be well accepted by
general practitioners and patients, it has limtations in
the sense that it's purely a diagnostic assessnent servi ce,
and al so that, as the EBA changes the funding that we get
t hrough Medi care rei nbursenents, they no | onger neet how
much we pay the psychiatrist to work there.

Q So, its funding isn't secure?
A Its funding is very insecure, yes.
Q But, in your assessnent, is it an initiative that

provi des real assistance to GPs and therefore their
patients?

A. | think so, and the independent evaluation that the
Departnent of Rural Health and Gty of Mel bourne did showed
that that's the perception by the general practitioners and
patients who attended the clinic, yes.

Q Can | ask you now about the preval ence of nental
ill-health in rural communities, and | want to direct ny
guestions generally to rural communities.

A Sure.

Q Firstly, in interpreting preval ence data, do we have
to be mndful of term nology and definition? And, can you
say what we shoul d understand by the expression "rural"” in

connection with this data?
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A So, as you perhaps know, rurality has been variously
defined, and when we interpret studies we have to be both
m ndf ul about definitions of rurality as well as

definitions of nental illness and nental health probl ens.

So, if you go by the UN, United Nations definition,
it's any urban centre that's 20,000 people or nore, and of
course we have the Australian classifications as well which
classify through netropolitan, to inner regional and outer
regi onal and renote and so on

What studies fromoverseas showis that - again, it
al so depends on the nental illness - so we often talk in
terms of a serious or severe nmental illnesses, which are
often conditions such as schi zophreni a, bipolar disorder,
severe depressions and so on. Then we tal k about common
nmental disorders or high preval ence di sorders which include
m | d-t o- noder at e depressions, mld-to-noderate anxiety
di sorders and the IiKke.

The evi dence woul d suggest that severe nental
ill nesses are probably the same or may even be nore in
urban centres, perhaps even nore in netropolitan centres.

The hi gh preval ence disorders, the preval ence is nore
contentious, it depends upon the study and how it was done.
| suppose the general agreenent is probably there are no
significant differences between urban and rural. But
psychol ogi cal distress may well be higher in rural areas.

Q Can | ask you for sonme clarification there. The
studies you've referred to, we won't discuss the actual
studi es, but do you say they're applicable to Australia?
A | think they're nostly applicable, in the sense that,
once you nuance them and understand what they relate to,
think in that sense they're applicable. O course, there
are significant differences in population and so on.

Q O course, and what's a good working definition of
rural community for our purposes, do you think?

A | woul d probably go with the Australian
classifications.

Q Wi ch is?
A Which is, that goes fromrenoteness to netropolitan.

Q So, a rural comunity woul d be, what, under that
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classification?

A | can't tell you off the top of ny head what the
definition there is, but the UN definition certainly would
say that it's peopl e under 20, 000.

Q You say that both the nore severe and the so-called

hi gher preval ence di sorders are about the sane in rural and
netropolitan communities, but the |evel of psychol ogica
distress is thought to be higher in rural communities in
Australia?

A Maybe hi gher, vyes.

Q By psychol ogi cal distress, what do you nean?

A So, usually psychol ogical distress is nmeasured by
scal es that neasure synptons of anxiety or depression
there are a nunber of scales, call it K10 for exanple or
PHQ, and they don't necessarily lead to a diagnosis; they
are indicative that a person is distressed in some way in
their mind, and in those scales the rates appear to be

hi gher in studies done fromrural areas.

Q So regardl ess of diagnosis, there's an experience in
t he person of psychol ogi cal distress?
A That's right.

Q Do you say in your statenent that, |eaving to one side
| ocation by itself, factors such as soci oeconom c

di sadvantage are relevant contributors to the preval ence of
psychol ogi cal distress?

A. Yes.

Q One of the things you point out in your statenent is
that there can be particular barriers for particular groups
of people in rural locations in seeking help for nental

heal th i ssues, and is one group of those, young people from
ref ugee backgrounds?

A That is right, and we have done a study locally and we
found that to be the case.

Q Did you find that there was a real concern about those
young peopl e seeking assi stance, particularly for early
psychosis, and that the |onger the synptons went on
untreated, there was a correlation with nore conpl ex and
severe presentations |ater on?

A That is the understanding, yes.

Q What were the barriers to seeking help that you found
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in your study?

A So, in our study we specifically | ooked at young
peopl e fromrefugee backgrounds, and it nostly had to do
wi th perceptions of what constitutes a nmental ill ness,
stigma agai nst nental illnesses, especially severe nenta
i1l ness which was often colloquially termed as "goi ng
crazy" and so on. And |ack of accessible services for many
people fromtheir country of origin which quite
significantly influenced how they viewed the world as to
what access would be in, say, like in a country |ike
Australi a.

Q What conclusions did you draw about the steps that

m ght need to be taken to inprove that situation for young
peopl e fromrefugee backgrounds who need to seek help for
mental distress and illness?

A A few things, and one of the first things was to have
greater engagenent with the refugee community, with greater
opportunities for nmental health literacy, inproving nental
health literacy, and al so show ng what services are
available, so it's not just about tal king about them it's
actual ly taking people through the services to give thema
sense of what's avail abl e.

Q Can | ask you what you know about the rates of suicide
in rural comunities, as opposed to the netropolitan areas?
A So, suicide rates in Australia in rural comunities is
hi gher: anywhere from1.5 to 2.5 tines higher, if nmy nenory
serves ne right, and it increases, the rate of conpleted
suicide increases with the renoteness. Mst of the
increase is accounted by the fact that it's an increase in
suicide in nen as conpared to wonen.

Q And young nen in particular?

A. Young nmen but, as we have heard before, even nen in
the mddle - you know, from35 to 45, that's an age group
that is particularly at higher risk of suicide, and al so
ol der men, who are nuch ol der than that age group.

Q Can | ask you about the issues relating to access to
mental health services in rural communities. Wat
difference does rurality and renoteness make in accessing
services? Can | ask you firstly in relation to the tyranny
of distance?

A You know, it's a well quoted phrase, Geoffrey

Bl ai ney' s phrase of tyranny of distance. 1t's a huge
problem as we've heard before fromM Wl ch and comunity
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Wi tnesses earlier on, that people in rural areas face
multiple problens. There is little or no public transport
in some or many areas in Regional Victoria to access |ong
di st ances.

Then there is the problemthat, while car ownership is
generally pretty high in Australia, we know that as the car
ownership rates decrease with further renoteness, we al so
know that, especially given the fact that rural areas are
nore likely to have areas of relative soci oeconom c
di sadvant age, that you can expect nore poor people to be
[iving.

So, while sone people nay be able to own a car, they
mght find it extraordinarily difficult to actually
mai ntain a car, or even if they're able to maintain a car
just to pay for fuel to travel |ong distances then becones
extraordinarily difficult.

As we heard from M Gabb before, it takes a day by the
time you do things and go out to see sonebody, and you've
effectively lost one full working day for one appoi ntnment.
So, all these are very inportant barriers, |let alone other
i ssues such as nental health literacy and stigma and so on.

Q | was going to ask you about those two things
actually. W've heard a bit about that today al ready, and
in your experience, to what extent are these barriers to
hel p- seeki ng?

A It's mxed. As we heard before, rural comunities can
al so be sources of strength, they can al so be sources of
wher e peopl e can encourage each other to seek help, but the
very fact that | know a nunber of people in ny own
community can also nean that | amless likely to tal k about
the fact that | have a problem as to how | mght be

percei ved by ot her people, so perceptions of stigmm,
perceptions and sonething that's known as self-stigma where
| stigmatise nyself for having a problem can be a nuch

bi gger problemin Rural Australi a.

St udi es have shown that nental health |iteracy per se
may not be that | ower as increasing by renoteness, but
stigma and self-stigma nmay play a very inportant role.

Q Can | ask you about the availability of services in
rural communities as opposed to non-rural comuniti es,
concentrating on the state-funded services.
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A. Yes.

Q In your assessnent, are there significant disparities
in the availability of services and, if so, what are they?
A There are huge disparities in the availability of

services. Wen we de-institutionalised in Victoria in the
m d- 90s, the character of services, the types of services

t hat were devel oped, and which | thought was
extraordinarily thoughtful comng in as an outsider back in
1999, is not sonmething that's necessarily ideally suited to
Regi onal Victori a.

One such service would be, for exanple, the Crisis
Assessnent and Treatnent teans. Now, they are supposed to
respond quickly in the community, not just energency-based,
but given the large distances, it nakes it al nost
i mpossi ble for CAT-1ike services to nove away from wherever
they' re based to beyond the 50 kilonetre areas and that is
a huge probl em

So, | think nost regional services have had sone
version of availability of Community Mental Health Teans;
these are often teans that work during working days; they
don't have a presence after hours, which neans that at
| east netropolitan services, even though we don't
necessarily offer 24/ 7 services, we have sone services
avai l able still over the weekend, and that is hugely
restricted in rural and regional areas.

Q So, apart fromthe availability of CAT or simlar
teans, and nore limted availability of Comrunity Ment al
Health Teans, are there other disparities, for exanple
acute inpatient beds; is the availability less in rural
areas?

A. | believe so, and | can certainly speak probably nore
inrelation to GV Health. According to a letter to the
editor published by Stephen Ellison and col | eagues, at the
nmonent Victoria has 22 beds per 100,000 popul ation. By
that count, in Goul burn Valley Health we shoul d be having
33 beds, this is including aged care beds.

Q And how many do you have?
A 20, so 15 adult and five beds for ol der adults.

than you think it should be?

Q Over what period of tinme has your bed count been |ess
A. For the better part of the |last decade, | would say,
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that it's been |ower, and as the denand for services has

i ncreased which has nmeant that there's considerable
pressure on admtting people and having a throughput,
getting people out, which then is made purely on the basis
of how risky a person is.

And al so, the geographical distances are such that
it's not possible, the way it mght be let's say if you
were in the netropolitan service, where people can access
ot her inpatient services.

Q Can you say a little bit nore about the throughput
pressure?

A So, the Victorian Mental Health Triage Scale, 1"l

start there, is based primarily on risk, which neans that,
if a person is especially presenting with a serious risk of
either harmto one's self or harmto others, then often the
first thing that we need to do is to try and provide an
envi ronnent where that risk can be mtigated, which neans
that you have to admit people, or at |east provide a safe
envi ronnent .

Sone of the netropolitan services, for exanple, have
psychiatric assessnent and planning units which are
attached to Energency Departnents where you could
potentially keep people for a shorter period of time, |ess
than 24-48 hours at |east, and then decide what you coul d
do next. So, with a very limted bed capacity, that's 15
adult beds in the face of demand and with no access to a
psychiatric assessnent and planning unit bed and ot her
sorts of facilities like that, which neans that you have to
make decisions quite rapidly as to how | ong you are going
to keep sonebody there, which | think is hugely problematic
in providing care.

Q | s one of the problens that people can be di scharged
before they' re ready to be di scharged?

A Yes, that may be the case.

Q There again, there are - it's not just about

di scharge, it's al so about providing care that's
appropriate to the type of condition that a person is
presenting with. So, what we have noticed is that often
people with nore severe nental illnesses, |ike

schi zophreni a, bipolar disorder and the |ike, the duration
of adm ssion rests on the tine it takes to start a

medi cation and the nmedication to start affecting them
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But a nunber of other people with very conpl ex
probl enms where there is a m x of al cohol and substance
probl ens and deliberate self-harmor suicide and ot her
depression and anxi ety synptons, it's not just about
inpatient care, it's also providing the care after
di schar ge

Q Are the demand pressures on the systemin your area
such that you can't always provide the | evel of care post
di scharge that you would |ike to provide?

A It's the type of care that | think is very inportant.
| think that, with how demand and services have evol ved,

t hi nk state-funded nental health services are reasonably
good at providing a good assessnent and managi ng the

i medi ate risks, but many people with conplex problens -
not the severe nental illnesses that | have tal ked about
earlier on - need psychot herapi es for ongoing treatnent and
often that capacity sinply doesn't exist.

Q What are the particular pressure points for demand in
your area?
A One of the pressure points is the capacity to provide

intensive followup across the entire catchnment area; not
just limted to, let's say the |ocal governnent area of
Great er Shepparton.

The ot her touch points are the fact that there are
[imtations in how many inpatient beds that we have.

