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M5 NI CHOLS: Good norni ng, Conmm ssioners. Today and

tonmorrow we' Il focus and hear fromw tnesses who will urge
the Comm ssion to focus steadily on neasures directed to
preventing nmental illness and intervening early in nmenta

ill-health, both in age and in onset.

You wi |l hear evidence that there is good and grow ng
evi dence that certain interventions have the potential to
| essen incidents' severity and the inpact of nental
il ness. Understanding and exam ning the ways to fully
realise this potential is inportant to the Comm ssion's
wor k because of the potential inpacts of prevention and
early intervention

As the Comm ssion has already heard in its
consultations with the community, "If only I was able to
get help sooner.” That's been a pretty constant refrain.

The views of Victorians who attended the conmunity
consul tati ons have been echoed thus far in quite a nunber
of witten subm ssions to the Comm ssion. These include
subm ssions from service providers and academ cs who have
witten about |ost opportunities associated with the | ack
of evi dence-based prevention and early intervention.

Most nental health resources are directed to treat
people with established nental illness. People have asked
t he Comm ssion to consider evidence-based canpaigns to
pronote good nental health and increase nental health
literacy.

For exanpl e, one person has suggested that we shoul d
educat e peopl e about nental illness froma young age,
saying, just |ike we educate peopl e about diabetes, M
cancer and so on, we shoul d be educating young people early
on in ways to maintain their nental health and prevent
deterioration.

Subm ssi ons have al so enphasi sed the need for
investnent in prevention targeted to high risk groups, in
particul ar peopl e experiencing significant social, physical
and econom c chal | enges.

In this context, as you will hear, prevention focuses
on reducing risk factors for nental ill-health and
enhanci ng protective factors before the onset of illness.
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Early intervention responds to individuals who are
al ready showi ng signs of developing a nental illness or
rel apse after an earlier episode. This includes
intervening early in life and targeting at risk children
and young peopl e.

Wil e prevention and early intervention are different
concepts, we have decided to cover themtogether in these
heari ngs because of the close relationship between the two.

Many prevention initiatives in nmental health rely on
recognition of risk factors and early warning signs. The
evidence will suggest that early intervention, especially
early in life, may prevent the emergence of sonme severe
illnesses years down the track, and intervening early when
mental illness synptons first occur can prevent or reduce
further episodes.

Wth all this in mnd, a key challenge for the
Conmmi ssion is to identify evidence-based prevention and
early intervention approaches and to consi der how t hey
could be inplenmented in ways that are sustainable and
ef fective reaching those in greatest need.

Over the next two days we'll hear froma nunber of
very well qualified witnesses: the first is Georgi na Harman
who is the CEO of Beyond Blue. She will give evidence
about the determ nants of nmental health, particularly
soci al determ nants, such as trauma, poverty, honel essness
and things that are capabl e of being changed.

She' || give evidence about how prevention and early
i ntervention approaches have significant effects in
reduci ng behavi oural issues, internalising synptons and
di sorders such as depression and anxiety.

Pr of essor David Forbes is the director of Phoeni x

Australia. He'll give evidence about psychol ogi cal trauma
and the types of disorders to which it can lead. His
evidence will include a discussion about how nuch can be

done in early intervention to mtigate sone risk factors,
including the inplenmentation of trauma-inforned care.

Melanie H Il is a nother of a 16-year-old daughter.
Her daughter has had many di agnoses over the years since
she was about 9 years old, the inpacts of which have
touched on just about every aspect of her life. Her

.04/ 07/ 2019 (3) 160

Transcript produced by Epiq



O ~NO O WNPEF

daughter's needs are conpl ex.

Mel anie will give evidence about a systemthat has
seened to fail themat every turn despite their efforts to
get help. She'll say that early intervention, with the
whol e fam |y being involved, could have nade a huge
di fference for them

She' Il be giving evidence under a pseudonym and her
evidence will be the subject of a non-publication
order which prohibits identifying information from being
publ i shed.

Prof essor Helen Herrman is a very distingui shed
academ c and president of the Wirld Psychiatric
Associ ation. She will give evidence about nmental health
pronotion froma public health perspective.

Then, on Friday, you will hear fromAnelia Mrris.
Anelia is 21 years old and she wll give evidence about her
difficulty accessing services in regional Victoria from
when she was about 15. She will say that, when she asked
for help as a young person, she felt |ike there was nothing
t here.

Shaun McClare is the principal at Kalinda Primry
School. He will give evidence about his school and
initiatives called "Positive Education” which is the idea
that issues being experienced by young students, such as
anxi ety and depression, can be curtailed or addressed
through initiatives built into the primry school system

Dr Gaynor Blankley is the head of perinatal nenta
health at Mercy Mental Health. She will give evidence
about nmental health disorders that occurred during a period
of a woman's life, from preconception through to 12 nonths
post-partum She will address the areas of community nost
at risk of nental health problens in the perinatal period
and about the interdependence between maternal health and
i nfant nental heal th.

Dr Ric Haslamis the director of nental health at the
Royal Children's Hospital. He will give evidence about the
current infrastructure for youth nental health services
within the hospital context. He will also address the risk
factors for devel oping nental health issues in young
peopl e, the inportance of providing treatnent, and the
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difficulties accessing child and adol escent services when
needed.

Finally, Professor Pat McCGorry is the professor of
youth nental health at the University of Mel bourne, and
executive director at Orygen, the National Centre of
Excel l ence in Youth Mental Health. He will give evidence
about the many issues facing the nental health system and
wi || opine about the el enents he sees as critical to a well
functioning nental health system

H s evidence wll address early intervention which,
for him neans intervening early in the course of nenta
illness, and disorders in order to inprove the prospects of
cure, recovery and better outcones. H's evidence will also
address the rol e of Headspace and Orygen within the nental
heal th system

The first witness is Georgina Harman, and | call her
NOW.

<CGECRG NA HARMAN, affirmed and exam ned: [ 10. 08am

M5 NI CHOLS: Q M Harman, with the assistance of the
Royal Conmi ssion, have you prepared a witness statenment in
relation to your experience in the nmental health arena?

A Yes, | have.

Q | tender the statenent. M Harman, are you the CEO of
Beyond Bl ue?
A Yes, | am

Q Before that, did you help establish the Nationa
Mental Heal th Conmi ssion, of which you becane the deputy
CEO?

A Yes, that's correct.

Q Before that, were you a senior executive in the
Commonweal t h Departnent of Health and Agei ng?
A For ny sins, yes.

Q D d you have portfolio responsibilities including
nmental health, suicide prevention, substance m suse, cancer
and chroni c di seases?

A That's correct, yes.

Q Are you a director of Mental Health Australia and the
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Victorian Pride Centre?
A. Yes, | am

Q Can | start by asking you, on the basis of your
experience and on the basis of research of which you're
aware, what are the correl ati ons between soci o-econom ¢
factors, including poverty, unenploynent, housing and

education, and the devel opment of nmental illness?
A There's an incredibly strong correlation, we know, and
we call these things social determnants. | guess socia

determ nants are the conditions that we're born into, that
we live in, that we learn in, that we work in and that we
age in.

So, all of these factors really help determ ne how we
respond to life events, how we react to |ife circunstances,
the way we behave, the way we think, our psychol ogi cal
health, as well as our physical health.

We know that the conbination - or the presence or
conbi nati on of social determ nants has a very strong |ink
to our psychol ogical wellbeing. So, for exanple, if we are
born into poverty, if we are born into unstable housing, or
if we experience unstable housing throughout our life, if
we don't achi eve our best education and we don't have the
opportunities to do that, if we experience chil dhood
adversity and trauma in particular, these are the things
that set us up for alife where we potentially don't have
the opportunities to achi eve our best possible nental
heal t h.

Q | see. Does the evidence in relation to the
significance of social determnants differ according to the
type of nental illness being considered?

A. Look, we know that there's, for exanple, poverty,

honel essness, stabl e housing and education are very strong
determ nants of how well we do in life and how well we do
psychol ogi cal | y.

So, for exanple, children who experience adversity in
chi | dhood, and those experiences are |inked to a higher
rate of psychological distress later inlife. So, evidence
suggests that up to - people who experience chil dhood
adversity, up to a third of them that direct experience is
| inked to depression, anxiety and sel f-harm ng behavi ours
later in life.
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Q Can | ask you, what is neant by the expression
"resilience” in the context of creating the best nental
health in society and in a person?

A Resilience is one of those words that's used a |ot,
it's bandi ed around, and | guess the best and sinplest way
to describe resilience is our ability to bounce back from
adversity, but also to cope well during adversity.

So, it's not an aid, it actually can be taught.
You're not born with resilience or not born with
resilience. You can actually, through the circunstances in
whi ch you live, through the adults and the environnents in
whi ch you live, you can either survive or thrive. So, the
ability to bounce back, the ability to live well through
adversity.

Sonme adversity we can't prevent - death of a famly
menber for exanple, a natural disaster, the |oss of a hone.
But there are things that we can prevent. There are things
that are part of our nmakeup as human beings, our ability -
how we thi nk and behave and cope through those life events
can actually be taught, incredibly, sinply and powerfully
by parents, by famlies, by schools, by early |earning
services and by comunities.

Q When you say those things can be taught, do you mean
specifically through education in schools or sonething

el se?

A Very practical sinple things in our everyday |ives.
So, the people that have regular contact with children:
parents, famlies, awesone aunties like me. There are
nonents where you can actually - there are teachable

nonments, | guess we refer to them as.