Q Are there particular workforce issues in providing the
extent of care that you would |ike to provide?
A One of the things | think we all have to appreciate is

that the problens that nental health services face are
hugely anplified in rural areas. So, probably what |
should do in ternms of workplace is just to go back in tine
a bit and just provide that historical context, if | may.

Q Yes.

A So, | think we've heard over the tinme of this Royal
Conmi ssion that the systemis broken. The idea of being
broken inplies that it's not working the way it was

i nt ended, and when we | ook at how t he system was
established, it was really established for caring for
people in a de-institutionalised environnent. It was
really built for people who had been institutionalised, who
had been di scharged fromthere and who m ght have been
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institutionalised had those institutions continued to
exi st, and these are people with very severe nenta
il nesses.

In these institutions there were clear roles of not
just doctors and nurses but also for allied health staff
such as psychol ogi sts and occupati onal therapists and
soci al workers and the |ike.

And, while |I think de-institutionalisation was a
radical reformin many ways, and especially in the fact
that it brought into focus the fundanmental human rights of
people with nental illnesses, | think one of the effects
that it's had is that the focus becanme on providing what's
known as case managenent, which is nostly coordination of
care. This, in nmy opinion, left out a highly specific
di scipline skill set, such as psychol ogy and occupati ona
t herapy and so on, which has affected Victoria-wide in ny
view, but has affected rural services even nore.

So, froma workpl ace perspective, it's how we grow as
human beings: we go to universities in netropolitan areas,
we graduate, we fall in love, we start famlies, and the
pull to come back to rural areas is quite limted, which
means that the staffing levels required to attract people
to cone back into rural areas is, again, quite limted and
often regional nental health services don't have the sane
buffer that netropolitan services have, which neans that
you get one person |eaving the service that has a huge
i npact because you're already so tight - | have to use a
very technical term- the redundancies in the systemhardly
exi st .

Q Are there other ways, too, in which there is |ess
redundancy built into the systemin rural nmental health
services?

A Yeah, | think so, and | think the capacity for rura
training is quite inportant and, as many rural clinical
school s have shown, you can train nmedical students in rural
areas, you can show that people stay back and work in rural
areas. | think the same things can be done for nental
heal t h professional workforce as well.

In the | ast decade we have had about 49 graduate
nurses go through our program 41 stayed on the first year.
| think, if they hadn't stayed on, we woul d have col |l apsed
long ago. So, it is possible to do these things, it is
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possible to train psychiatrists. W have this year

enpl oyed a first psychiatrist who was al so a trainee at the
service. So, these things are possible, but they need a

| ot of attention, they need | ocalised capacity buil ding,

not sonmething that is distant and we can't al ways assune

t hat Metropolitan Mel bourne knows the best.

Q On that point can we segue slightly to the rol e that
you think technol ogy can usefully play in the delivery of
mental health services rurally, and can | particularly ask
you to address the issue of the need for a face-to-face,
human-t o- human contact and the extent to which you say

tel ehealth can assist in that?

A Sure. | don't think | can put it nore eloquently than
what M Gabb did earlier on. | don't see public transport
inmproving in Regional Victoria innm lifetine, so really
what we have to then do is try and address issues the best
way we can with the technol ogi cal capacity that we do

obvi ously have now, and in that sense | think telehealth is
extraordinarily inportant, as we have oursel ves shown that
it is possible to actually provide nuch better access,

t hough we are limted at the nonment by providing only

di agnosti c access.

| think that there has to be investnent made in
t echnol ogi cal infrastructure that connects the |arge
regi onal hospitals to these smaller rural hospitals. |It's
sonmething that we're trying to do in Goul burn Valley Health
now, whi ch means that what we could do is, as we've heard
before, we can not only | ook to provide urgent video
triaging but also video assessnments, but this then has to
be done with sonebody at both ends so that the person
let's say sitting in Seynour or Kilnmore is not al one, they
actual ly have sonebody that they know, that they're in the
process of assessnent, or at least they're there at the
start or towards the end, just to make sure that things
have gone wel | .

Q You m ght have been going to answer ny next question
which is, by way of exanple how woul d that work and what
kind of staff person would you have sitting with the person
who is receiving the assessnent by renote?

A Look, | think to sonme extent it would depend - again,
this is speculation on ny part, |I don't have any evi dence
to show that this works, because the only evidence we have
is froma non-energency situation, which is in a genera
practice clinic, and there what has worked really well is
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for the general practitioner to come in with the patient at
the start, to introduce the patient, to have that initial
di scussion, then | eave so that the psychiatrist and the
patient can have a discussion and deci de on where to go.

| think in at |least urgent situations it is stil
possible to replicate this, but that will require nuch
greater coll aboration between the | arge regional hospitals
and the smaller rural hospitals so that you have staff at
both ends and you can actually build capacity.

What we will need to perhaps do this is to layer this
wi th other nodels of capacity building, and one of the
nodel s that | have quoted in ny statenent is the so-called
Project Echo which started in the United States and it's
really focused on people with severe hepatitis and hepatic
failure in the context of hep Cinfections. That's now a
maj or nodel and Professor Ed Ogden has now i ntroduced t hat
to the nmental health service as well, so we have a
connection with St Vincent's Hospital and we participate in
t hi s nodel .

It's a highly structured way of |earning, and everyone
| earns, everyone teaches, and that's the notto of the
program So, if you layered a clinical service degree with
an educational nodel, you are rmuch nore likely to get
synergi es nmuch nore |likely for capacity building, for
fine-tuning the service so that at |east people then don't
have to travel all the way from say, Broadford or Wallan
to Shepparton, they could go to Kilnore or the nearest
smal l er rural hospital and have that |inkage.

It will take time but | do believe that the technol ogy
exi sts, the understandi ng of capacity buil ding exists that
can nmake it possible, yes.

Q W' ve asked you to reflect on the devel opnent of the
systemas it was in the 1990s and you referred to that a
bit earlier.

A Yes.

Q What is your opinion about the way the popul ation
needs have changed, and |I' m speaki ng now about Victoria
nore generally - - -

A | ndeed.
Q -- since de-institutionalisation in the 1990s.
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A As | said earlier, the systemthat we have today was
sonet hi ng that was designed for de-institutionalisation.

It was designed for effectively the care of people with
serious mental illnesses, and since 1994 a | ot has changed,
we have added nearly 2 mllion nore people in Victoria, so
t he popul ation itself has expanded consi derably.

What has al so changed is the types of problens that
people are presenting with. So, the structure of services
t hat was desi gned was desi gned keeping in mnd peopl e,
let's say sonebody suffering fromschizophrenia, and one
m ght reasonably expect that this person will have
difficulty in adjusting to a life, that they m ght have a
crisis and so on, so you had Crisis Assessnment Teans, you
had Case Managenent Teans, you had Mbil e Support Teans for
t hose who were very unwell and who were not taking their
medi cati ons and needed a | ot of support.

But in the two references that |'ve given of
presentations to energency departnents, what we have seen
is a conpete change in the type of presentations that
people come with. So, there is this extensive study,
Victoria-wi de study that | ooked at so-called paediatric
presentations, that is 0-19 years, as well as a study from
four Energency Departnents, three or four in Melbourne, and
both effectively showed that nmental health presentations
for nmental and behavioural disorders due to drug and
al cohol and so-called stress and anxi ety di sorders, al ong
wi th suicidal ideation and suicide attenpts, now account
for well nore than 50 per cent of all presentations.

Q What does that tell you about the needs that the
system has to now serve and how it should be different?

A. We know from work done outside of Australia that what
clinicians are telling us is not inaccurate. It takes
anywhere fromone to two and a half hours to do an
assessnent, a psychiatric assessnment in, let's say, the
Emer gency Departnent.

So, what this has done is that, when the rate of
presentation for these conplex nental health probl ens has
increased, a lot of effort goes into doing an assessnent,
docunenti ng the assessment and having a treatnent plan, or
at least the risk managenent plan

In this time the core nental health services, which
are the crisis teans and so on, the funding has not
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necessarily increased, both human and financial resources
haven't really increased. Wich neans that now they're
dividing their tine between the new demands and they, in ny
view, have less tinme available to do what they were
designed to do, and this then creates this difficulty in
provi di ng ongoing care to a whole | ot of people.

Q So, what is the gist of the [imtation you' re now

di scussing? |Is it the assessnent teans not havi ng adequate
time to do what they have to do or sonething different?

A It's both. So, we have services that have - what has
happened over tine is that - |I'l|l probably step back to
nuances a bit. | think my senior colleague, Dr Ruth Vine,
about a week ago showed this graph about the nunber of
reformitens and things that have happened. | think one of
the points | nake in the statenment is that there has been
no whol e-of -system revi ew whi ch has neant that, whenever

t here have been probl enms or whenever there have been ideas
whi ch may have been very good ideas at the tinme, they have
been picked up and addressed wi thout necessarily
under st andi ng t he whol e- of - system i npact .

Q Yes.

A So, when we say assessnent teans, now often in rura
areas, for exanple, assessnent teans are typically also
done by rosters, which neans that you have peopl e who do
their regular ongoing work, they're rostered into the
assessnment teans as well, and there are limtations in how
| ong peopl e can work and what safe working hours are and so
on. So, when people work and a lot of attention is paid to
assessnments, then often there is no workforce extra left
that could do other work as well, which is foll ow up of
peopl e and provi di ng ongoi ng care.

So | believe this has affected the services in this
way, that you have very finite tinme, it's being divided
into work that is much nore than what was antici pated at
the time of the institutionalisation, and the type of work
that was anticipated at the institutionalisation

Q Are you saying that at a system|evel there needs to
be a nore sophisticated understanding of the types of
demands on the system not just nunbers, but the types of
probl ens that people have and the way in which the parts of
t he system work together?

A That's it, you' ve put it better than | have, thank
you.
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Q No, |I don't think so, Dr Bhat. But, are you also
saying that, since de-institutionalisation, when particul ar
parts of the system have been exam ned, they've been

exam ned for inprovenent in a pieceneal way?

A. Yep.
Q And the consequences of that have been?
A The consequences | think have been twofold: oddly

enough and ironically enough, one has been a fragnmentation
of services which has neant there are snmaller services or

i ssues that have been funded for that address a particul ar
problem and I think, if you | ook at that problem al one,
many of those services do indeed do that.

The other thing ironically that's happened is, |oss of
speci alisation of what | would call an integration, |
suppose. So, many of the services that used to exist, for
exanpl e, Mobile Support Teans and so on, | amtold in
Met ropol i tan Mel bourne they no | onger exist because there's
been such pressure to get the work done, so to speak, that
servi ces have cut down what they have to offer

But what it does really is that it affects the people
who are the nost vul nerable, who don't necessarily have a
Voi ce.

Q One of the things you nmentioned earlier in your
evi dence today was the interaction between al cohol and
ot her drug problens and nental ill-health. You' ve said in

your statement that:

"Area nmental health service prograns were
wel | designed but the overall design didn't
adequately consider the needs of people
with both serious nental illness and

al cohol and drug use disorders. Decisive
action needs to be taken to cease the
separation of those two streans.”

What are the fundanental points about ceasing the

separation of those two streans? Wat needs to happen in
your Vi ew?
A At one level it's very sinple, these services need to
be brought together, and that of course is easier said than
done. There are conplexities in ternms of how services have
evolved, but | think that's the start, that's the
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di scussion that | feel we should be having: to say, these
two so-called separate problens are so intimately rel ated
that we need to | ook at how to bring them back. So,

don't really have an answer of how to do that, but I think
we shoul d be having those di scussions.

Q It should occur. You ve al so nade sone observations
about fundi ng.
A. Yes.

Q And you've said fairly directly that funding should be
activity-based. Wy is that?

A | think we have to nove sonewhere. As previous

wi t nesses have indicated over the |ast week or so, the
funding for nental health services was so-called input or

bl ock- based. Looking at the franework docunments from 1994,
it was very thoughtful for the tine and very thoughtfully
consi dered, and adjustments were nade for soci oeconomc

di sadvantage and rurality and so on.

But the fact remains that nental health services
continue to remain the so-called C nderella of services,
they don't get funded to the sane extent as acute nedica
health or health services are, and the problemw th bl ock
funding also is that it may not necessarily match activity,
whi ch increases over time, which is what has happened with
acute health services, that as activity has increased,
funding has at |east kept somewhat in step with the
increase in activity.