So, for exanple, if a child doesn't do well in a test
in school. 1It's okay to say it's actually, you know, you
did your best, it's okay to fail, let's talk about how that

nmakes you feel and let's tal k about how we support you to
do better next tine. Talking out loud as an adult, we all
face adversities as well, and if we talk out |oud about,
you know, that didn't go so well for ne but it's okay, |I'm
going to think about how | can cope with that better next
time.

And al so, those professionals who work with parents,
fam lies and children thensel ves. W conducted sone
research with the support of the Parenting Research Centre
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and ARACY, and not only to devel op a consistent and comon
definition and | anguage around resilience, but also to
create advice for those professionals working with children
and fam lies about how to not only do those - work with
famlies in those kind of teachable nonents, but also to
design structured interventions thensel ves.

Q Refl ecting on the opportunity to provide teachable
nmonent s, what does the evidence suggest about the

ef fectiveness of those kinds of strategi es when perhaps
nore fundanental things |ike housing and poverty are in

pl ay?

A Well, look, I think it's always better to prevent
adversity, but as | said earlier, often that is conplex and
difficult; that is not an excuse for inertia, but if we can
protect the well being and build the resilience of children
and famlies who are facing adversity, they are far nore
likely to cope better with that adversity, to deal with the
stress of that adversity, and as we know, ongoi ng and
enduring stress is a magjor risk factor for devel oping a
mental health condition.

Q Is it neaningful to consider resilience fromthe
perspective of a whole community?
A Absol utely.

Q As opposed to sinply on an individual basis?

A Absolutely. | did want to make the point that this
isn't about the person thensel ves and, you know, you have
to be resilient; you know, that puts | think an undue
enphasi s and pressure on an individual and their
capacities.

The resilience of whole comunities, the resilience of
communities to build through and bounce back from for
exanpl e, bushfires or significant events in a schoo
comuni ty, suicides, the suicide cluster in a schoo
community, is incredibly inmportant at an individual |evel
and at a popul ation |evel.

Q What are the nmarkers of resilience in a comunity?

A Things like the willingness and openness to tal k about
this stuff and to do that confidently and openly; the
ability to identify and tal k about what sonme of the signs
of stressors and emergi ng i ssues m ght be so that people
are aware of what they should be | ooking out for in

t hensel ves and ot hers; and obviously creating the pathways
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to services and supports in the community and in the
servi ce system when they' re needed.

Q You' ve spoken in your statenent about the inportance
of building resilience in the early years. Wat Kkind of
steps can pronote resilience in children, froma practical
per spective?

A In a practical perspective, it is nmaking sure that we
have an integrated systemthat actually supports at a
popul ation level and at an individual and a famly | evel
the kind of structures and interventions that actually do
support chil dhood wel |l being resilience and nental health
issues. At the nonent that system actually just does not
exi st .

So, for exanple, we need schools and early |earning
services to be literate in the signs and energi ng synpt ons
of nental distress and psychol ogi cal and behavi oura
i ssues, and we need the professionals working in those
envi ronnents to have, not only the know edge, but the
confidence to be able to know what to do, what to say, how
to work with famlies, when to work with famlies, but also
to have the pathways very clear to them about how to
support those young people, children and famlies towards
nore specialist support when they need it.

Beyond Blue is working with Headspace and Early
Chi | dhood Australia on a national initiative called Be You,
which is being rolled out to every school and early
| earning service in Australia. That was | aunched
| ast Novenber and there's been a really positive uptake
already, including in Victori a.

|"d al so say that, you know, workplaces are incredibly
i nportant.

Q Can | just stop you there, Ms Harman. Can we go back
to Be You and can we understand what it is?

A. Yes, of course. So, Be You is a framework, it's not a
program Prograns start and stop. This is a continuous

i mprovenent framework that is freely available to every
single early |l earning service, primary school and secondary
school in Australia. It is funded by the Commonweal t h,
delivered by a - devel oped by Beyond Bl ue and delivered by
Beyond Blue in partnership with Headspace and Early
Chi | dhood Australi a.
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Essentially, the franework consists of very, very
sinple to access, bite-size professional devel opnent for
educators that really gives themthe dosage of know edge
that they need - we're not trying to turn teachers into
counsellors or nental health professionals, but we know
that teachers are facing these issues in their classroons
every single day, so we need to equip themw th the
know edge, skills and confidence and know how about how to
have - know what to | ook out for, know to have decent
conversations with children and famlies and know where to
connect themto get the help.

This is free online accredited professional |earning,
so it links to the curriculum it links to the nati onal
standards for teachers.

Q Is the intention to equip teachers to detect the signs
of nmental distress, psychol ogical distress?

A Absol utely, and enotional and behavioural difficulties
in children as well. It's also supported by 70 real people
around the country, so it's not just in an online

envi ronnent .

Q How many school s have signed on to that progranf

A As at 30 June, we've had over 4,600 schools around the
country, over 1,000 of which are in Victoria, and around
2,600 early learning services, so that's in five or

si x nmont hs since | aunch.

Q How wi || the success or the effectiveness of that
program be eval uat ed?

A So we've started the evaluation already. The first
part of the evaluation was a fornative evaluation: did we
build this thing, did we engage well, is it a product that
wor ks for educators? Those findings have been very
positive. W're nowin the mddle of an inplenentation
eval uation which will start to nmeasure not only is this
being taken up in the ways we want it to be taken up, but
engaging with the users of the framework, what's working
for them and what's not and how do we i nprove our

i npl ementati on of the product.

W're then also working with the Departnent of Health
in Canberra, they're designing and conm ssioning a | onger
t er m out cones- based eval uati on which will |ook at the
mar kers of success. And, fromny perspective, that needs
to ook at things |like attendance and engagenent by

.04/ 07/ 2019 (3) 167 G K HARVAN (Ms Ni chol s)

Transcript produced by Epiq



O ~NO O WNPEF

children and young people with schools. Those are very
strong markers of, you know, the fact that they're able to
cope with adversity, even if they - with or wthout having
a mental health issue. And, it's strongly correlated to

t heir educational outcone.

So, if kids are present at school, engaged and
attendi ng, then we know they're nore likely to | earn, and
nmentally healthy kids |earn better.

Q Thank you. Do you know the period of time over which
the onger termevaluation will be tested?

A Well, we have - the neasure is funded for another -
the programis funded for another two years. That

eval uati on conm ssioned by the departnent is sort of
underway in ternms of its design and net hodol ogy. M/ hope
is that this is an initiative that is funded for the
long-term This is the kind of |ong-term popul ation

uni ver sal behavi our change programthat actually needs

| ong-term i nvest ment.

And, whilst this is a Commonweal th funded initiative,
my urging to this Conmm ssion and to Victoria is to not
duplicate it. This is being funded by the Conmonweal t h,
but to plan conplenentary investnents that actually dea
with and address sonme of the things that Be You uncovers.

So, for exanple, we know that educators are highly
stressed thensel ves, so psychol ogi cal supports for
principals, teachers, early |earning professionals, but
al so additional and nore accessible, nore speciali st
services for children and young peopl e.

Q Yes, thank you. Has Mental Health Australia
conmi ssi oned work through KPMs about the cost savings that
woul d be achi eved by reducing nental health issues in

chi | dhood?

A That's correct, and that was a report that was

rel eased | ast year, and fromnenory that report found that,
if we were to better address mental health issues in

chi | dhood, we could potentially save $48 billion a year.
Q And that was on a national |evel?

A Yes, that's correct.

Q Can | just return you to the question of soci al

determ nants. On the basis of your experience, including
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t hrough Beyond Bl ue and your previous roles, what do you
say about whether there is sufficient enphasis in nental
heal th policy on dealing with social determ nants of nental
heal t h?

A | would say there is insufficient enphasis. | think,
where we go to automatically through policy, whether that's
at a state or a national level, is the health sphere, and

we carve people up into bits of their lives and bits of
their experiences and bits of their needs.

W forget about the fact that this needs an absol utely
j oi ned up coordinated and i ntegrated response, not only
just within a jurisdiction: through justice, housing,
education, health, but also between the Federal Governnent
and state and territory governnents.

We need data that actually tells a picture and that is
| inked so that we can neasure how peopl e are doi ng across
all parts of the system and we need to re-engi neer the
systemso that it is actually about people. Quite often
the big investnments in nental health are | ed and desi gned
around providers, so people have to go to where providers
are, and the major investnents in Medicare through the
Better Access Schene, the PBS, giving people access to
af fordabl e nedi cations, and then the state and territory
speci alist nental health systens do not talk to each other.

Q W'l conme back to that in a little while, M Harnan.
One of the things you ve raised in your statenent in this
connection is the focus on short-termfunding and the
propensity to invest in pilots and then not plan for their
scaling. Can you el aborate on that?

A Yeah, we had soneone called a pilotitis yesterday. W
tend to - so, can you inmagine any part of a supply chain in
whi ch a supplier actually only receives 12 nonths worth of
fundi ng? How can you possibly plan, froma workforce
perspective, but nore inportantly froma service continuity
perspective, to create evidence, to create efficiencies, to
create integration: you just can't do that as a business,

| et alone as a service provider. | nean, that is the
experi ence of many, many NGOs and communi ty-based nent al
health providers in Victoria and across the country.

We also tend to throw noney at good ideas, and that is
a good thing, but we pilot themand then we don't
systematically, fromthe beginning, plan for, if they do
show prom se, to have them scal ed up; whether that's across
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a state or nore broadly.

So, we tend to start things, they show prom se, and
then they either die a | ong strangul ated death or they
di sappear conpletely, or they linp on trying to patch
funding together. And we know that there are sone really
fantastic energi ng new nodels of care out there that really
need an injection of long-termfunding certainty,
notwi t hstandi ng the fact that they need to prove thensel ves
as well.

But putting around them again, a neasurenent and
eval uation framework fromthe begi nning, and funding that
properly, a m xed nmethod of evaluation. So, not just RCTs
whi ch cone up with a binary, did this work, yes or no, but
m xed nmet hod that includes the voices of people with |ived
experience, so that we can not only answer the question,
did this work, yes or no, but why didn't it work or why did
that work so well and how can we do this better, how can we
continually inprove?

Q Thank you. Perhaps turning that question around
What in your experience are the key features that likely
make resilience nmeasures successful ?

A That |ikely make resilience neasures successful ?

Q Successful , yes.

A Again, it goes back to social determnants. It goes
back to the issues of a contributing life that Janet
Meagher was tal ki ng about yesterday. |It's about the best

start inlife, it's about having trust and confort and
routine, and stability fromthe nonment you're born, and
famlies, in particular those famlies who do face
adversity, having, you know, person-centred - that's one of
t hose phrases that we throw around a | ot.

Q It is

A But having a suite of services and supports, not just
nmedi cal services, but that actually are about saying to
that famly, actually what do you need? Wat woul d make a
di fference for you? Wat are the issues that are troubling
you the nost? And how can we support you and do the hard
work around you to join up a package of supports that
actually help you as a famly to overcone those
adversities?

A great exanple is, you know, Housing First nodel.
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Q Can you talk a bit about that?

A O course. So, let's get people in stable hones, and
often that is the point at which, when you have an address
and when you can afford to pay the rent or you can afford
to pay the nortgage, you have an address and you can use
that address to put on a resune and apply for jobs, you can
give that to Centrelink, you can give that to your socia
wor ker .

So, let's get people in stable affordabl e housing and
then start to work with that famly or that person to
resolve and deal with the other issues in their life that
m ght be causing them vul nerability: whether that is access
to good work, whether that is a health issue, whether that
is a mental health issue.

And agai n, those responses don't always need to be
nmedi cal responses. They can be about creating soci al
supports for people, they can be about providing | ow
intensity interventions provided by a new workforce that we
call coaches through Beyond Bl ue's New Access program

Q Can | just ask you what coaches are in that context?
A O course. So, Beyond Bl ue, about seven or

ei ght years ago, took a nodel that was proving to be very
successful in the UK the I APT nodel, and we adapted it for
the Australian context. W then trialled it in the rea
world in three | ocations, we did an i ndependent eval uati on
in a business case and now our job is to work with primary
heal t h networks, because this thing does work, to actually
get it scaled up.

New Access basically uses a new workforce that we call
coaches. These are people who do not have clinica
gual i fications, they are people who are enpl oyed | ocally.
So, for exanple, in a rural area we enploy farnmers, we
enpl oy people who are - you know, have been receptionists,
we enpl oy a whol e range of peopl e who understand the | ocal
envi ronnent and who can connect and communi cate really well
with people. W put themthrough a rigorous training
program and then the service is provided free. You don't
need a referral froma nedical practitioner. It can be
delivered face-to-face, it can be delivered online or it
can be delivered over the phone.

Q Can | just ask you to explain, what is the service
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that's delivered and howis it delivered?

A Sure.

Q So, if you are a consuner, how do you find the service
and what happens when you engage with it?

A So, fromthe start, the nmarketing pronotion is very
different. W do not talk about nental illness, we don't

tal k about depression or anxiety. W talk about - we give
out messages |ike, are you struggling with your

relati onshi p? Do you have noney worries? Have you just

| ost your job? Have you not had access to the kids for a
while? So that really draws people in because it doesn't

make themfeel like they're different.

What then happens is, you can literally pick up the
phone and call one of the services and make an appoi nt nent
to see a coach. You conme in, you have an initial
assessnment with a coach, and that is a very safe, well
desi gned assessnent. The coaches work with clinica
supervi sion, so everything a coach does is reviewed by a
clinician.

| f you are assessed as being eligible, | guess, for
the program and what | nmean by that is, if soneone is in
extrene or very severe psychol ogi cal distress, they are
stepped up to a nore appropriate service. |If they are
experiencing mld to noderate anxi ety or depression, they
then enter the program and they receive up to another five
free sessions with that coach

The coach works with the person to identify what their
issues are, and then, in a very practical way, using
cogni tive behavioural therapy techni ques, works wth that
person over those five sessions to teach themskills as to
how to deal with the issues going on in their |ives.

A really inportant feature of New Access is that every
singl e point of contact between a person and their coach,
t heir psychol ogi cal health and wel | being is nmeasured using
clinical scales, and that is recorded in real-tinme and
shown to the person and shared with the coach and shared
wi th the coach's supervisor, so that everybody can see how
that person is doing and then over tine those neasures are
recorded. So a person can actually see their inprovenent
and their recovery which is incredibly inportant.

During the trial period we saw recovery rates - so
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that's soneone with a "clinical caseness”, we call it, of
psychol ogi cal distress, so they are actually experiencing
quite often - these are not the worried well - they're
actual ly experiencing real synptons of clinical depression
and anxiety; by the tine they exit the programthey are in
recovery. So, we're seeing recovery rates of around

70 per cent now consistently.

Q So, where has this program been rolled out?

A This is part of the challenge and one of the points
that | wanted to nake today. This is a new nodel of care.
It is proven, it works, clinical outconmes are being
denonstrated. It's nowin 17 sites around the country. In
G ppsl and, for exanple, a service provider is being

conm ssioned right now. It's generally funded now by the
primary health networks. Beyond Blue |icences the nodel to
those primary health networks for free, so there's 17 sites
now around the country.

But the problemthat we're facing is that people don't
know about this service. Again, this is an exanple of, you
know, pilotitis, we've piloted this thing, we know it
wor ks, we know it's cost-effective, we know it's devel opi ng
a new wor kforce, but GPs are not necessarily referring to
it and people thenselves don't know it's avail able.

So we don't have the national infrastructure, in terns
of the workforce, the training, the data systens, but
inmportantly it's not valued, | don't think, as nmuch as it
shoul d be.

Q Over what period of tinme has it been evaluated so far?
A Vell, we piloted it for, | think, two and a

hal f years, back in 2015, 16, 17, | believe from nenory,
and then we did a rigorous clinical and econom c eval uation
t hat was i ndependent, and that evaluation |ooked at all the
data and the outcomes over that pilot period, and we

presented that evaluation in, | believe, 2017/18.
Q Just one final question about that initiative. You' ve
tal ked about a new workforce. |Is that a workforce that's

not the sanme as the peer workforce and it doesn't consi st
of clinically trained practitioners?

A That's correct.

Q It's sonmething in between?

A That's correct. | nean, | think it's really inportant
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to - it is not a peer workforce in the way that the peer
wor kforce is currently considered. Peer workers are people
with lived experience who nodel open recovery and ideally
work as part of a nultidisciplinary team

Thi s coaching workforce is everybody, it can be
anyone. The kinds of skills and qualities we |ook for in
recruitnment are great conmunication skills, life skills,
the ability to follow a program and not get too excited and
think you' re better than you are and go off on a tangent.
But a | ot of our coaches actually do have |ived experience
as wel | .

Q Can | nowturn to the question of early intervention
but perhaps before | do that, can | ask you about sone
term nol ogy. Can you distinguish, please, between primry
prevention, secondary prevention and tertiary prevention,
which | think are expressions you use in your statenent?
A Yes. And I1'd like to acknow edge the work of
Everym nd who devel oped a very good franmework for
prevention called Prevention First.

So primary prevention are the things that prevent
onset or the devel opnent of mental health conditions,
they're the things that keep us well and thriving in our
conmuni ti es.

Secondary prevention is the things that |ower the
severity or the duration of an illness or a nental health
struggle, and generally through early intervention
t echni ques.

Then tertiary prevention are the things that reduce
the inpact of nental ill-health, again ideally in the
community but also in nore acute settings. Things that
help us to recover, things that prevent the rel apse of a
mental heal th epi sode.

So, when we tal k about early intervention and
prevention, we often talk about themearly inlife, early

inillness and early in episode, and that's a really
i nportant concept because it's not just about keeping the
well, well; it's actually about equi pping people to dea
effectively with signs and synptons of distress or illness
when they devel op, and that al so goes to people who live
with severe and enduring nmental illness.
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Q Can | take you to the question of early in life. Wat
do you nean by early and what types of conditions do you
mean to refer to when you talk about early in life?

A It starts in the wonb and it starts in the famly
environnents in which children are born into, and then it
wor ks - you know, there's sone fantastic studies that track
how children thrive or otherwise in those critical first
three years of |ife and whether they start to show the
energi ng signs of behavioural or enotional difficulties,
and the correlation that then plays out in terns of their
risk of incarceration, their risk of living a life of
poverty, their risk of unenploynent or |ikelihood of

unenpl oynent. And we know from fantastic research

i ncluding by the Murdoch Children's Research Institute here
in Mel bourne, that the first thousand days of life are
really where we start to set down the factors and the
conditions that actually set us up for the rest of our
lives.