So, | think that it's vital, and al so what happens is
t hat bl ock funding services does not necessarily mean that
it's transparent over a long period of tinme. It would have
been very transparent at the start, but as tine progresses
it's no | onger transparent because things change.

So | think that it is vital to nove towards sonme sort
of an activity-based funding with some kind of | oading
but --

Q When you say "loading", is that what you nean by

| ocal e- based fundi ng?

A | ndeed, indeed. You know, we have to be i nforned,
just as the people who went through the
de-institutionalisation process had sonme i dea of soci al
econom ¢ di sadvantage. | think we need to do that.
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But ultimately, | would say this: that the systemwil|
devel op people by the netrics that it's been neasured
against. So, for exanple, if you re going to nmeasure
agai nst a systems cost efficiency, then you will get
peopl e, managers and whatnot, who will be highly devel oped
in their cost managenent skills. You evaluate a service on
the basis of processes and process indicators, you wll get
gquality and safety people who will devel op fromthat
per specti ve.

| think that, if we are to go with the spirit of the
Mental Health Act and where we are going with the Charter
of Human Rights and the function of this Conm ssion, and if
we're saying, no, what nmatters to us is outconmes as to what
peopl e becone: do they flourish in their lives? Do they
have a roof over their head? You know, are they working,
the kind of work they want to do? Do they have an intimate
relationship? |If these things matter, then we can't keep
on doing activity-based funding. Utimately we have to
say, hey, what matters to us is outcones of people, are
they living healthy |ives?

| think if they're going to get neasured with that
metric, you will also develop individuals within the system
who will not just count the noney, who will not just count
whet her the processes are being foll owed, they wll
actually see how many people are getting better, and are
t hey | eadi ng productive, flourishing |ives?
Q So, you would say, at least funding in nental health
shoul d be activity-based whether |oading for |ocale --
A Yes.

Q -- but real consideration needs to be given to noving
t owar ds out cone- based fundi ng?
A. Eventual |y, yes.

Q Can | finally ask you this: you have made an
i nteresting observation in your statenent that you:

"... doubt that any change will bring about
| asting inprovenents."

Which | think is a response to our question?
A Yep.

"... sinply due to our limted human
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capacity to apprehend conplexity and
predict the future, but we can shape the
future by ensuring that any change to the
systemis undertaken with a cl ear statenent
of expected outcones which has an end
date. "

And you' ve said that:

"W need to be agile in inplenmenting our
changes. "

Can you say what you nean by that?
A Look, I think we can think that we are in the mdst of
a Royal Comm ssion, that we've got all these people, we've
got so nmany subm ssions, we can easily fall into the trap
of thinking that we have all the answers. | think we
should not. | think that the future is inherently
uncertain. |It's not Iike a roulette machi ne where the odds
are known and we can predict what's going to happen, it's
i nherently uncertain.

So, | think that we should be careful about saying
things |ike [asting changes and so on. | think that we
shoul d design a systemfor the realities that we know
today, but | think that we should develop a systemthat is
reflective, that is adaptive, that is responsive, that is
dat a- i nf or ned.

We have an antiquated so-called patient adm nistration
systemin nmental health. W don't have a comon el ectronic
medi cal record for exanple. Now, they cone with a | ot of
probl ens, but, for exanple, in rural areas | think
el ectronic nedical records are critically inportant.

Now, if you have these things, and if you have a
systemthat does not wait for another two and a half
decades before havi ng anot her Comm ssi on, anot her review,
and that says that, let's say every five years or every
10 years, we are going to do a system check and we're going
to see what that reality |ooks Iike for that point in tine,
and then adjust systens so that it's not addressing one
problem it's actually - it may still address one probl em
but it says this is what the systemw de inpact is going to
be.

One net hodol ogy for doing that is what | have quoted
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in ny evidence, is this inplenmentation programcalled Agile
| mpl ement ati on, unsurprisingly devel oped by a geriatrician
who are nuch nore used to conplexity than people in other
parts of medicine - | shouldn't deride ny coll eagues, but
geriatricians are confortable with conplexity.

So I think systens shoul d be designed so that they're
capabl e of checking at regular points in tine. 1| think we
would fail in future if we didn't do that. | think that,
dependi ng upon what we do, we should account for it. So,
for exanple, it may be services for the conplex nmenta
heal th problens that people, we all suffer fromtoday, but
it can al so be about preventing.

One of the things that | have tal ked about in ny
statenent, is that, a |lot of the conplex problens have
their root in childhood, and we now have very good evi dence
t hat adverse chil dhood experiences that can range from
negl ect and bullying, to horrendous abuse, all lie at the
root of problens that we see in youth and nuch beyond that.
| think we al so need to devel op systens that | ook to
mtigate, because the evidence for mtigation in the
earliest years, that is, fromthe tinme of pregnancy to the
first five years, we have good evidence now to show that we
can nmake a difference.

So, | think it's designing based on the evidence we
have today. It's a systemthat | would say has scientific
tenperanent. By science, one doesn't have to nean that
it's all very cold; science neans that we are capabl e of
critically exam ning what we're doi ng and we nmake fundi ng
deci sions based on that. So, if sonething is not working
we shoul d al so have the courage in a future systemto say,
we will stop funding this, which we don't do these days,
and we rely on services to close sone of their prograns
based on fundi ng pressures.

So, | think we need an adaptive, responsive system
designed for current realities but will check on itself
over tine.

Q So, the adaptive responsive system needs to have an
inbuilt capacity for self-review across the entire system
on a regul ar basis?

A Exactly right, yes.

M5 NI CHOLS: Thank you, Dr Bhat. Comm ssioners, are there
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any questions?
CHAI R Prof essor MSherry.

COW SSI ONER Mc SHERRY: Q Dr Bhat, thank you very much
particularly for your statement with all the references in
it, we're working through all that. Can I take up that

| ast point about the clear statenment of expected outcones

i n changi ng the system which has an end date. What would
you envisage in ternms of an end date, you've spoken about a
self-review every 5 or 10 years, is that what you're

pi cturing?

A In a manner of speaking. | nean, what | nean is that,
if we are to go by, say, evidence-based services for which
we have evidence at the conplex |level, then we should be
abl e to specify what outconmes we are hoping to achi eve, and
we woul d al so have a sense to say how long it mght take to
actual ly achi eve those outcomes. And |I'm not saying that
out cones necessarily have to be achieved in a year, it

m ght take 5 years.

| think we should have a systemthat says that, if we
provide this service, then we expect these outcones of the
service providers, say in 5 years' tine, or maybe in
10 years' tinme. And, if those outcones are not achieved,
t hen we shoul d have the courage to say, maybe we were
wrong; maybe we were wong to think that worked and we
change our plans. That way, at |east we are proactive in
t hi nki ng about what we want rather than being reactive to
probl ens.

COW SSI ONER Mc SHERRY: Thank you very nuch

COW SSI ONER COCKRAM Q Thanks, Dr Bhat. You
mentioned it as you were comng to a close in your
statenent today, but in our consultations and in our

previ ous hearings, we've heard a | ot about the capacity of
rural systems to access Child and Adol escent Services and
Youth Services for young people in these conmunities.

Can you nake a coment about sone of the barriers and
what you think m ght be sone of the sol utions?
A | think barriers exist across the system to start
with, again trying to take a historical context, is that
Child and Adol escent Mental Health Services, they did not
receive the sane type of thoughtful planning that the adult
mental health services, or even the aged nental health
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services received at the tine of de-institutionalisation,
because | think there were no institutional reference
points for that, and sone of the reference points that did
come, came fromchild guidance clinics, and the CAVHS
services as they're called, they adopted a nodel of care
whi ch was suited to certain groups of people, and | think
in the first decade it becane quite clear that it actually
didn't hel p people, help kids who had the nost severe
needs, and |'mspecifically tal king about children in

out - of -honme care, which | think resulted historically in a
fragnmentati on of CAVHS servi ces.

So, as you m ght know as Conmi ssioners, that take two
was created really as a therapeutic armfor children in
out - of - hone care, and what that neant was that there was a
further depletion of CAVHS services. Now, again, as has
happened with other services, you take netropolitan
services, all those problens anplify in rural areas. So,
you have services that have depleted, now in nany services
there was sinply no capacity to provide adequate care.

The second barrier | think that has shaped CAMHS is
that, it's not easy to have child psychiatrists avail abl e
for rural CAMHS services, and this is not just about
Victoria, it's been a problemthroughout Australia, which
has neant that, w thout having an adequate nunber of child
psychiatrists it's not possible to develop a |ocal training
program and, if you don't have a | ocal training program
then you can't provide that nulti-tiered services that you
coul d provide.

The third big issue is that, the way it was desi gned
originally, that none of the rural and even ultimate
reporting services would have child and adol escent nenta
heal th beds. which again, there is a problemthere in the
sense that, you know, you can't have large inpatient units
because you nmay not have the capacity to even run them

But at the nonent the difficulty is that, say, for
exanple, if a 15-year-old presents to the Energency
Departnent of many rural services, they nay not be able to
be put into the nmetropolitan services that they link into
that night, which nmeans this 15-year-old kid has to now
spend time in an Emergency Departnent until a bed becones
avai l abl e, or even end up in the paediatric unit where
there is no dedicated capacity to manage the types of
problens that this 15-year-old m ght present with
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So, | think it's, across the spectrumall these
problens get anplified in rural services. Wat's then
happened is that, while in recent tines there has been sone
effort to inprove capacity through CAVHS and early action
in schools, for exanple, focusing on very young children in
t he school system it's not for the entire age group.

My col | eague, Dr Vi bhay Raykar, who used to be the
Clinical Director of our CAVHS, has recently conme back from
a sabbatical at Tulane University where they have the
Tul ane early chil dhood col | aborative program and a nunber
of other prograns. Now, what they have done to address
this problemis that, you see, by the time a 13-year-old or
a 15-year-old conmes with a severe enough problem as per
the Victorian nmental health triage scale, it's already too
late in many ways.

What t hey have done in Tulane is that, instead of
having this stepped care or tiered approach, they have
actual ly brought services together. So, you have the equal
end of CAMHS services, that's the child psychiatrist and
nmental health clinicians, actually sit in regularly with
paedi atricians and nental health nurse and child health
nurses, what they call as kerbside consultations: they
provi de support, they provide secondary consultations, they
actually see people so that you don't actually wait for a
triaging systemto pick themup; they pick up children
early and then they provide treatnent and care. So, |
think we need to rethink all these things so that we can
actual ly nmake a difference.

We have heard a little about this issue about the
i ntergenerational problenms as well. One of the other
t hings that the Tul ane col | aborative does really well is
that often, especially for children in out-of-honme care,
their parents may not know how to parent, or they
t hensel ves nmay not have had nodels of how to parent, and
t hey have sonething that sounds deceptively sinple, like
parenting prograns, and these seemto have a big effect as
well. These are the kind of mtigating factors | think
which - well, we have nodels that seemto work. The Tul ane
nodel has now been adapted in nany ways in at |east a
couple of sites in the UK for exanple, so we know that
these things are possible that can mtigate effects and
i mprove care.
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COW SSI ONER Mc SHERRY: Thank you.

CHAI R: Thank you, Dr Bhat, for your conprehensive

evi dence. There's just one issue | wanted to follow up a
bit on that. W've heard in the course of today's hearings
but also in other hearings and consultations we' ve done,
that sonetines people in Rural Victoria have this really
difficult choice: either stay in the community with the
supports around themof famly and friends in their own
home and especially for younger people, or transferred to
Mel bourne to get access to specialist treatnment and
support, and I think we also even heard this norning about
t he chal | enge.

So, even in a redesigned future, you can conceive that
there may well be people in Rural Victoria who will elect
to stay in their comunity, get help fromtheir |oca
services and their GPs, prefer for exanple to be in a
general paediatric ward or a general hospital rather than
transfer.

How do you think, in this redesigned system we can
provi de better support to those carers who consuners are
el ecting to have provide their ongoing care rather than
nove away or have to travel great distances to get that
support ?
A | don't have a sinple answer; | can't even think of an
answer, to be honest. But | think, if we devel op
capacities within the large regional hospitals in Rural
Victoria, and if we devel op capacity of very strong
| i nkages and rel ati onshi ps between | arge regional hospitals
and smaller rural hospitals, and if we capacity build at
each level, and if we use things such as telehealth as an
add-on capacity to this, | think that it is possible to
make a difference.