Q What's significant about the first thousand days?

A You' d have to ask soneone much smarter than me, but
that's what the Murdoch Children's Research - but again,
it's about those formative years. Fromthe nonent we open
our eyes and scream there are things, there are factors,
there are relationships that actually start to determ ne
how we think about our life and our identity and whet her
that's, you know - of course babies maybe don't have that
| evel of consciousness. But whether or not - how parents
cope with not only settling of children, good sl eep
patterns for children, healthy diets for children, the
warnth and affection that we show to children, those are
really formative.

And al so the rel ationshi ps between parents, often
i ncludi ng those who have their first baby; that changes
rel ationships, so how do we help parents through that often
quite turbulent time of having a child for the first tine.

Q Can | switch topics for a nonent and ask you about

wor kpl ace. In your experience, on the basis of the work
you' ve been involved in, do workplaces have a role in
preventing nmental illness and facilitating early
intervention in the devel opnent of nental illness?

A They absolutely do. Wat we need to keep renenbering
is that mental health issues start well before soneone
enters the nental health system They start in famlies,
they start in early childhood services, they start in
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school s, they start in workplaces; that's where we really
need to, you know, continue to focus.

So wor kpl aces: good work is really good for our nental
health. It not only pays the bills but it also gives us a
sense of neaning, a sense of purpose and a sense that we're
contributing sonething, and every day in workpl aces around
Australia, there are people who are living and worKki ng
extrenely effectively and productively with nmental health
conditions as Dr Blanchard said yesterday.

There are sone really positive things happening in
Victoria. The WrkWll program $50 million program is
really starting to roll out sone really interesting
initiatives, giving grants to a range of workpl ace
settings, so Art Centre Mel bourne for exanple, to help them
to design thensel ves the kind of workplace strategies that
are going to work for their enployees and produce, not only
great places where people | ook forward to going to and
spendi ng tinme, because goodness knows we spend enough tine
at work these days, but also they' re workplaces that are
hi ghly productive and show a really positive return on
i nvestnent on very sinple strategies that can be applied in
a wor kpl ace.

Q And, are you aware of any research about the
contribution of workplaces to the devel opnent or the

wor seni ng of mental health conditions where they don't have
t hose sorts of strategies in place?

A Yes. W conmi ssioned sone research by PWC a few years
ago which found that the cost to business in Australia

t hrough absenteei sm presenteei smand workers' conpensation
clainms, with worker's conpensati on cl ai m expenses bei ng, |
think, less than 1 per cent of that total cost, is

$11 billion in lost productivity. So, that's a big nunber.

We al so know that, through strategies that build a
nmental |y heal thy workpl ace environnent, those sane
busi nesses can see a return on average of $2.30 for every
$1 that they invest.

Q Can | take you back to the nunber you nentioned a
nonent ago: was that specifically related to absenteei sm
and the like in connection with nmental health conditions?
A Yes, so untreated depression and anxiety mainly. 1'd
also like to nake the point that we are doi ng nmuch better
in ternms of anxiety and depression and | think that
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evi dence cane out yesterday, that where we really need

busi ness and industry and workpl aces nore generally to step
up and get with the programis creating opportunities and
reduci ng discrimnation against people who live with severe
and conplex nmental illness; because again, these are people
who are incredibly contributing to our workpl aces.

Q Can | just take you back to the statenent you nade a
nonent ago about "doing much better in the workplace in
relation to depression and anxiety. What are you

conmpari ng? Wen we're doing better, conpared with what?
A. Look, | guess the best way | can describe that is in
my role. So, |'ve been at Beyond Blue for five years.
When | started at Beyond Bl ue, we had been working in

wor kpl ace nental health for a nunber of years but we just

| aunched a national initiative called Heads Up which gives
every business of any size access to a whol e range of
tools, evidence strategies, with support fromthree people
inny teamto actually inplenent individualised workplace
strategies for them

Wien | first started at Beyond Blue, | literally had
to smash on doors to be allowed in to talk to CEGCs and to
talk to boards and to talk to decision-nmakers within
busi ness and industry. Now | have to beat themoff with a
stick. You know, every week |'m speaking to these kinds of
groups, at least twice a week. W are inundated with
requests from busi ness and industry for support, for
gui dance about how they can devel op their own strategies.

There's a burgeoning industry of conferences about
wor kpl ace nmental health, so | think those are indicators
that we have, | guess, in a relatively short space of tine,
| think we're starting to win the argunment that the
responsibilities of enployers are not just to provide a
physically safe workplace but al so a psychol ogically safe
wor kpl ace, and business | eaders are starting to understand
that that's not just the right thing to do froma human
perspective, it actually makes good busi ness sense too; it
sets themup as an enpl oyer of choice.

Because, through our own studies we are as workers
| ooking for different things in our enployers. W're not
just looking for pay packets. The second nost inportant
factor that influences our choice as to who we want to work
for these days is actually the perception of whether or not
t he workplace is nentally healthy.
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Q Can | ask you where that conmes fronf

A That's again our own Beyond Bl ue conm ssi oned
research. So, we've done a lot of qualitative research
reaching out to both | eaders and deci sion-nakers in

busi ness and industry, but al so enpl oyees thensel ves. So,
that was a study we did, | think frommenory, in about
2016.

Q And, what was the popul ation that was studied in that
particul ar --
A. It was several thousand, yeah

Q Can you just repeat that, did you say the second nost
i mportant factor is --

A That's right.

Q -- is what?

A So, when we nmake a decisi on about who we want to work
for, the nunber one consideration for nost of us is
remuneration and conditions. The second nost inportant
factor in our decision-nmaking - and this cane out of our
study - is whether we believe that that workpl ace takes our
mental health seriously.

So, thisis areally stark differentiator for
enpl oyers who actually want to show | eadershi p, because not
only is it going to attract the best and brightest, it's
going to keep themtoo; and it's also going to reduce the
turnover of staff, it's going to enable those people in
t hose workpl aces and in those jobs to be confident in
di scl osi ng and speaki ng out when they are starting to
struggle or where they live with a nental health condition
and need sone reasonabl e adjustnents in order to maintain
their nmental health or to recover froman episode of nental
illness. It also neans that, you know, it has massive
productivity and participation flowon effects.

Q Do you know who the popul ati on was that partici pated
in that study?

A Again fromnmenory, | nmean, | can confirmthis with the
Conmmi ssion after ny evidence, it was pretty evenly split

bet ween those in the workforce and those in | eadership
positions in the workforce.

Q | see.
A. We also found quite a stark difference between those
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two groups where, you know, people |ike nme who think we
know everyt hing thought we were doing a pretty good j ob,
but our enployees actually agreed to disagree.

The other really inportant finding in that research
was that, when | eaders step up and lead on this stuff and
do that authentically and in a sustai ned way, not just a
tick the box exercise, that has a massive inpact on the
perceptions of their staff.

So, where a staff recognises or believes that their
CEO i s genuine about this stuff, they are four tines |ess
likely to take tinme off work for a depressive illness than
if they don't believe their CEOQO

Q W nmight ask you to make that study available to the
Conmi ssion, if you woul d.
A O cour se.

Q Just before we | eave workpl ace, can | ask you about
the disparity you nmentioned before about progress in
relation to depression and anxiety and nore conpl ex and
severe nental health issues.

A | think it goes back to sonme of the issues that were
tal ked about yesterday. Depression and anxiety are by far
t he nost prevalent nental health conditions in Australia:
about 3 mllion of us live with either one or both of those
condi ti ons.

We tend to still as a society believe that people who
live with schizophrenia, bipolar disorder, are somehow
different to us, and I think we've still got a long way to

go to break down that stigma and discrimnation just at a
popul ation |evel.

When you take that into the workplace it becones even
nore acute because sonehow, if on day 29 of a nonth - you

know, just say | live with schizophrenia - and then all of
a sudden on day 29 | disclose that; on day 30, sonmehow |I'm
seen differently. | mght have been doing a fantastic job,

| mght be really valued and respected by ny teammtes and
the people |I report to, but sonehow after |'ve disclosed
that | mght Iive with schizophrenia, now |I' munreliable,
' m fl akey, you know, |I'm potentially dangerous. So, we
have a | ong way to go.

Q Has Beyond Bl ue conmm ssioned research into that
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guestion?

A No, we haven't, we haven't. Qur mandate is to really
focus on depression and anxiety and suicide prevention, but
we are cheering on our colleagues |ike SANE who are doi ng
fantastic work to try and neasure this.

Q Alright, thank you. Can | ask you just one question
about Beyond Blue's work in connection with suicide
prevention?

A Yes.
Q This is a topic which we'll be considering in greater
detail later on in the Commission's work. You've said in

your statement that:

"Beyond Bl ue is advocating with many others
for a universal system for suicide
prevention so that all people at any tine
at any place can get proper support they
need when they're feeling suicidal. Such a
system shoul d take a social determ nants
approach, recognising that suicidality is

i nfluenced by conmunities, relationships
and a range of socio-economc factors."

There's a nunber of things rolled up in that. Can
ask you, specifically in connection with what you' ve called
"a universal systemfor suicide prevention", what do you
nmean by "a social determ nants approach"?

A Again, it goes back to not just thinking about suicide
prevention in a nmental illness paradigm There is a
rel ati onshi p between nental health issues and ill nesses and

sui cide risk and suicidal behaviour: absolutely
i ndi sputable, but it's not linear and it's nore conpl ex
t han t hat.

So we know, for exanple, that people who think about
sui cide or attenpt suicide, or indeed die by suicide, many
do live with nmental health conditions; but sone don't, and
it can be those tipping factors in life that actually cause
sui ci dal distress.

So, for exanple, honel essness, |osing your job, living
in extrene poverty, or you're just not able to put food on
the table or pay the rent; relationship breakdowns, these
are the life stressors that can massively contribute to
sui ci dal behavi our and suici de attenpts.
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Q And, when you say "universal systeni, what do you have
in mnd specifically?

A So, there's a nunber of conponents to that and | think
the starting point is at a population health |evel.

Simlar to what we have done with, you know, talking about
depression, for exanple, we need to change the conversation
about suicide prevention, and we need to do that with

confi dence. Because we know that - and again | wll refer
to a study conm ssioned by Beyond Blue and rel eased in 2016
t hat was conducted by Ml bourne University and Wereto
Research, that surveyed in a m xed nethod around 3, 000
everyday Australians, and that included a few hundred
peopl e who had had recent experience of suicide or suicidal
behaviour; so they'd either attenpted, they'd been
bereaved, self-harned in the previous 12 nonths.

What we found fromthe general conmunity is a |level of
concern that was really, really strong about suicide, so
the comunity's deeply concerned, but feeling quite
i mpotent in nmany ways about their role in playing a role in
sui ci de prevention.

They want to, that's what they told us: we want to do
the right thing, we want to be part of the solution, but
there's still some real nyths that exist which are
preventing people from playing an active role.

So, for exanple, 50 per cent of people who
participated in that study believe that you need to be a
heal t h professional to have a conversation with soneone
about suicide, soneone that you m ght be concerned about.
That is not true.

About 30 per cent believe that, if you talked directly
t o soneone about you bei ng concerned about them being at
ri sk of suicide, you woul d rmake things worse or you would
sonmehow put the idea in their head. That is not true.

And inportantly, the people with |ived experience of
sui cide and suicidality told us, in no uncertain ternms,
t hey want people to be talking to them about this, but they
don't want - they want people to ask the questions and then
they want themto shut up and listen with enpathy, but
knowi ng that soneone cares is really inportant to help
someone through a suicidal crisis.
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So armed with this research evi dence we have been
col l aborating with six other national nmental health and

sui ci de prevention organisations to create a - | guess a
canpai gn cal |l ed #YouCanTal k whi ch uses social nedia as its
channel. Really what we're saying to the community is you

can tal k about suicide, you can tal k safely about sui cide,
you don't need to be a professional, these are the
guestions you can ask, and this is what you do when you get
a response. This is what to say, this is helpful, this is
unhel pful things to say.

So, we actually are hel ping people to grow in
confi dence and to know what to do, but inportantly what to
say; that's the level of literacy we're dealing with, so
that is one thing that we need to do, we need to encourage
t hose conversations because quite often that can be a
turning point for people.

W al so need a systemthat supports people in
pre-suicidal distress. Wat we know fromlived experience
but also research is that, quite often there is an
escal ation path to when people reach suicidal crisis, and
there are flags that actually are in existence. So, how do
we actually support people early, to teach them about the
si gns and synptons?

But also create, for exanple, lowintensity
i nterventions, these kind of New Access coaching type
t hi ngs, which again help people to, in very practical ways,
to deal with their suicidal - potential suicida
behavi ours.

How do we keep people safe by using safety plans? And
t hose can be done on your smartphone now with Beyond Now
safety plan app, which is a personalised plan that you can
make and share with your health professions and your
friends and your famly.

Q How wi dely spread is that and has it been actively
rolled out?
A Yes. W |aunched that, again, | think about three
years ago: about 25,500 suicide plans have been nade by
Austral i ans.

Q And what is a suicide plan?
A So, it's a very sinple step-by-step process that you
use - it's an app that you download for free and it
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basically takes you through about four or five steps which
firstly identify what your suicidal triggers are. Then it
asks you questions about, and what are the things that help
you to - remnd you to keep living? Wuo are the people
that you trust that you can call on and you can enpower to
be part of your solution to keep you safe? And
inmportantly, what are the crisis nunbers that are
hard-wired into this app for you to deal wth?

So, really it's just a process that you can work
t hrough st ep-by-step when you are in suicidal crisis that
hopeful | y draw you back into Iiving. Because we know that,
for many people, these feelings do pass.

Q How have you eval uated how that's worki ng?

A Vel |, predom nantly through user feedback. It was
built on very, very solid evidence, including the support

of Barbara Stanl ey, Professor Barbara Stanley fromthe US
who's been working in evidence-based suicide planning for
Veterans, in particular in Defence personnel in the states,
and those are often paper-based approaches. So, we've
taken all of those evidence and those pat hways and put them
into an app.

The ot her thing about the app, we've just enhanced it
so that you can actually put photos in, so you can actually
save a photo of sonmeone that - you know, maybe it's your
son or your daughter. You can put nusic in, maybe it's a
soundtrack that you listen to that actually hel ps you to
kind of either distract you or calns you down, so very,
very practical things.

W' ve done a bunch of qualitative surveying of users
to help us to do that |atest enhancenment, and obvi ously we
| ooked at the activity nunbers, so the nunbers of
downl oads, the nunbers of plans actually nmade, and we al so
encour age people to share those with their health
professionals and fam |y and support networKks.

Q And how | ong did you say that's been going for?
A | believe we launched it in 2016/ 17, around that tine.

Q What's the thinking about the utility of having it
avai | abl e on an app?

A Well, you can be pretending to be | ooking at dog -

pi ctures of your dog, you can be at the bus stop, and quite
often these are places where people are facing suicidal

.04/ 07/ 2019 (3) 183 G K HARVAN (Ms Ni chol s)

Transcript produced by Epiq



O ~NO O WNPEF

crisis. So, it's a very discreet way of accessing
sonething and it's there. | nean, many of us are so, you
know, |inked to our smartphones these days, they are in our
back pockets constantly, they are at the side of our beds
when we go to sleep at night, so it's there and it's in a
formthat we're very famliar with and that we can easily
access, and again, in a discreet way.

Q Thank you. W' ve asked you a nunber of questions
about what needs to be better done to address the
determ nants of nmental illness and assist in early

intervention and prevention. One of the things you ve said
in your statement is that:

"A consistent thene in the analysis in

whi ch Beyond Bl ue's been involved is that a
significant challenge is collecting and
linking the right data across jurisdictions
regularly and in as real-tinme as possible,
anal ysing patterns and trends and |inking
service funding to | evel s of demands and
out comes. "

What, on the basis of the information available to
you, are the nost significant gaps in data gathering
insofar as that relates to Victorian health services?

A Sure. Could you indulge ne and allow ne to just add
one nore thing to the universal suicide prevention systenf

Q Yes, of course.

A | think the other really strong evidence is for new
nodel s that are based in the conmunity to assist people who
are in suicidal distress or crisis. At the nonent al
roads | ead to energency departnents and there are a nunber
of energing and established nodels - what we call safe
spaces in the community - there's a great exanple at

St Vincent's in Mel bourne, the Safe Haven Café; there's a
great exanple in Aldershot in the UK and there's sone
fantastic work being done by the Red Cross and Wesl ey

M ssion in Brisbane. These are places and spaces in the
community that give people alternatives to going to an
enmergency departnment; they give alternatives to paranedics
for people in suicidal crisis than going to an energency
depart nment.

| need to clarify, if people are facing
life-threatening injuries, then of course they need to be
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transported to an energency departnment. But what we know
repeatedly fromstudies, but also the voices of people who
live with suicidal crisis regularly, is that they don't
want to go to enmergency departnents. These are pl aces
where there is hard surfaces, there's bright Iights,
there's lots of noise, and these are factors that often
escal ate their psychol ogi cal distress, and where the

i ncredi bly busy professionals quite often don't have the
time that's needed to sit with enpathy with sonmeone and
actually work with them over an extended peri od.

So, if we can create alternative spaces in the
communi ty that have great governance, that are linked to
clinical services when they need to, but that are peer-|ed,
we know that these services are growng in their evidence
and that they have the potential to significantly reduce
costs to the health systemthrough re-adm ssions,
representations, the cycling of people in and out and
presentations to energency departnents.

Q While we're on that subject, Beyond Blue's recently
done sone work with presentations to ambul ance services
with men?

A. Yes.
Q Did that work reinforce coments you' ve just nade?
A Look, it absolutely did. It showed - so six states

and territories shared their anmbul ance data with Turning
Poi nt, our partners in the research study, including
Victoria, and they tracked over several years the nunber of
call -outs and presentations and transportations of

anmbul ance services for nmen suffering acute nental health
crises and al so suicidal crisis.

We know around Australia 82 anbul ances are call ed out
every day, to nmen only, in suicidal crisis. That's about
three tines the level of data that are collected by
energency departnments in hospitals. So, you know, the
official data is really just showing the tip of the
i ceberg.

We know fromthat study that only about 14 per cent of
paranedics felt that they had had sufficient training in
how to deal with this and we need to address that.

It al so showed that about 42 per cent of those nmen had
call ed an anbul ance at | east one other tine in a 12-nonth
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period, and 7 per cent - | think 7 per cent - of nen in
that group had called an anbul ance ten or nore tines.