Now, | know that, while rural services have
hi storically faced considerable challenges in recruiting
psychiatrists, for exanple, to their services, | knowit is
possible to do that. | know it is possible to provide an
envi ronnent where people do want to come. | knowit is
possi ble to devel op a training program

But, to use a phrase, it's all on the edge of failure.
It needs one person to lead, it needs one thing to go wong
that it collapses. Just to give you one exanple in raising
capacity: so, Shepparton is honme to the Departnent of Rural
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Heal th of the University of Ml bourne, which nmeans that we
train nedical students there. Wen nedical students finish
their training they need to do an internship. Now, there

i s obviously sone capacity for an internship, both at GB
Heal th and at another programcalled the Murray to Ml vern
program So, we can get people there.

After that we can provide the full five-year training
in psychiatry at Shepparton but not other disciplines. Not
everyone wants to do psychiatry, so then the issue is that,
what do we do in terns of providing training opportunities
in regional areas so that people train there?

W know that if people train there the chances that
t hey stay back in those communities is nmuch higher, okay.
So, | think if we think about the system broadly and see,
this is the workforce that we need, | think we can get
peopl e there.

Si mul t aneously, if we build these |inkages between
health services and we provide opportunities for people to
do the type of work they would want to do; now, what | nean
by that is that when we had de-institutionalisation the
i dea was to have these so-called case manager | oads.

The thing with case managers was that they were not
necessarily there to provide therapeutic work, they were
there to nake sure that people got the work: the question
is, where fron? Because then you do not have nmany teans,
and in rural areas this was a particular problem that
don't necessarily have psychol ogists, there is no way of
attracting psychol ogy because of a whol e range of issues.

And so, if you created a system where you woul d have
capacity for people to do what they were trained to do and
you encourage that, again you' re providing incentives for
people to work, which is why | cone back to the idea that
what we shoul d be expecting frompeople is, these are the
outcomes we want fromyou and from your work; not whether
you've ticked off on all 100,000 processes, whether you've
done that or not. So, | think we have to have a system
enabl ers that all ow people to do the work that they're
trained for and we support them

Rural areas in particular have probl ens of

prof essional isolation as well, and again, technol ogy can
be provided. So, as | indicated in ny statenent, | am now
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back to being a student, | ama PhD candi date, and ny
supervisor is from Mel bourne and she had gone off overseas
and she supervised nme over an i Pad fromtens of thousands
of kilonetres away, so it's possible to do that.

So, we already have the enablers that reduce
prof essi onal isolation, but we need to think about al
t hese things, which nmeans that we will have to have a
col l ection of people who will think about all these things.
Sorry if I've wandered off.

CHAI R Thank you very much. Thank you.
M5 NI CHOLS: May Dr Bhat be excused, please.

CHAI R: Yes. Thank you very nuch for your evidence today,
Dr Bhat, and for your conprehensive w tness statenent.

<THE W TNESS W THDREW

M5 NI CHOLS: Chair, is it convenient now to break for
lunch until 2 o' cl ock?

CHAI R: Yes, thank you.
LUNCHEON ADJOURNVENT
UPON RESUM NG AFTER LUNCH

M5 NI CHOLS: Conmi ssioners, the next witness is Dr Alison
Kennedy, | call her now to give evidence.

<ALI SON KENNEDY, swor n: [ 2. 05pn]

M5 NI CHOLS: Q Dr Kennedy, are you a Research Fell ow at
Deakin University's Departnent of Health and al so at the
Nati onal Centre for Farnmer Health?

A So, it's actually the School of Health, School of
Medicine in the Faculty of Health at the National Centre
for Farmer Health.

Q Thank you. Did you earn your PhD fromthe University
of New England in 2016 studyi ng the inpact of bereavenent
follow ng suicidal accidental death on farmng famlies?
A. Yes.

Q Wth the assistance of the Comm ssion's | awers, have
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you prepared a witness statenment in relation to the
guestions on which we've asked for your opinion?
A Yes, | have.

Q | tender the statenment. [WT.0001. 0044. 0001]
CHAI R Thank you.

M5 NI CHOLS: Q Dr Kennedy, can | ask you firstly to
tell the Conm ssioners, what is the National Centre for
Far mer Heal t h?

A. So, the National Centre for Farner Health is a
partnershi p between Deakin University and the Western
District Health Service and our role is to support the
heal th, well being and safety of farners, farm workers,
farmng famlies and the farm ng conmunity.

Q What sorts of progranms does it deliver?

A So we do that through a conbination of research
service delivery and education and information provision
t hrough our Farner Health website.

Q Can | ask you about the preval ence of nental illness
in rural comunities as conpared to netropolitan areas.
Ceneral | y speaki ng, what can you say about that?

A So, the current evidence suggests that there isn't any
great difference between netropolitan and rural areas in
terns of diagnosed rates of nental illness.

Q I s there anything to suggest that, neverthel ess, there
are high | evel s of psychol ogi cal distress in rural
conmuni ti es?

A Yes. So, evidence would suggest that there are
particular things in rural and farm ng communities that may
contribute to | evel s of psychol ogi cal distress.

Q Is it also the case that there is a higher rate of
suicide in rural and farm ng popul ati ons as conpared with
met ropol i tan popul ati ons?

A Yes, that's true. Rural suicide rates are estinated
around about twi ce that of netropolitan areas. The

evi dence around farner suicide rates is a little bit
uncertain and vari abl e.

Q Is there anything sufficiently positive that you can

say about that?

A So, the evidence currently that we are relying on
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really comes from Queensland and it's the nbst recent

evi dence. So, that suggests that there's up to twi ce the
rate of suicide in farm ng popul ati ons conpared to the
general popul ation; however, that is very variable
according to different regions.

Q That data's from Queensl and and you've relied on that
because there's no Victorian data presently avail abl e?

A Correct. W are currently working with the Victorian
Coroners Court to help gain a better understandi ng of

farm ng-related suicide in Victoria.

Q Thank you. Can | ask you about what is known about
the risk factors for increased nental illness in rural
communities, starting with the lack of access to

appropri ate servi ces.

A. Yes. So, in rural conmmunities obviously there are

| ess services available and that's sort of across the board
when it cones to nental health: so, frompsychiatrists,
psychol ogi sts, GPs, nmental health nurses, all of those are
less in rural areas.

Where services are avail able, they' re not always
appropriate services. Particularly, there may be service
provi ders who don't have an understanding of work and life
within a rural farmng community, and that's often very
inmportant to build rapport with a client, is to have that
understandi ng of the situation that they're in, so when
that's not available, the services aren't always
appropriate for that individual.

Q Have you done any research on the neans by which
better understanding of farmng |ife can be gai ned by
health practitioners?

A. Can you repeat that question?

Q Yes. Does your research say anything about the neans
by which health practitioners can gain a better
understanding of farmng life and its relationship with
mental health factors?

A Yeah, definitely. So, one of the progranms that we
offer at the National Centre for Farmer Health is
agricultural health and medicine training, and that
actually is a nmeans by which we're able to provide health
practitioners with cultural conpetence and know edge of the
risk factors that people face in farm ng comunities when
it does cone to health, wellbeing and safety.
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Q To what extent has that program been rolled out across
Victoria or taken up in Victoria?

A So, | couldn't give you the exact nunbers, but the
education programis nowin its 10th year and there's a
couple of different units that we run as part of that
graduate certificate. So, there's an intake of around
about between sort of 15 and 25 peopl e per year in those
units.

Q | s that education programdirected to genera
practitioners or other clinicians as well?
A It's a range of health practitioners; so, a |ot of

nurses, allied health specialists, GPs, but also people
working in agriculture, so vets, agronom sts, those sorts
of people as well.

Q Are there what you call environnental and situationa
factors that present thenselves to people in farmng
communi ties that present risks for nental ill-health?

A Absol utely. So, there are | think a range of
situational factors. W know that rural comunities on the
whol e are shrinking, so there is | ess social contact.

Farns are getting larger, they're getting nore nechani sed
so there's less |labour in a farm ng business, which again
affects that social contact.

Exposure to environnmental extremes, so bushfires,
droughts, those kinds of things can have psychol ogi cal
di stress factors associated with them People noving away
fromthe rural conmmunity: so, not only do we think of
rel ati onship breakdowns as affecting psychol ogi cal
di stress, but when children, for exanple, nove away from
the farmfor work or education el sewhere, also that |ack of
connection can have a psychol ogi cal inpact as well.

Q There's a factor that you' ve referred to in your
statenent called "Acclimatisation to Ri sk", can you explain
what is neant by that?

A Yes, certainly. So, in farmng famlies, particularly
froma very young age people are exposed to risk-taking
behaviour. So, we see children hel ping out on the farm
bei ng i nvolved in machinery, livestock, riding notorbikes,
horses, so those sort of everyday factors in farm ng just
becone part of everyday farmng life. So, while they are
inevitably risky activities, people no |onger sort of see
themas risk-taking, it's just part of everyday life in
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farm ng worKk.

Q Those factors and others are risk factors for the

devel opnent of nental ill-health. How do they relate to
the rates of suicide in rural communities, if you can say?
A There's sonme theory around acclimtisation to

risk-taking as a precursor to suicide. So, it makes that
journey - once sonebody is in a place where they are
considering taking their life, it actually nakes that
journey that little bit easier when people are acclinmatised
to risk-taking, particularly in farm ng comunities where
there is al so access to neans, so an accunul ati on of
factors can lead to suicide.

Q In the study of the contributing factors to suicide,
is an accunul ation of factors particularly inportant?
A. Absolutely. | think, suicide is always incredibly

conplex and it's never just one single factor that | eads
sonebody to take their own |ives.

Q Can | ask you about the role that stigma plays in

hel p-seeking for nental illness in rural comunities.

A Yes. So, stigma is definitely a factor that's not
only been found to increase the risk of suicide, but it

al so decreases hel p-seeking behaviour. Stigma can lead to
feelings of shane, feelings of guilt, and we know that in
smal |l rural comunities where anonymty is often quite | ow,
the stigma that's associated with poor nental health can

i nhibit people fromseeking help. They may find that the
only mental health professional they have access to is al so
a parent at the local primary school with their own child,
so that fear of lack of confidentiality perhaps and | ack of
anonymty is an issue.

Q In the context of research on suicide, howis stigm
understood to play a role in suicide itself?

A Well, stigma, as | said, it socially isolates people,
it stops people from seeking help when they feel that they
need help. | can draw on an exanpl e of sonebody that was
part of nmy research and he explained to nme that, even

t hough he felt that he really needed assistance froma
mental health professional, he felt that if he put up his
hand and said that he wasn't coping and he did need sone
hel p, he had a fear that he would actually |ose the trust
of the people hiring himin his agricultural contracting
busi ness and he would actually | ose his business because of
that, so he remained silent and in incredible enotional
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pai n.

Q So, with that background, what do stigma reduction
prograns aimto achieve in relation to reducing rates of
sui ci de?

A So there isn't a whole |ot of evidence around stigna
reduction in relation to suicide specifically, so we're
really drawi ng on evidence that conmes fromnental health
stigma at this stage and trying to understand that better
inrelation to suicide. Sorry, can you ask the question
agai n?

Q ' m aski ng you about the role that stigma reduction is
understood, or at |east theorised, to play in reducing
rates of suicide.

A So, in reducing stignma, we're really aimng to

encour age people to speak openly about their experiences
and to seek help, and to | guess nmake sure that people
realise that they are not the only peopl e experiencing

t hese feelings, that there is help out there, and it's
appropriate and acceptable for themto actually ask for

t hat assistance and seek that assistance.

So really, not to nornmalise, but to really validate,
guess, people's experience by reducing that stigna.

Q s the essential premse that, if stigma is broken
down, people will be in a better position to seek hel p when
they need it?

A Absol utely.

Q You' ve used a concept in your wtness statenent of
"suicide literacy", can you explain what that is?

A. So, suicide literacy is know ng about both the risk
and the protective factors around suicide and suicidality.

Q What do you nean by "protective factors” in this

cont ext ?

A | guess one of the exanples, if we think of a Suicide
Literacy Scale, that's a series of 12 statenments that are
either true or false, and so, if we think of sonme of the
itenms on that scale one of themis that people can change
their mnd rapidly when they are considering suicide.