So, there's the constant cycling and re-presentation
to energency departnents and then just the letting go of
t hose people into the circunstances that often added to
their suicidal distress.

Q Thank you. | asked you a few nonents ago about gaps
in data collection.

A Yes.

Q Is there a particular point you wanted to nmake about
m ssi ng dat a?

A Look, | think the main point is that, we have these

big investnents in big parts of a systemthat don't talk to
each other, and that's, you know, cross-jurisdictional but
also intra-jurisdictional, and the data linkage is
incredibly inmportant, | think, so that we can start to
track, you know, the correlation and the outcones around
the |link between secure housing, for exanple, and access to
mental health services.

But inportantly, we're neasuring the wong things,
we're collecting the wong things; we're collecting |ots of
activity data so we're collecting - you know, this is
important, the rates of re-adm ssion and the |engths of
stay in hospital for exanple for nental health reasons.

But that actually doesn't tell us - it's the outcones
for those people who have been through that system and
i ndeed, whether or not soneone is alive or dead 12 nonths
later, to put it really frankly; | nean, those are the
ki nds of things that we actually don't neasure because we
have the inability to track people in real-tine and to know
whet her or not an intervention actually worked: whether or
not we put the social and the health supports around a
person to enable themto cope and to recover and to |ive
well and thrive in their community or not.

Q Can | just ask you what you nmean by "the ability to
track people in real-tine"?

A So, for exanple, we have no idea - so our national

sui cide data, for exanple, is - by the tine we get it, it's
two or three years old. There are enmerging suicide

regi sters which do collect suicide data in nore real-tine,
and that's a great thing.

.04/ 07/ 2019 (3) 186 G K HARVAN (Ms Ni chol s)

Transcript produced by Epiq



O ~NO O WNPEF

But again, you know, having surveillance systens that
are far nore real-tinme, that are nore | ocalised, that
enabl e | ocal services, communities, first responders,
health services, nental health services, schools, to be
identifying enmerging clusters of suicide, for exanple, and
then to w ap-around supports for a school comunity, for
exanpl e, where there m ght be a spate.

Q Thank you. Can | finally ask you this: you have said
in your statenent that, in response to our question, "Wat
are the nost significant challenges facing the nenta
heal t h systenf":

"The first challenge is a lack of long-term
inter and intra governnent design and

pl anning and lack of clarity of roles and
responsibilities. This is exacerbated in
times of fiscal constraint and by el ectoral
cycles.”

Can you el aborate on that?
A The one point | would really like to urge or plead the
Conmi ssioners to think about is, we have an unprecedented
opportunity with this amazing Comm ssion in Victoria to be
wor king with and al ongsi de a Productivity Comm ssion that's
happening at a national level; that is |ooking also at the
whol e system

Part of the challenge - and, you know, | speak from
experience as a recovering public servant, is that, you
know, we very often design systens around us and we design
systens that again categorise parts of people's lives, and
that are around politics and policy decisions that are nade
around fiscal circunstances.

Can | plead that we use this opportunity where you
actually work with your coll eagues at the
Productivity Commission to fix all parts of the system and
| think it would be an extraordinary thing if that were to
happen and there be sonme national policy decisions taken
for genuine systematic change that then can be inplenented
in a Victorian sense as well.

So, how can the Commonweal th and the Victorian
governments be working together to show that we can do
this, because we know what we need to do. It's actually
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just - it is conplex, it is painstaking, but we can do it
if I think we put aside politics, we put aside short-term
funding cycles, we put aside electoral cycles, and we say,
nmul tiple reviews have told us to do these things.

It is about structural change, it's about new nodels
of care, it's about new nodels of thinking. Let's cone
t oget her as governnments and let's plan at | east a decade
worth of plans. Let's actually put accountabilities in
those plans. Let's actually decide the sequencing of the
things that we're going to do first, knowing that that's
not going to nmake everybody really happy, but we've got the
l ong-termplan to get there.

Measur e success, hold your - set targets, be
accountabl e, but inmportantly let's let this thing survive
the slings and arrows of electoral cycles, because people
and fam lies have been asking for this for a long tinme and
| think it's incunbent on all of us to be part of that
| ong-term pl anni ng and sol uti on.

M5 NI CHOLS: Chair, do the Conmm ssioners have any
guestions?

CHAI R No, thank you very nuch.
M5 NI CHOLS: May Ms Harman be excused, please?

CHAI R: Pl ease be excused, and thank you very nuch for
your contribution this norning.

<THE W TNESS W THDREW

M5 NI CHOLS: The next witness is Professor David Forbes.
| just wonder whether we mght have a short break; is that
conveni ent ?

CHAl R: Yes.

SHORT ADJOQURNVENT

VM5 COGHLAN: Comm ssioners, the next witness i s Professor
Davi d Forbes, and | call hi mnow.

<DAVI D FORBES, sworn and exam ned: [ 11. 30am
M5 COGHLAN: Professor, I'Il just ask that you nake
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yoursel f confortable there and get in a position so that
you can be heard in the m crophone.
A Ckay.

Q Thank you. Professor, you have made a statenment with
t he assistance of the Commi ssion, have you?

A | have.

Q | tender that statenment. [WT.0001.0012.0001] You
professor, are a clinical psychol ogist?

A That's correct.

Q And you're the director of Phoenix Australia Centre?
A That's correct.

Q The official nane is Phoenix Australia Centre for
Posttraunmatic Mental Health?
A That's correct.

Q And we'll just refer to it as Phoenix, but that's the
of ficial nane. You' ve been an enpl oyee of Phoeni x since
19997

A That's correct.

Q Appoi nted as deputy director at that tinme?

A. Correct.

Q And director in 2011?

A. Correct.

Q You are a professor with the Departnent of Psychiatry
at the University of Ml bourne?

A That's correct.

Q And you have a strong background in research, having
aut hored over 160 publications?

A That's correct.

Q Can you tell the Comm ssion, please, about your
expertise in the field of psychol ogical trauma?

A So, ny experience and expertise in the field of
psychol ogical trauma, as a clinician, as a researcher and
as a practitioner working in the field. Speciality in the
assessnment and treatnent of mlitary and veteran nental
health, first responder mental health, but then nore
broadly also with community nmental health and traung,
assault and sexual assault survivors, donestic violence
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survivors, natural and man-nmade di saster survivors; that's
exanpl es.

Q Just in relation to Phoenix, it's a not-for-profit

or gani sati on?

A That's correct.

Q And it's affiliated with the University of Ml bourne?
A Correct.

Q What's its mssion?

A. The m ssion of Phoenix Australia is to inprove

out cones for those who are affected by trauma across the
Australian community, working with individuals, working
wi th organi sations, and working with communities nore
general in ternms of supporting their recovery in the
aftermath of trauma exposure.

Q Phoeni x has three distinct arns in ternms of the work
that it does?
A. Correct.

Q Can you pl ease just detail what they are?

A So, there are three arns to Phoeni x: they' re distinct
but we would see themas interacting and relating to each
ot her .

The first armis around research and eval uati on, and
that is really trying to better understand the nature of
the nmental health effects of trauma: what's the
phenonmenol ogy, what's the experience of trauma, how can we
better understand that, as well as research pushing the
dial forward in terns of the inprovenent of interventions
and treatnents for trauma.

Q And that's al so considering new interventions?

A That's considering new interventions, it's testing
existing interventions with different trauma exposed peopl e
with PTSD, as well as testing new intervention, from
prevention, through early intervention, through the
treatnent of conplex nental health problens follow ng
trauna.

The second line is what we call our policy and service
devel opnent area and that's really working w th devel opi ng
nati onal benchmarks for the treatnent of posttraumatic
stress disorder and other trauma rel ated di sorders. So,
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t here we devel oped the National Cuidelines, the Australian
National Quidelines for the Treatnent of Posttraumatic
Stress Disorder through the NHVRC with the engagenent of

t he health professional colleges, and that becones a
benchmark that we work with organi sati ons whose nenbers are
affected by trauma in the line of the work they do: that's
mlitary veterans, those who work in national security,
first responders around the country, those exposed to
occupational violence for exanple, as well as benchnmarks
for howto work with communities in the delivery of what
best practice treatnment |ooks |ike.

The third arm of Phoenix is a workforce devel opnent or
a skilled devel opnent arm and that really takes what the
evidence is telling us, it's telling us what the best
practice is telling us, and then inplenenting that with
organi sations and with service providers in training and
t eachi ng what best practice treatnent skills |ook |ike and
then the delivery of those best practice treatnment skills;
that's both at the provider end, providing clinica
treatnent, and al so to organi sations about what best
practice is for caring for one's own nenbers who are
af f ect ed.

Q And that can be as sinple as training managers and
supervi sors?

A Correct. So, wthin the organisations, we'll train
t hose who provide clinical care in best practice
treatnents, but we'll also train nanagers and supervisors

right up through the organisations in how best they need to
provi de support and gui dance to their own nenbers who are
affected within the organi sati onal frameworKk.

Q At present, does that focus on, as you' ve said,
organi sati ons where their enployees m ght face traum?

A So, predominantly it has. So, those kind of

organi sations are, for exanple, Defence, those in national
security, so a whol e range of organisations working
nationally and under the unbrella of Hone Affairs:
Australian Federal Police for exanple, border protection,
custons border protection, and also at first responder

| evel s around the country: police, anbulance, fire

bri gades, and all nmanner of organi sations who are exposed
to trauma in the line of work that they do.