So, the fact that, you know, having a conversation,
bei ng able to provide people with support, can actually
all ow them that space and that tine and that support to
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change their mnd.

Q Can you just go back a step. Wat is the suicide
scale to which you're referring?

A So, that's the Literacy of Suicide Scale, so that's a
val i dated tool that's been devel oped to neasure suicide
literacy.

Q So, is suicide literacy sonething that is understood
inrelation to people who may be contenplating or
attenpting suicide, or is it nore of a population health
measur e?

A Yes, it's much nore broad, so it's nore of a genera
assessnent tool .

Q If we can zero in on the nore individual level, howis
it that having better suicide literacy is understood to
hel p people who may be at risk of attenpting suicide?

A So, | guess it helps themidentify the risk factors,
but al so perhaps enables themto identify the pathways to
support.

Q | see. Could | ask you about the projects that the
National Centre for Farnmers Health has undertaken.

Firstly, the Ripple Effect, and that was a digital
intervention project. How did it work and what was it

i ntended to achi eve?

A So, it was a project that was initially ainmed at mal es
in the farm ng comunity aged between 30-64 years who had
been touched by suicide in sonme way. So, that may be that
t hey had t houghts of taking their own life, that they've
attenpted to take their own life, that they were bereaved
by suicide, they may have been a carer for sonebody who had
attenpted suicide, or felt that they had been touched by
suicide in sone other way. The intervention was desi gned
totry to reduce the stigna that was associated with that
sui ci de experi ence.

Q Did that work in two ways: firstly, by asking
participants to conplete a survey about their own situation
and their own beliefs, and then presenting themwth
material tailored to their specific circunstances?

A Yes, that's correct.

Q You described the material as including postcards,
vi deos of people tal king about their |ived experiences, and
"Il just stop there. The postcards and the videos, did
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t hey have in conmon that they were nessages from peopl e
about their own |ife experiences?
A. Correct.

Q What's i nportant about that aspect of the material?
A So, that aspect of the material gave peopl e an
opportunity to share their own experiences and al so
identify some of the strengths that they had drawn on or
the positive nessages that they could share with others in
an effort to reduce further suicide risk in the comunity.

Q You al so presented videos of health professionals and
stigma experts.

A. Correct.
Q In short, what was the substance of that material ?
A So, that material was really | guess presenting

i nformati on about stigma, about hel p-seeking, about

sel f-care and wel | bei ng, but was presented very much froma
farm ng perspective, so these were professionals who had
know edge of farm ng work and |ife.

Q You al so presented material about topics such as
havi ng safe conversations. \Wat does the expression "safe
conversations” nmean in this arena?

A So, we want to encourage people to speak about their
experiences but, in what we call a safe way. So, not to
tal k about nethod, not to be sensational in the way that

t hey speak about suicide, but to nake the conversation
about suicide real and approachable in people's |lives.

Q There was a very significant uptake for this project
in rural communities; is that right?

A Yes. There is an amazing passion in rural comunities
for inproving nental health. | think, given that
communities are small, social networks are quite tightly

entwi ned, we generally find that there's very few people in
rural communities who haven't been touched by suicide or
poor nmental health in some way, so there is a real passion
for inproving that and reducing suicide risk.

And so, as part of The Ripple Effect we called for
expressions of interest for a steering group, and we had 15
places to fill, but we ended up with a ot nore people than
t hat applying and expressing interest in the project, so we
ended up creating community chanpion roles in addition to
the steering group, so we had around about 60 people who
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came on board as conmunity chanpions, so we were able to
provide - to offer them sone education around The Ripple

Ef fect project, provide themw th comuni cations materials
and support themto bring that to their community and share
the informati on about The R pple Effect project.

Q The eval uation of this project showed that, of itself,
it didn't reduce stigma and, why was that?

A So, we neasured stigma reduction. As you were saying
earlier, people did a survey at the beginning of their

i nvol venrent and al so once they'd conpleted their

i nvol venent, and so, we neasured, using the Stignma of
Sui ci de Scal e, we neasured stignma at the begi nning and at
the end of their involvenent.

And so, by using that tool, we weren't able to show
that there was a significant reduction in suicide stigma
However, when we | ooked nore closely at the postcards and
the outcones of the digital storytelling workshop, and al so
in the personal goals that people set as part of their
i nvol verent in The Ripple Effect, we were able to see
behavi oural indicators of stigma reduction through that
process.

Q What do you nean by "behavioural indicators of stignma
reduction "?

A So, things like increased willingness to seek help,
willingness to have conversations, difficult conversations
around enotional issues and nmental well-being: yeah, those
ki nds of things which are indicative of stigma reduction.

Q What were the key features of that programthat, in
your assessnent, contributed to that outcone?

A | think it's probably a conbination of a range of
different features as part of that intervention, but
certainly the digital stories were incredibly powerful in
conveyi ng that, and we've gone on to use digital stories in
nore of our work because they've been a really great tool
not only for the person creating their owm story - we've
seen neasured stigma reduction just by the creation of your
own story - but also being able to share that with the
broader community and increase awareness and enpat hy
towards others; as well as, | guess, encourage action in
peopl e watching the stories.

Q So, is the essential idea that the person who tells
the story will have their own stigma reduction, and it wll
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hel p them as well as hel ping the recipients of the personal
story?

A That's absolutely right. W found that, through the
storytelling process, it was quite cathartic for people on

t he whol e.

| remenber, one woman was telling ne at the end of the
storytelling workshop, she said, "It feels |like a weight
has been lifted off ny shoulders. |'ve had this sense of

gui lt about ny husband's suicide death and |I've realised
through this process of telling the story that it wasn't
actually ny fault.”

Q That is a digital intervention. |Is it part of the
Beyond Blue's STRIDE initiative?
A Correct, and funded --

Q And was it funded by Beyond Bl ue?
A Funded by Beyond Bl ue t hrough donations fromthe
Movenber canpai gn

Q The digital aspect of it: what are the positives of it
being a digital intervention?

A The biggest positive of being a digital intervention
is the potential reach that it can have. W know that,
particularly in rural areas, often people don't have
exposure to these kinds of things on a face-to-face basis,
but having it in a digital node neant that potentially a

| ot nore people could reach that.

Also the way that it was designed was so that people
could access it fromtheir tel ephone - sorry, a smartphone,
on a tablet or on their laptop and be presented with just
as good an inmage.

It was al so adaptable in ternms of the quality of
peopl e's internet connection. So, for exanple, if people
were | ooking at one of the videos but they didn't have a
great connection, they were still able to watch the video
but it would have been in a | ower resol ution.

Several of the videos, not the digital stories, but
the expert videos also had text. So, if people were unable
to watch the videos, then they could at |east read the text
t here.

Q Thank you. Can | ask you about the Look Over the Farm
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Gate canpaign, that's a funded series of social events.
What's the idea behind that project?

A So, it has a couple of different conponents, but Look
Over the Farm Gate, by its very name | guess, is designed
to encourage farmng conmunities to |look after their own
wel | being but also to keep an eye on their nei ghbours and
support the well being of others in their community.

Q What aspects of that programwere inportant, do you
t hi nk?
A | think the whole of the program has been really

inmportant. There was two significant conponents of Look
Over the Farm Gate: so, one is social gatherings. So,
smal | grants were available to conmunity groups to run
soci al gatherings with a nental health aspect to those.
So, that coul d have been havi ng sonebody cone and speak
about nental health or providing resources, but very nuch
focusi ng on bringing people together and to socially
connect peopl e.

The ot her aspect was, there's been a series of
comuni ty wor kshops, so they're interactive workshops, to
rai se awareness and to encourage people to develop skills
and confidence to support their own nental health but al so
to support the nmental health of other people in their
comuni ty.

Q What ki nd of feedback have you had about the Look Over
the Farm Gat e progranf

A So, the part of the programthat the National Centre
for Farnmer Health has been nmminly focused on are the

wor kshops, and we've had really strong feedback. So, we've
done eval uati ons of those workshops to, | guess, establish
i ncreased know edge, how appropriate the material was for
people's roles in their community, the nature of the
delivery of the workshops, how appropriate that was, all of
t hose sorts of things and we have had very positive

f eedback from partici pants.

Q There's anot her programwhich is entitled, "The G eat
Sout h Coast Leadership Program', the aimof which was to
identify and docunent the stories and needs of carers in
the Geat South Coast region. Wat did that study find?
A So, | participated in the G eat South Coast Community
Leadership Program As part of that we were involved in a
comunity project, so the community project that | was
involved in was the needs assessnment of nental health
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carers.

So, we invited carers to participate in a survey and
we had a working group to hel p us devel op that survey, and
t hrough that we were able to identify sone of the inportant
experi ences and the needs of those carers. Sone of the
things that we found were that they were under pressure and
incredibly time poor; that caring for sonebody with a
nmental health condition took up an enornous part of their
lives, and so, often they were giving up their own life
goals in order to be able to be carers. They found it
difficult often to navigate the systemand to figure out
what support was avail able out there, if there was support
avai | abl e.

But they found great value in being able to talk with
other carers and to have those sort of peer support
networks and just to have sonebody that was willing to have
a conversation and who understood what they were going
t hrough was incredibly inportant.

| really nust say, | find that in a |lot of nental
health work that we do at the National Centre, the value of
havi ng a conversation. So, | don't think we can ever

underestimate the val ue of having sonebody that's willing
to take the tinme out of their very busy lives to be
interested in what you' re experiencing and to be able to
have that opportunity to share that event is really

i nportant.

Q In a slightly different connection, we' ve asked you
about what nore successful suicide prevention strategies

m ght | ook |ike and, apart from di scussing the findings of
The Ripple Effect which we've already tal ked about, you say
t hat :

"It appears from|[your] research that the
deci si on-maki ng pathway to suicide for
farmers can in sonme cases be quite rapid
and there needs to be interventions that
can intervene in a rapid way."

Can you talk to us about both of those things:
firstly, what you nean by "a rapid deci sion-maki ng pat hway"
and what kinds of interventions mght assist with that?
A Yeah, so | think that relates back to what we spoke
about earlier about that acclimatisation to risk and access
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to neans. So, if sonebody is in a really dark place where
they are considering suicide, the pathway to dying by

sui cide can be quite rapid: they have the nmeans generally
at their disposal and, w thout intervention at that nonent,
can be fatal.

Q You' ve given in your statenent an exanple of a program
that you say is a good conmunity intervention and it's the
Rural Alive and Well Programin Tasmania. Wat do you know
about that?

A | think we can learn a |lot, and whether that's a
programthat can be inplenented in Victoria - | nean, |
think we need to still ook into that and see exactly what

is it that's working in that program

But it's a real conmunity-based, it's an outreach
program and they have a nunber of outreach workers who are
not actually nental health workers, they are nenbers of the
community often with a background in farmng, and they are
supported to nmake direct contact with people in rura
farm ng comunities and to support themand to hel p them
t hrough - you know, they may refer themto services that
are available, but it is often around sonebody being there
to have a conversation and to nut out sone of those issues
in order to be able to work out the best resource pathways
for them

Q You have said in your statenent:

"They have support workers who are not
nmental heal th professionals but are people
in the comunity that cold-call people for
a chat."

Do you know anyt hi ng nore about the cold-calling
el ement of that?
A Yes. So, it's not only self-referral, but if you
t hi nk sonebody is going through a really tough time, you
can actually request that sonmebody be call ed upon and
contact is nade with that person

M5 NI CHOLS: Thank you, Dr Kennedy. Conmm ssioners, are
t here any questions.

CHAI R: Q | just have a few, thank you very nuch
Dr Kennedy. You talked earlier in your statenment about the
changi ng denographics of farners and farns per se, and al so
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tal ked about the additional sense of obligation there m ght
be for people on nultigenerational farm ng comunities and
that capacity; the context of that farm ng and obligation

| guess, you've suggested sone young farnmers feel to carry
on the famly farm

How do you address that in terns of the work that
you' re doing and also the role that wonmen m ght be playing
as wonen farmers as well and how you've tailored your
advi ce and support to their needs?
A Yeah. | think particularly with younger farmers they
have such a future ahead of them and there is so nuch
uncertainty now in farmng.

If we just take clinmate change as an exanple of that.
For a long tinme there has been a | ot of inherited know edge
that has assisted people to learn howto farmand to be
successful in farmng. A lot of that know edge now is
obsol ete because there is so nuch uncertainty as to what
the future is going to bring, whether that be in terns of
weat her or whether it be in terns of global nmarkets,
there's just so nmuch that's out of people's control, and
so, | think a |lot of that know edge is | ost which raises
that anxiety |evel when sonething happens.

Q And, for wonen farners?

A Yeah, so | think wonen farnmers may not even identify
as farmers. Oten they' Il self-identify as farners' wives
or they will have sonme off-farmincome, so they mght be

i dentifying thensel ves according to that role, but they
make a huge contribution to the farm ng business. They not
only play a big role in the caring of the farmng famly,

but they'll often have a big role in running the farm ng
busi ness, so whether they're doing the books or that kind
of thing, and they'll often help out as well in busy

periods on the farm so they're really an integral part of
the farmng famly. Oten | guess they de-prioritise their
own health and well being in order to be able to better
support people in their famly.

Q You gave us an exanpl e of a panphlet, | think you
said, that had been desi gned about nmanagi ng stress on the
farm Wiat's the prinmary area of focus of that sort of
tool that you' ve nade avail abl e?

A It's a very practically-based booklet. So, it

conpl enments the comuni ty-based workshops that | was
tal ki ng about as part of Look Over the Farm Gate and it
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really builds the learning that is part of that workshop
it builds it into sort of practical approaches to reducing
stress and all owi ng peopl e to understand and manage t hat
stress in a context that they can really relate to. |It's
very much based around farm ng and that understanding that
t hey need.

CHAI R: Thank you.
M5 NI CHOLS: May Dr Kennedy be excused pl ease?

CHAI R Yes. Thank you very much for your evidence this
afternoon, Dr Kennedy.

<THE W TNESS W THDREW

M5 BATTEN: Conmi ssioners, the final witness for today is
Dr Gerald Ingham | call Dr I ngham

<CGERALD PATRI CK | NGHAM affirmed and exam ned: [ 2. 40pn]

M5 BATTEN: Q Thank you, Dr Ingham Have you, with the
assi stance of the Royal Comm ssion's |egal team prepared a
wi tness statenent for the Conm ssion?

A | have.

Q | tender that statement. [WT. 0001. 0033. 0001]
CHAIR  Thank you.

M5 BATTEN: Could you start by briefly outlining for us
your current role and responsibilities, please?

A Vell, I"'ma rural GP in Daylesford, about 50 m nutes
fromhere, and | work as a GP there three days a week and
provide on-call care and attend patients in the |oca
hospital and in the aged care facilities, and | al so have
other roles pretty nuch as a GP acadenmic, | suppose, as an
academ c and researcher with particular interest in the
training of GPs, the Australian General Practice Program

Q Could you tell us alittle bit nore about the clinic
that you work at?
A The clinic that | work inis a large nultidisciplinary

clinic. It has 17 GPs, it has three psychol ogi sts who work
there. W have physiotherapists, podiatrists,

audi ol ogi sts, lots of practice nurses. It's a very
multidisciplinary clinic. It's the only clinic in towm and
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SO we service the comunity.

Q You stated that you believe in the four Cs of genera
practice. What are the four Cs and why do you believe in
t hent?

A Vell, they really define/explain what a GP's role is.
So that, the first Cis that we're the point of contact,
and | think it's in nmy witness statement that GPs are the
nost accessed health practitioner by the community. So,
we're the point of first contact.

We provide continuity of care, so we care for people
over their lifetine. 1've been a GP for 30 years, the GP |
t ook over fromwas a 70-year-old when | took over from him
| see patients who are 70 years of age and have only seen
two GPs, so we have that continuity of care

The other inportant part is we're always caring for
people in their context, so we're not caring for just one
part of them we're understanding their biological issues,
their physical health issues | suppose you could say.

W' re understanding themin the context of social contexts
and al so the psychol ogi cal issues going on: if they have
anxi ety or depression or how that nmay be inpacting on how
they are. So |ooking after them conpletely, and we're not
just looking after one illness, we're |ooking after all of
their illnesses at the sane tinme, and hopefully al so

| ooking after their health.

There you go, |'ve forgotten the final C, which is:
continuity, context.

M5 BATTEN: 'l try and help you

CHAI R Coor di nat ed cont ext ?

A And coordi nated, thank you. W do try and coordinate
the care and we link up services for our patients and

think that's sort of a definition of general practice which
has conme fromthe Wrld O ganisation of GPs.

M5 BATTEN: Q Just very briefly, can you explain to us
where you see rural GPs fitting within the nmental health
syst enf?

A Well, | think we have a very big role in the nenta
heal th system again, because we are the first point of
contact and people cone to us often with a nental health
probl em and they want to know how severe that problemis or
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what that problemis, so they're | ooking for a diagnosis or
a definition to explain where to go. But we're also the
person - GPs are the people who detect that a probl emthat
a person didn't realise was a nental health problem is a
mental health problem You know, that headache that they
had or the pain in their jaw fromclenching their teeth al
the time; we're able to say, well, actually that m ght be
related to other things going on in your life or to your
anxiety and able to identify that. And often through that,
in fact able to remedy many of the comon nental ail nments
qui te quickly.

So, we have that role, | suppose, in identifying and
then, as | say, actually referring off, but also a very big
point 1'd like to make is, we do a lot of nmental health
care, we care for a lot of people. W care for people who
are not able to be cared for within our system so we end
up filling the gaps quite significantly.

Q | wanted to ask you about that. You refer in your
statenent to GPs being both the gap fillers and the gl ue.
So, first dealing with being a gap filler, how do you see
rural GPs as a gap filler?

A We're gap fillers because often there isn't a service
avail able. Sonetimes it's just not available at that tine,
so, if a person has an acute nental health issue or crisis
and they need to be seen, where avail able they can get an
appoi ntnent with us today, they can't see their
psychol ogi st for another week or their psychiatrist for
anot her nmonth so we wll end up filling because we're
avail abl e there at that tine.

Then there are services where there appears to be a
| ack of other services available, or other services tend to
not keep seeing people, so |I'mthinking of people
classically with personality disorder, |I'mthinking of
peopl e who have both a drug and al cohol issue as well as a
nmental health problemand so they won't be seen by the
mental health service, they will tend to only want to see
peopl e who have solely a nental health problem and so, we
will end up trying to fill the gap in that circunstance.

Q And then, how are you the glue?

A Well, we're the glue by trying to - which is a hard
job - we're trying to coordinate the services and bring

t hings together, but we're also trying to build things over
time, so we wll renenber or have witten down the problem

.15/ 07/ 2019 (10) 1011 C P INGHAV (Ms Batten)

Transcript produced by Epiq



O ~NO O WNPEF

t he person had previously and how it got better in the
past, and hopefully be able to try the sane solution that
wor ked previously again.

But al so, just connecting services: are you aware that
there's a financial counsellor at the Cormunity Health
Centre that you can go and see? Are you aware that, if
you' ve suffered from sexual assault, that we do have a
sexual assault service available in Ballarat and woul d you
like to go and see that? And, when those services wite
back and comrunicate to us, ideally we can then coordi nate
t he action of those services.

Q What proportion of patients to your service seek hel p
for mental health-related conditions?
A |"ve estimated in ny witness statenent that ny own

practice is around 20 per cent of encounters that | have,
woul d be about a nmental health problem and that's pretty
much in keeping with what GPs see.

It's often quite surprising, people cone up to nme in
the street and say, it nust be busy, there's a flu or

somet hi ng going around. | usually just say, "Yes", but
when a patient comes in through the door to see nme about a
cough or a cold | feel like shaking their hand and, "Thank

you", because that's a relatively sinple thing to see and

| ook after. Wereas, we see a ot of nental health
problens. |It's estinmated, when GPs were surveyed - and
it's again in ny reference | gave - and asked what did they
t hi nk was the nost conmon problemthey dealt with, nenta
health was the nost common problemidentified by genera
practitioners.

| think we heard the previous w tness saying that
mental health problens are no |l ess common in rural areas
than they are el sewhere and, given that there are |ess
services available in rural areas, it's a very big role
that we have to fill that gap and we're seeing a | ot of
people with nental health probl ens.

Q You' ve said that you see patients affected by nenta
illness with all degrees of severity and conplexities, and
your experience is that patients fall into one of three

gr oups.

A. Yes.

Q Coul d you just explain each of the three groups for
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us, please?

A Yes. The first group would be patients who have,
suppose, mld-to-noderate nental illness, problens such as
anxi ety and depression; they're very frequent problens.
The sort of exanple | gave before of a person who perhaps
has sone anxiety presenting as a physical synptom they
will attend, sonetinmes they can be dealt with quite briefly
by me or maybe | mi ght need a nunber of visits to | ook
after them or | mght refer themon to a psychol ogi st
often within our practice, or | mght prescribe, if their
depression for exanpl e was noderate, that m ght be an
indication to prescribe. So, that's the first group.

The second group is the patients with severe nental
illness, the patients who have had maj or depressi on perhaps
in the past, had suicide attenpts, or needed ECT therapy or
adm ssion to hospital, so very severe depression, patients
with very severe anxi ety disorder such as obsessive
compul sive di sorder where their lives are really being
dom nated by their illness, and then of course we have
patients with schizophrenia and bi pol ar di sorder where at
times their beliefs about the world are different from us,
and it's been called a psychosis, so those patients | often
need to manage ideally with the assistance of a
psychiatrist or mental health team They will generally
need nedi cation as part of their managenent.

Oten when they're at their nost severe, |'ll be
handi ng over their care to a psychiatrist or usually to the
| ocal regional nental health team and then once things
have stabilised and settled dowmm | will continue to see
them and I'Il be seeing themin between, both to continue
their care but to have an eye out for relapse prevention.

That's only a small proportion of the work that | do,
per haps 5-10 per cent of the nental health problens that I
see.

The third group which has been described by a
col | eague of m ne, Dr Louise Stone, as the swanp of general
practice, which is the so-called mssing mddle. So, the
patients | nentioned before who have a drug and al cohol
probl em plus a nental health problem the patient who has
borderline personality disorder, the patient who has
chronic pain, where you can't have chronic pain wthout
al so havi ng depression as a consequence of that.
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And al so, there's a group of patients who have what we
call nedically unexpl ai ned synptons: they have physical
synptonms which we're unable to explain by pathol ogy testing
or imaging but they continue to suffer, and so, they al so
belong in this so-called mssing mddle.

|"ve spent a lot of tinme caring for those patients,
and they're often the hardest work, | suppose, because
there's no clear pathway to treatnent and they're conpl ex:
maybe there's poverty or |ower socio-econom c class;
there's maybe past history of abuse, and very ongoi ng sort
of conpl ex personal circunstances to add in to their
conpl ex nmental health issues.

Q You' ve said that you disagree that these people, this
m ssing mddle or mssing swanp, are too sick or conpl ex
for the primary care system is that right?

A Yes.

Q Can you explain why you hold that view?

A Wll, I think it was said before - | heard Professor
Bhat say that the conplexity - GPs are used to working in
conpl exity, because we are generalists. W call the other
doctors, we call thempartialists, we're generalists. So,
we're used to | ooking after, if you' ve got diabetes and
you've got a nental health problemand you' re on

nmedi cations that's causing you to gain weight which is
maki ng your di abetes worse, we're used to | ooking after
that and considering the relative nmerits of each of those
probl ens and how i nportant each of those are in terns of
maki ng a decision, so we're used to dealing with

conpl exity, and we see people over tine and we see people
in their context and so we know other fam |y nenbers. The
other famly nenbers may al so be patients, their carers,
where we are enbedded in conplexity in our day-to-day work.

Q In ternms of diabetes, you' ve referred to the

mul tidisciplinary coordi nated care for other conplex health
i ssues, but you' ve said that we don't seemto have that in

the same way for nental health; is that right?

A That's right. It strikes nme, | was involved early on

in a programcalled the National Primary Care

Col | aboratives that | ooked at trying to inprove the care of
patients with diabetes, and it invol ved basically neasures

of di abetes outcones but al so working coll aboratively as a

t eam
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| saw a patient with diabetes this norning and the
patient saw a di abetes educator before they saw ne. | was
able to read her notes, she knows a | ot about diabetes, |
learn quite a lot fromher, but then | was able to add in
t he context of sone of his other health problens which were
goi ng on which were inpacting upon his diabetes care, and
this coordi nated approach has achi eved fantastic outcones
with other illnesses, whereas | think in the area of nental
health we nostly as GPs, and particularly with this conpl ex
m ssing m ddl e group, we end up working on our own.

|"msure we will do a lot better if we were able to
work better in teans in primary care, and we woul d have the
capacity to |l ook after those patients with conpl ex
problens, |I'm sure.