Q Can | ask you a question about what psychol ogica
trauma is, and will you address in your answer the clinical
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definition as well as perhaps nore what people m ght
understand in their day-to-day lives as to what
psychol ogi cal trauma m ght be?

A Sure. When we're talking lay | anguage around

sonmet hing being traumatic, we usually nmean an event that's
caused us an enornous anount of distress or an overwhel m ng
amount of distress.

In the nental health field specifically, trauna has
quite a specific neaning or definition. And when we're
tal king about trauma within the nmental health field, we're
tal ki ng about nore specifically an event that's threatened
a person's life or their physical integrity that they
experienced or witnessed, or a part of via sone other
means, for exanple el ectronic neans.

Soit's alittle bit different to the word we use for
trauma in the general community, which is about a very high
enotional inpact event. |In the nental health space we are
tal king about fairly specific kinds of events when we're
tal king about traumatic, potentially traumatic events.

Q Just to break that down: in the field it does have a
particul ar definition which neans that a person nust have
been through an event that either threatened their life or
t hreat ened their physical or psychological integrity?

A O witnessed, or witnessed those events, yeah.

Q kay. So, can | ask you about that in ternms of, can
you expl ain nore about how a witness mght be inpacted by

t hat ?

A So, certainly when you're exposed to events it stil
has the simlar psychol ogical inpact. So, for exanple,
commonly reported it would be, for exanple for ambul ance
menbers com ng across the horrific scene of a car accident,
or in the aftermath of conbat or conflict, actually being
exposed to the aftermath of horrendous death and
destruction followi ng a humanitarian di saster or a natural
di saster, community nmenbers or energency services or first
responders being exposed to the aftermath. So, one is
being init; the other is also being exposed to seeing
horror and suffering occurring or having occurred to others
has a significant psychol ogi cal inpact al so.

Q And so, is the situation where it happens to soneone,
that's called indirect - sorry, that's called direct?
A. Yeah, so where it's direct or where you're part of the
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experience where you're witnessing it.

When we tal k about indirect, we're tal king about where
you're part of the experience but you re not physically
present. So, for exanple, for people who work on cal
centres for exanple, 000 call centres, they' re not
physically present at the event which can be a major life
or death experience that's going on at the tine, but
they're part of it by virtue of the fact that they're
actually transmtting information in real-tine.

So, really inportant is that, you don't have to be
physically present where you're to be part of that event
where you're participating by el ectronic neans, for
exanpl e.

Q And that then, you mght be - there m ght be indirect
traunmm i n those circunstances?
A. Correct.

Q What about a situation then of sonmeone watching an
upsetting event on the news: would that | ead to indirect
trauma in this definitional sense?

A So again here we're distinguishing between - so, the
definition of trauma and what m ght be extrenely
enotional |y distressing.

So, for exanple, watching 911 happen in real-tinme is
extrenely distressing, particularly not knowi nhg what was
going to happen next as well, but it wouldn't technically
neet the criteria for traunmatic exposure in relating to the
specific kinds of nmental health problens that m ght energe
fromthat.

Again, it's areally inportant distinction, which is
what it's not doing is dimnishing the enotional inpact of
t hings that occur outside of that definition, but it's
saying that they tend to have a slightly different clinical
presentation fromthose that m ght neet the nore strict
trauma definition, is the clinical presentations of those
| ook different to other kinds of enptionally demandi ng or
i mpactful events outside of the trauma space.

Q kay, so just in terns of considering psychol ogi ca
trauma in the way that you' ve described it, can you just
gi ve an exanple of the type of events that mi ght be
traumatic in that definitional sense?
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A Sure. So, common is physical and sexual assault,
survi ving disaster, natural disasters, man-nmade disasters,
donesti c viol ence, childhood negl ect and abuse; nore
broadly, issues in relation to conbat or exposure to horror
or death occurring for others, all those kinds of events
are potentially traumati c events.

| nportantly, evidence tells us that about 70 per cent
of Australians have experienced a potentially traumatic
event at sone stage of their lives, soit's very comon to
actually experience a potentially traumatically event at
sonme point in your life. And that data is consistent with
what we see internationally as well.

Q Just before we get into further discussion about the
potentially traumatic event, can | just take you back to
the kind of things that you were describing that may be
traumatic for people. So, for exanple, if there's sone
ki nd of sexual or physical abuse, just taking that as an
exanpl e, you would call that a traumatic stressor?

A Yes, | woul d.

Q |s there a difference between things that m ght be a
primary stressor and then a secondary stressor?
A Sure. So probably a clear exanple of primary and

secondary stressors, take for exanple a natural disaster
bushfire, floods, so we'd see that as a primary stressor,
primary traumatic stressor. Then there's a whole series of
what we'd call secondary stressors that occur afterwards,
which is your loss of incone as a result of that event,

your | oss of your home as a result of that event,

navi gati ng your financial future, navigating wth insurance
conpani es to be able to rebuild and reconstruct your hone,
the I oss of your social network. Al of those things are

t he secondary stressors that can flow on fromthe prinmary.

Really inportant is that these secondary stressors
further increase the risk of devel oping nental health
problens in the aftermath of these events.

Q Are there also other types of the secondary stressors
internms of the things that mght flow on froman event?
A Sure. So, the other kinds of secondary stressors are

the way that people respond to you afterwards al so. So,
after an event, for exanple, where we're tal king about
sexual or physical abuse, the degree to which others -
you're blaned for that event or feel like you' re ostracised
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in tal king about that event; engaging in a |egal process

whereby you feel like it's an adversarial process and
you're nmade to have to justify your experiences, all those
are the kinds of what we m ght call interpersonal or social

secondary stressors that m ght occur afterwards that again
ranp up the risk of developing a nore serious nental health
response to the primary event.

Q Can you just please describe what conplex traumatic
trauma is?
A So, we use the word conplex trauma when we're talking

about traumatic events that are repeated, so where they've
occurred a nunber of tinmes, and al so where they have gone
over a course of a nunber of years, and al so where they are
i nterpersonal in nature; so ongoing physical or sexual
abuse, donestic violence, kidnapping, incarceration,
interrogation, those kind of events are the kind of events
that lead to - kind of events we tend to classify as
conpl ex trauma.

Last year there's a new diagnosis cane out in the
international classification of diseases which is actually
conpl ex PTSD as a new di agnosi s recogni sing different kinds
of trauma exposures that fit the criteria of conplex
exposure.

Q What about the concept of devel opnental trauma in
chil dren, can you just describe that, please?

A So, in children, obviously where they' re experiencing
t hese kinds of events we describe this as devel opnent al
trauma where the child s been exposed to kind of ongoing
abuse, neglect, and the abuse being physical or sexual
abuse, so particularly at critical stages of life this can
have a highly significant inpact on nental health recovery
goi ng forward.

So, when we think about conplex trauma and we think
about conpl ex PTSD, ongoi ng chil dhood abuse, physical and
sexual and negl ect, are core features in what we woul d
routinely be first off thinking about in relation to those
difficulties.

Q W heard from Georgi na Harman this norning about
psychol ogi cal trauma being a determ nant of nental illness;
that nmay be evidence that you heard. What are conmon

di sorders that can flow fromtraunmatic events?

A. So, the nost common nental health problens that woul d
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flowon fromtraumati c events are posttraumatic stress
di sorder and depression; we al so see other anxiety

di sorders, |ike panic disorder, agoraphobia, substance use
di sorders, and in the nore - it also is a risk factor for
nore severe nental illness, |ike schizophrenia, bipolar

di sorder and severe - like, significant personality factors

such as borderline personality disorder

But it's probably inportant to say that depression and
posttraumatic stress disorder are the nbst common, and in
fact posttraumatic stress disorder is the second nost
conmmon nental health disorder in Australia. So, we have a
current preval ence rate of about 4.4 per cent, which neans
over a mllion Australians in any given year experience
posttraumati c stress disorder

Q Earlier on you nentioned the phrase "potentially
traumatic event", | want to ask sone questions about that
now. It's the case, isn't it, that not everybody will go
on to develop sonme kind of disorder or illness followng a
potentially traumatic event?

A. Yeah, that's correct.

Q And so, what are the factors that m ght contribute to
whet her sonmeone does?

A kay. And, hence we call these events - (phone
rings).

Q dadit's you.

A My apologies, I'd sworn that was off. M apol ogi es,
Conmi ssioners. Wen we think about potentially - we call
the termpotentially traumatic events because, for exactly
the reason that you've nentioned, but the reality is that
not everybody devel ops a nental health disorder or problem
in the aftermath of exposure.

There are three levels of risk factors we think about:
we t hink about who |ikely devel ops and who doesn't. Sone
of those are pre-event risk factors, some of themrelate to
the event itself, and sonme of themrelate to what happens
af t erwards.

When it comes to pre-event risk factors, they are kind
of pre-existing biological vulnerabilities, they have a
pre-existing history of mental health problens, they have a
previous history of exposure to trauna.
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When it comes to the event related factors, these
beconme nore conplex. So, the event related factors fal
into a range of canps. So, one is the degree to which your
life is threatened, the degree to which you think you're
going to die is a significant factor in terns of increasing
risk.

The degree of physical intrusion into your physica
integrity, so sexual assault increases the |evel of risk.
The degree to which - how long it goes on for, so duration
of the event increases risk; how many tinmes things happen
increase risk. So, those things increase the |ikelihood of
devel opi ng probl ens.