Q In terns of the system you've said:

"From ny perspective, for patients with
severe nental health problens, the main

i ssue is obtaining access to the system and
obt ai ning an opinion froma psychiatrist,
particularly when a patient is seen to be
fromthe mddle group.”

Can you just explain to us sonme of the issues with
obt ai ni ng that access?

A Vel |, again, tal king about obtaining access to a
public psychiatrist: so, | would ring the Regional
Psychiatric Service or Area Mental Health Service, which in
nmy case is G anpians Area Mental Health Service. | would

speak to an intake worker and explain the circunstance
about a patient or why | would like this patient to be
seen, or why for exanple I mght |ike an opinion froma
psychiatrist, and that gets filtered through a nechani sm

| understand they work as a team they would discuss
this patient and deci de whether this patient was one that
t hey could take on and, to be honest, |'ve done this so
often now that | know when | needn't even bother to refer
so | wouldn't bother referring a patient with borderline
personal ity disorder who was having frequent suicida
ideation. | wouldn't bother referring a patient who had a
significant drug and al cohol issue as well as their nental
heal th i ssue because they're not going to take them on.

| know they will take on patients who have
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schi zophreni a, bi pol ar di sorder, bipolar disorder with an
ongoi ng - providing they' re ongoing unwell. Many people
wi th bipolar disorder are quite well for extended peri ods
bet ween being unwell. So, in those circunstances | know
wi |l get access and care, and often very, very good care,
but outside of those circunstances there's no

point referring, so | try and fill the gap nyself.

Q You've said simlar things in terns of access to a
communi ty psychol ogi st. You've said:

"For access to a bulk billing or community
psychol ogi st the waiting tinme fluctuates
but is typically around two to

three nonths. My viewis that the referra
process is |labyrinthine and bureaucratic."

Just very briefly, what's the process and why is it so
bur eaucratic?

A. Well, | refer through the Primary Heal th Network, I
conplete a Mental Health Assessnent and Plan. | refer that
off to the Primary Health Network, who then find the
psychol ogi st for the patient. | have to conplete a
guestionnaire as part of it. A commobn questionnaire we use
is a questionnaire called K10. If | fail to fill out one

of the questions it comes back to nme, they won't assess it
further.

One of the questions for exanple on that is, "How
often do you feel hopeless?" And so, | have to ask the
patient that question, then | have to tick it on the form
send it off to the Primary Health Network: if | don't fil
t hat question out correctly they send it back to ne.
find it inappropriate and, you know, | don't |ike asking ny
patients those questions. | feel like |I should just be
able to say, "l've got a patient here who needs a
psychol ogi st, can you get ne one?" But that's not how it
wor ks.

Q You al so highlighted earlier the inportance of
continuity of care.
A. Yes.

Q You' ve said that the continuing relationship between
the clinician and the patient is key to success of

treat ment.

A Yes.
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Q Can you el aborate on why you think that relationship
IS so inportant?

A Even nore in nmental health than in any other area that
we work; | nean, getting to know soneone over tinme and the
relationship that you have just - that's just healing. So,
it's one of the lines that is said, "the doctor is the
drug”, so often me just knowi ng sonmeone and under st andi ng

t hem and spending time |istening and understandi ng t hem and
being able to say to them that sounds really tough at the
nmonent, is very useful.

Plus also, if I know that, hold on, when you stop
sl eeping, that's usually a sign that things are going to go
off. O I've found in the past when your husband's away on
afly in, fly out working job, during that tine you're
likely to go off, I mght schedule to book you in.

O the pregnant worman who | ask about during her
pregnancy about what's she got arranged at home for when
this baby comes, who's going to help her. Just know ng
peopl e over time and having an ear out or |ooking out for
them that's the role that we have, that's a preventive
role as well as a - it's both useful in prevention and it's
useful in treatnent in terns of know ng how a person is
when they're ill.

Q What about barriers to GPs perfornmng that role? So,
froma systematic perspective what are sone of the barriers
to GPs practising in nental health?

A First of all, training, so gaining experience in that
area is difficult. M own personal experiences com ng
through is, what we do as GPs - when | started out there
wasn't a textbook of general practice for a start, and in
ternms of knowing what we did in nental health, what GPs do
in mental health is different fromwhat psychiatrists do
and from what psychol ogi sts do, and so, it was hard to

| earn those skills or learn howto | ook after the m ssing
m ddl e.

So, the training of our undergraduates and even in the
vocational training in general practice, it still has been
historically largely done by psychiatrists and not done by
GPs, and so, hasn't necessarily prepared people well for
the nature of general practice and the nental health care
that we provide there.
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| think the other issue which I've alluded to in ny
statement is the issue of funding. If you're a GP with an
interest in nental health, you will earn a | ot |ess noney
than another GP. That's not the reason we do the work, but
it does provide an incentive clearly for GPs to do ot her
work which is better renmunerated than mental health.

Q Can you just explain that further for us. How are you
| ess renmunerated when you're dealing with a patient with a
mental health issue as opposed to a physical issue?

A Vell, nmental health problens generally take |onger,
take time, counselling takes tinme. Many GPs will work on
somewhere between four and six patients an hour. So, a GP

who's seeing six patients per hour will be able to bill for
si X instances, whereas if I'"'ma GP with an interest in
mental health, | mght book two patients in for that sane

hour. Although the fee is larger for the | onger
consultation, it doesn't nmake up for it.

In my witness statenment | gave an exanpl e of one GP
who was seeing six patients an hour and the other was
seeing two per hour, and there was a $70 difference, even
t hough the GP who was seeing the patient for half an hour
may have been dealing with a very conplex patient with
personal ity disorder and suicide intent, and the other GP
who was seeing six in a row of maybe relatively sinple
problens would be - it doesn't appear appropriate on face
val ue that there should be this difference in reward for
t hat ki nd of work.

Q | s one aspect of it the length of the consultation
but is it also the nature of the consultation?

A Yes, so there is a higher reward. Definitely the

| ength of the consultation, so the so-called six-mnute
medi cine. W know that the longer a GP spends with a
patient the | ess noney they earn, that's the nature of the
MBS fee-for-service system

The other part though is that there's a higher reward
on procedural medicine than there is on consultation
nmedicine. So, if | spend half an hour renoving a skin
cancer, mnmy Medicare fee nmight be $250, whereas if | spend
my hal f an hour consulting it mght be $70.

| think I gave an exanple in ny w tness statenent that
if you go down to Mel bourne or the regional centres here,
you'll see lots of GPs' skin clinics where they' re renoving

.15/ 07/ 2019 (10) 1018 C P INGHAV (Ms Batten)

Transcript produced by Epiq



O ~NO O WNPEF

procedures, you won't see any GP nental health clinics
because it's not rewarded.

The other thing | want to point out with nental health
consults is, of course, a lot of the patients fromthis
nmessy mssing mddle also fail to attend their
appoi ntnents, so you cross off a half an hour appoi nt nent
for themand then they don't show and you earn nothing for
that tinme for showing the care that you' re nmaking your tine
avail able for them So, there's a lot of disincentives in
a fee-for-service systemfor GPs doing nental health work.

Q So that Medicare paynent structure, you' ve said, does
not reflect the care and value that you bring in treating
sonmeone with nental health issues?

A Yes. The other thing is that we are not paid - if |
take a call froma psychiatric nurse fromthat Regi onal
Heal th Service, or that call that | nake to themto do the
refer over, none of that is funded.

Q You' ve touched on this briefly before but 1'd Iike you
to expand on it, this issue of working as a GP with an
interest in nental health is also hard work. Can you
expand for us about the cognitive and enotional toll of
working with patients with nental health issues?

A Yes, | think there's a river of enotion beneath all
human interactions and often we're working above that, but
it's still flow ng underneath and often at the end of the
day you're aware, that is. | mean, |'ve consulted this
norni ng before comng over. 1've had two patients cry in
my consulting roomthis norning: one of themin extrene

di stress, and there's no way you'll walk away. | nean,
|"ve learnt, when | cone hone at the end of the day, | need
to - 1've actually got a shorter drive hone than | used to

and | recognise that's not so good, because you need tine
to drive hone and to recover a bit from doing that work.

And | used to have a - well, he's no | onger working
with me, but a colleague who | woul d debrief with on a
Friday night and we'd sit around and have a chat and talk
about things we'd seen and the experience we have.

We're very privileged, GPs, we have the front row seat
on life. W get to see and hear about sone anazing things
and watch people - the amazing strength and resilience of
peopl e, but we also do get to hear sone very sad stories.
| f someone tells you their story of abuse or that they're
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feeling that their life is not worth living, that's a very
hard thing to hear and not to feel sonething when you hear
t hat .

Q You conpared the GP systemw th psychol ogi sts for
exanpl e where there's support structures in place for
psychol ogi sts, but there doesn't seemto be the sane sort
of support around GPs?

A Yeah, ny understanding is that psychol ogi sts have a
supervi sor or nmentor and that they're asked periodically to
check in, whereas | think for nost GPs if we have a network
it's an informal network that we devel op.

Q Can we return to the issue of training for GPs, so
first could you explain what training exists for GPs in
relation to nental health?

A. O course we have our broad training that we go

t hrough as an undergraduate or postgraduate, but in terns
of further specific training, there's a level 1 training
whi ch is about six or eight hours of training, whichis
really just to enable you to access those Medicare item
nunbers, so to be able to access a Medicare item nunber to
conplete a nental health plan. There's a slightly higher
rebate if you're a trained GP versus an untrained GP in
that area. | really think it makes no difference, it's not
significant training.

There is further training for GPs who have an interest
who would like to, for exanple, use cognitive behavioura
t herapy or other fornms of what we call focused
psychol ogi cal strategies and they go through | evel 2
training, and that enables themto access a different
series of item nunbers which gives thema slightly higher
award for long consultations where they enploy those
f ocused psychol ogi cal strategies.

Sorry, | think there is another |evel of training
avai l able. | understand that GPs can train, there are
courses to do training in GP psychiatry, but there is no
fundi ng avail abl e for people who undertake that training.
It doesn't translate into higher rebate fees.

| was a GP obstetrician, | did 6-12 nonths worth of
training in obstetric care, |learning how to deliver babies
and forceps and vacuum extracti ons, and from doi ng that
training | was able to - then when I saw wonen and hel p
themw th their birthing I was able to build the same item
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nunber as an obstetrician. Wereas there is no equival ent
for a GP. A GP who undertakes further training or did
anot her six nonths or a Masters degree in nmental health
cannot access the item nunbers which are used by

psychi atri sts.

Q You said nost of what you' ve | earned about hel ping
patients in the mssing mddl e has been | earned by doing.
Gven the training limtations, do you have ideas on how it
coul d be inproved?

A | do think learning by doing is a large part of

| earning how to | ook after conplexity. Well, |earning by
doing and reflecting is probably what | would |ike to say,
and reflecting with a peer would be a great way of doing
that, because patients with conplex - it's not |ike you can
go to a guideline or a textbook and say, |ook, this patient
wi th di abetes who's al so on nedication to help with their
nmental health problem which one's nore inportant? You're
not going to be able to find that in a guidebook, that's an
ethical and a conpl ex deci si on based upon experi ence and
know edge, and that sort of nmstery is acquired by
reflection with a peer and di scussion, unpacking the
reasoni ng behi nd deci sions, and also, as | nentioned, |
think there's a value in the enotional support which GPs
woul d gi ve each other if we were able to do that.

So | see groups of GPs sitting down to tal k about
their challenging patients. There has been simlar work
done in the UK, something called Balint Goups,
B-A-L-1-NT, simlar work where GPs spend tine
understanding their conplex patients and reflecting upon
t hat and hopefully obviously | ooking after them better.

Q | want to ask you a couple of systemfocused
qguestions. \Wen we asked, "Is supply keeping up with
demand? Wat gaps have you observed?" You said, "There is
an enornous unnmet demand.” Can you just explain for us the
demand that you are seeing as unmnet?

A Wl |, repeatedly patients cone in and, you know, where
are we now? W're in July and patients say, well, |'ve

done ny 10 psychol ogist visits for the year, and |I've
recently been uncovering the story of sone very conpl ex
problens in ny famly, maybe past abuse, but now | have no
psychol ogi st visits for the rest of the year. That's quite
a typical circunstance of demand.

| also feel that patients, where |"'mprimarily their
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caregiver, | feel like if | had sonmeone else to help ne
with that, that - there's a |ot of demand for some - if |
had a nmental health nurse to help ne | ook after the
patients, there's a |lot of demand for that.

Psychiatrists, well, | hardly ever refer to a
psychiatri st because, to a private psychiatrist, because
the availability of a quality psychiatrist who ny patients
can afford, it pretty much doesn't exist, so there's a huge
unnmet demand there in ternms of psychiatric services.

Q In ternms of hel ping your patients navigate the system
you said the conplexity occurs when other services are
needed. For exanple, patients with nental health ill nesses

of ten need drug and al cohol counselling, housing support,
soci al support. Can you tell us how that becones nore
conplicated for you?

A In my circunstance the Drug and Al cohol Services and
the Social Wrk Services are available in the Cormunity
Health Centre, so they're not within ny centre. So, |
refer off to those services, but because | don't see those
notes, | don't see what they're doing, they don't

comuni cate back to nme, or very infrequently comrunicate
back to nme. There is no funding for me to speak to them or
spend time with them So, if | spend a 10 or 15 m nute
consultation with a drug and al cohol worker, that's
unfunded. Even if | spoke to themfor half an hour it's
conpl etely unfunded. So, we're al ready geographically
separated, we don't spend any tinme together as clinicians
where you get to understand how other clinicians work, and
then there's no funding, and of course that's a
stat e- based, state-funded service; |I'ma Federally-Funded
servi ce, communi cati on between themis poor

Q Finally, I want to ask you three questions about
reform The first one relates to telehealth and
t el econferences. You' ve said:

"Surely in the days of web conferencing a

statewi de tel ehealth service could operate
after hours for urgent nental health

probl ems when a clinician needs support."”

How do you see telehealth working in the future in
overcom ng sone of the barriers?
A | don't - | still think you're better off to see a
clinician face-to-face if you can, and | would like to
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think that we wouldn't choose tel ehealth as the answer, but
in terns of after hours services, | think there's a big
role for telehealth which would be that, when a patient
presented and needed urgent care after hours, that they
were able to perhaps go into our hospital, which is the
acute care centre in our hospital which is where people are
sent after hours. W have video |inks.

So if sonmeone conmes into ny urgent care currently and
t hey have cone off their notorbi ke and they' re unconsci ous

and |''mneeding some help with their emergency care, | just
pull up the little nobile video screen which we have in our
acute care system | hit the phone, | end up speaking to

someone, an energency specialist right there on the video.
That specialist can see the patient, we can talk and

di scuss; that happens inmedi ately for energency care, we
can all arrange transport, arrange services, what needs to
be done. | think that sort of service should happen for
acute nmental health problens as well.

Q Sorry, where's the energency specialist fromin that
scenario you're tal king to?
A | don't know exactly where they are, but they're in

Mel bourne. W have a statew de energency response system
okay. So, if there's an energency health problem- and
they will coordinate the anbul ance, the transport, they
will give nme clinical advice about how to manage,
adm ni ster nedications, help assess the patient, help nmake
decisions. | can access that easily, no problemat all
Whereas, if | wanted to access a nental health support
after hours, | have to get on the phone, ring the CAT Team

and hope that - | think there's only one clinician
avail able there - will answer the phone and provide
servi ces.

The disparity between those two exanples is quite
st unni ng.

Q So the first exanple is for the physical health
scenari o, and what hours is that available to you?
A Al the tine.

Q 24/ 77
A 24/ 7.
Q So you can call someone and get access to an energency

speci al i st for whatever physical problemyou' re dealing
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with; is that right?

A Absolutely. They will provide access, will provide
treatnment advice, will actually assist nme. Actually be
wat chi ng on the video screen while |I'mproviding the

treatment. They'll organise the anbul ance, I won't have to
organi se the anmbul ance if the person needs to go on
further, or the helicopter or whatever it is. It's a

wonder ful service we have.

Q What's the situati on when you have sonmeone in a crisis
nmental health situation?

A. My nost recent exanple was that | rang, | was on the
phone, and | waited for an hour and a half for an answer,
"You're first in queue, you're first in queue.” | ended up
handing it over - the phone over to the nurse because
needed to see sone other patients. | had a patient who was
trashing a house, smashing things up, she was having a
mani ¢ epi sode. She wasn't in immediate - she had a fam |y
with her who were caring for her extraordinarily well.

| knew that she was acutely unwell and she needed
mental health support and treatnent, you know, right now,
and yet | had to wait an hour and a half on the phone. And
t hen, when | got on the phone they say, oh, we'll ring her
back in alittle while and they' Il conduct a tel ephone
assessnent of her, which again, when you can conpare that
to a video - when you' ve got this video canera that's
sitting there, | just find it hard to understand how we
could allow that to continue.

Q Two final questions about the system You've referred
to Lewn's 3-stage Mddel in Devel opi ng and Mi nt ai ni ng
Change. Just very briefly, can you tell us what that is
and how you think that could be helpful for reform ng the
mental health systenf

A |"maware and | listened with interest to Professor
Bhat's evidence before, saying how there's a long history
of what seens |ike a good idea, another snall idea, another
smal| i1dea, another little change and not appreciating the
conplexity of the systemand that inplenenting change in
maj or - you really need to be thinking about that and
constantly reviewi ng and updating it.

The Lewin's systemis saying - first of all |ooking
at, if you decide the change that you want, what you woul d
like, what are the attitudes of people towards it, or what
are the issues which are stopping you achi eving that change
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and then you need to unfreeze them- that's the first
stage, so unfreezing. The next stage is the novenent
stage, so then you need to have that novenent stage
conducted with the people who are involved, and then the
re-freezing which is solidifying the change once it's
happened.

Q From your perspective what changes do you think would
make | asting inprovenents to hel p people affected by nental
heal t h?

A Well, I think I'"ve nentioned, | think a GP
psychiatrist qualification and enabling GPs to access the
Medi care item nunber for psychiatry and that they are given
an equi val ent recognition by the Comonwealth. It amazes
me that whenever | see a patient for a disability support
pension and I'mwiting their diagnosis down, ny diagnosis
as a GP is not accepted. So, at least if we had G
psychiatrists that m ght be accepted.

| tal ked about that statew de nmental health after
hours service. Telehealth | think would be good. | think
we need to fund the provision of nmental health services by
GPs nore appropriately, and by that | mean the appropriate
funding of |onger nmental health consultations.

| think we need to fund primary health, nental,
primary care nental health care teans, and by that | nean
teans that involve GPs with drug and al cohol workers,
soci al workers, psychol ogi sts, even physi ot herapi st s,
occupational therapists within the general practice to help
care for these conplex patients, and I think the funding of
comuni cati on between health professionals relating to
nmental health issues.

So, if I want to pick up the phone, or nore typically
if the other nental health clinician wants to ring up and
speak to ne and we want to discuss this patient and that
conversation is going to go for 10 or 15 minutes, it's not
an issue that, look, | can't be doing this because this is
non-financial for me to be doing that. So those sorts of
interactions in nmy mnd need to be funded.

M5 BATTEN: Thank you very rmuch, Dr Ingham Chair, are
there any further questions for Dr |nghan?

COW SSI ONER FELS: Q | just had a rather small
guesti on about your quite good conprehensive di scussion of
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the length of consultations and the relatively
unrenmunerative aspect to them

| just want to conpare that with the situation of a GP
who has to have a long consultation but not on a nental
health matter and its not a procedural aspect. Wuld that
happen very nmuch, or is that sonewhat rare for a GP to need
to have a long consultation on a non-nental health nmatter
and not involving a procedure?
A No, those consultations happen frequently as well,
particularly ageing patients who have got many, many health
problens. So, any tine there's some conplexity, the
consultation wll take longer, so | don't think that a | ong
consult necessarily designates that it's a nental health
i ssue.

COW SSI ONER FELS: Thank you.

CHAI R Q | just have one other question, thank you
very much for your evidence. | noted in your w tness
statenent you say at your particular practice - and
recogni sing we've heard a lot in the course of this Royal
Conmi ssion about how difficult it is often for people to
get access to care when they need it. You say that, from
your practice, "if a patient needs to be seen today our
practice will see themtoday. W turn nobody away in an
energency and we provided a 24/7 service."

How are you able to do that in your practice?

A W' ve been fortunate. | nmean, | suppose there could
be an argunment here | amthe rural GP, and peopl e say,
well, you're a rural GP and you're in Dayl esford and

Dayl esford's - | mean, it is a rural practice and it is a

rural environment so it's probably a little bit easier to
attract clinicians to conme and work in Daylesford than it
isto- well, I"'mnot going to nention another country town
by conparison. W're within what mght be called the latte
line, you know, people can get a nice cup of coffee and
have a lovely neal. But all jokes aside, the sort of

prof essional isolation and the way that a person lives
their life is an inportant factor in ternms of attracting
doctors, so we have that.

Plus also, it's probably still true, | would inagine
every country GP would be trying to see every patient that
they could that day, but for sone of themw Il just get to
t he point where they couldn't.
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| know when | first started out in practice and it was
a two doctor practice, nanes would just get witten in in
pencil in the appointnment book. M colleague, the one who
| referred to, Geg Ml ker(?), who used to help ne, he'd
say we have to junp over that wall of graphite today, we've
just got to see everyone that needs to be seen.

But we actually run a triage system and again, no-one
pays us for doing this, but we enploy nurses to field al
calls and to determ ne whether that needs to be seen today
or can wait till tonmorrow. So, if sonmeone needs to be seen
today and they say to the receptionist, | need to be seen
today, it goes to the nurse who then does that triage and
makes that decision or discusses that wth the patient.

But in the end if the patient says, "No, | want to be seen
t oday", they're seen today.

Q There was one ot her point you made. You said in your
W tness statenment at one stage you had a nental health
nurse based in your practice who was funded?

A. Yes.

Q But | presune that funding is no | onger avail able and
sonet hi ng' s happened. Could you expl ain what happened with
that? Because you indicated it was highly valuable in
managi ng nental heal t h?

A | don't understand the reasons for why the funding
changed, but we did for a while, | think it was about

18 nont hs, have a nurse who was |ocated in our practice
whose primary role was to help us with patients who were at
risk of adm ssion to hospital or who had severe nental
health problenms. So, |I'mtalking about patients who
previously had depression, who needed ECT, or patients with
schi zophrenia, or very conplex difficult to manage
patients, and she would be conducting - it was like ny
experience of looking after ny patients with diabetes: |
woul d open up the notes and see her - be able to read her
notes. She'd be able to fill me in with what was going on
soci ally, her assessnent of what was going on. She'd have
sonme i deas about what she thought | might do, but she was
al so keeping contact in between tines, and that's just the
nature of working in a team

We'd al so be able to have a chat, oh, so and so is

going along quite well, isn't that great, or they're not
going along so well. So, just when the fundi ng was
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withdrawn, it went to a different funded - through the
Primary Health Network, it's now a nurse, who I'msure is
trying to do a great job over at the Community Health
Centre, but | don't get to see her notes, | don't get to
speak to her, and so, | don't really know what she's doing
with nmy patient.

Even today | saw one of the patients this norning
who's seeing that nurse and | said, "Ch, when are you

seeing this patient?" She said, "Oh, |I'm seeing her on
Friday." She said, "I haven't managed to coordi nate your
two appointnents yet." She knows that she needs for

prevention, for nmonitoring of her nmental health, she's had
severe depression in the past, she knows she needs to be
seeing a clinician about once a nonth. But because we're
not coordinated she's going to see us both in the sane
week, it doesn't make sense.

CHAI R Thank you very mnuch.

M5 BATTEN: Thank you, Commi ssioners, nmay Dr | ngham pl ease
be excused?

CHAI R: Yes, thank you very nmuch for your evidence today.

M5 BATTEN: That concl udes the evidence for today. My we
adjourn till tonorrow?

CHAI R: Thank you.

AT 3. 30PM THE ARBI TRATI ON WAS ADJOURNED TO
TUESDAY, 16 JULY 2019 AT 10. 00AV
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