The other part are issues that we call predictability
and controllability, which is to what degree did you fee
i ke you had sone control at the tinme and to what degree do
you feel like it's predictable. A kind of a routine or
si nmpl e exanpl e woul d be, being assaulted for exanple
wal ki ng down the street at night in a street that you knew
to be the nost dangerous street in Victoria, conpared to
bei ng assaulted in a very simlar way watching tel evision
in your back roomat home and soneone cones through the
back w ndow.

So, those events, the assault nmay be the sanme, even in
the [ evel of severity, but the inplications in terns of the
i mpact on you, what your belief is about safety in the
world and predictability of the world and your capacity to
control events around you change dramatically.

The other part of events that are inportant is the
reaction at the tine, and the two reactions at the tinme
that tend to heighten risk are: naturally enough when we're
t hreat ened our body's alarm goes off and we get what we
call hyperarousal, which is extrenely keyed-up. How
keyed-up we get and how | ong that goes on for, the degree
to which it settles or doesn't settle is a really inportant
predi ctor.

O the opposite, whereby we short-circuit and we
switch off enotionally and feel nothing, where we feel
di stanced or separated fromthe event and feel |ike we're
wat chi ng the event from outside where we feel |ike we'l]l
shut that off or shut that down, and that's what we cal
di sassoci ation, so those kinds of reactions also give us a
clue as to risk.
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The last group of factors is what happens after the
event, and the two critical elenents there are the degree
to which there is an ongoi ng experience of stress. So, for
exanpl e, com ng back to the exanple | gave you before about
primary stressors and secondary stressors: in the aftermath
of a natural disaster when we're having difficulty, where
we' ve | ost our income and we're dealing with insurance
conpani es and having troubl e rebuil ding our home, where
you're having difficulties regaining your enploynent, those
ki nd of secondary stressors considerably ranp up the ri sk.

The ot her key factor is social support, the degree to
whi ch we have others around us in the aftermath of these
events that provide support; with whomwe can talk, with
whom we can share, with whom we can process this event and
who provide us with enpathic and caring responses rather
than critical, negative and judgnmental responses.

So, those factors predict - it's probably really
i mportant to say, when we have done neta-anal yses which is
anal yses that have pooled all of those risk factors
together, the factors that cone up strongest are, once we
start to ranp up those event-related risk factors, that
becones a key determ nant; but the next one down the I|ist
is not what you were |like before, it's the kind of supports
that occurred afterwards, both in terns of stressful events
and support.

From our perspective as an organisation, as
i ndi vidual s focused on inproving systens, that's good news
because that's an area we can do a | ot about. W nmay not
be able to do a lot in the clinical space or in the service
space al though this Comm ssion will in relation to the
nature of the social determ nants that Ceorgie was
outlining earlier.

But what we can do is do a |lot to support people
afterwards, and we know we can get an enornous bang for
buck in terms of inproving and supporting people in the
aftermath of exposure and that can nake an enor nous
difference in the ternms of the trajectories of their
recovery afterwards.

The first words that are said to you after you're
exposed to an event like this can make a huge difference in
ternms of your belief about it, your attributions about it,
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the degree to which you felt it was your fault or not,

the degree to which you felt you did the right thing or
not, because in those first few hours or days, that nenory
is still bubbling around in your head and you're not quite
sure what to make of it and you are very sensitive to what
t he people around you say and that has a role in formng
the way that you think about it.

Q |"mgoing to ask you a bit nore about that shortly,
but really, just to summarise the factors that contribute
to the devel opment of sonme kind of, | guess, an inpact on

soneone's nental health, you've said pre-event risk
factors, event-specific risk factors, and then finally the
post-event risk factors, and is it the case that, of those
three, the only one that can be controlled is the
post-event risk factors?

A. Look, that's true depending on where we sit: obviously
there's lots that we can do as a society to try and
mtigate as a society the social determ nants, there's lots
we can do to try to mnimse the experience of violence in
the community, so there's a lot we could do to try and ranp
down what the exposures are |ike and there's an enornous
anount that we can do there in ternms of reducing violence
inall its shapes and forns.

From a nmental health service system perspective,
that's right, that's where we really cone into - which is,
what do we do afterwards? And that afterwards neans in the
i medi ate afterwards, through to years, decades down the
track in ternms of ongoing chronic nmental health problens.
So, there's a lot we can do in that after space.

Q What can you say about whether factors such as

i ndi vidual resilience inpact on the risk of devel oping a

di sorder?

A Look, resilience is a termthat was used and was
outlined earlier, it kind of tends to nean different things
and it can get a bit tautological in its definitions,
really. Wen we do think about resilience we think about

i ndi vidual factors, social factors, systematic factors that
build an individual and conmunity's capability to be able
to flow and respond to a traumati c exposure and to either
mai ntai n functioning or regain functioning.

The reality is, in the evidence base at the nonent, is
there's we, our colleagues internationally, there's |ots of
people in the context of trauma working in this area and
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the reality is the evidence base is growing but it's not
very strong. So we don't - we are confident about what we
are suggesting but we don't have a very strong basis for
the effectiveness of it but it's growing, and they are

wor king on the individual, on the famly, on the comunity
or, if you're working in an organi sational setting, on the
organi sational factors. So, we're clear enough about what
totry and do, it's not as though it's a conplete green
field, we know about what to do as we build the evidence
base but the reality is, we're not as absolutely sure on

t he basis of the evidence about what works in terns of
resilience building.

Where we becone much nore confident is in relation to
early intervention for energing signs.

Q Ckay, and we'll get to that in a nonent. |In terns of
this concept of early intervention, why is it inportant in
this context?

A For two reasons: one is, if we can intervene in the
trajectory very early on, then the mtigation and

m ni msation of pain and suffering on an individual |evel
is enornmous. So that, we know that, in terns of the

devel opnents of PTSD, the risk of developing PTSD if we
don't intervene for sonmeone who's experiencing those
problens or early signs of those problens and usi ng PTSD
just as a working exanple - as | said there's all manner of
nmental health problens that can energe afterwards, but just
usi ng PTSD as a wor ki ng exanpl e.

W know that, for exanple, PTSD causes pain and
suffering inits om right, it inpacts on work, it imnpacts
on famly, it has multigenerational effects. The only
problemis it also doesn't stay just as PTSD. People with
PTSD tend to accrue other problens |ike depression,
substance use, and then as circunstances around them start
to struggle, fromfamly, froma vocational perspective,
then that further increases the likelihood of nmental health
probl ens.

Part of the concern is, unless we intervene early,
we're running the risk of increasing the trajectory towards
significant distress, and then we start to get into the
nexus between PTSD, depression and substance use and the
ri sks for suicide increase significantly.

Q How can those post-event risk factors that you
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referred to earlier be mtigated by providing support
early?

A So when we think about support | guess we're thinking
at two levels really. W don't yet have the post-event

uni versal panacea, which is, is there sonmething we can do
for everybody in the imediate aftermath of an event that's
going to protect then? W' re not there.

As you can imagine, it's the Holy Gail that we and
our col |l eagues internationally are working continually
trying to think about this. At a psychological and at a
phar macol ogi cal end is there sonething we can do afterwards
that's going to protect people from devel opi ng significant
mental health problens. W're not there.

What we have as international best practice, so what
do we do in the aftermath of an event? W have a process
cal | ed psychol ogi cal first aid, and psychological first aid
is a stepped process of how to support people in the
aft er mat h.

As we said before, really inportantly, people have al
di fferent kinds of patterns of responses to these events
and the last thing we want - and people are naturally
resilient in many respects. As we said, 70 per cent of the
Austral i an popul ati on experience traumatic events, and a
far smaller nunber than that actually devel op nental health
problens in the aftermath of these events and we know this
fromthe way we deal with trauma and adversity in everyday
life.

The last thing we want to do is intervene to cut
across people's natural coping strategies that work well
for them So, psychological first aid is a process by
whi ch we provi de general advice and support, identifying
where people are at after an event, we're | ooking out for
sonme of those signs that | described to you before of a
shut down or extended hyperarousal or feeling overly keyed
up or wound up, and we're providing sonme grounding or
cal m ng where that m ght be the case.

We're providing people practical support for what they
need after an event, getting in contact with | oved ones or
getting sonething organi sed for thenselves and we're
keeping our eye on themfor the first week and we're
| ooking to see whether these things settle down, providing
themw th the support that they need on an individua
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basi s.

Q Who provides the psychological first aid?

A It depends on the context, it doesn't need to be a
mental health professional. So, for exanple, in the
aftermath of a natural disaster that can be - frequently
NGCs woul d provide that, Red Cross, others. 1In an

organi sational context, for exanple they often have peer
support workers who will provide that. Al so training for
managers and supervisors in providing sinple psychol ogi cal
first aid.

When the person they're supervising returns, whether
it be a firey, anbul ance nmenber or a police nenber, kind of
returns back after an event, the sinple things that you
woul d say in order to assess, support and then watch: you
know, what mght be different in terns of this person, what
they' re saying, how they're acting, their behaviours, their
engagenent, their withdrawal. Sinple things you can do and
t hen support themin doing so.

So psychol ogical first aid can be done by those who
are part of the person's network, and even the way the
famlies may support each other afterwards. The critica
part also is, allowng the person the opportunity to talk
about this event if they want to.

H storically, the Conm ssioners nay be aware of a
process call ed psychol ogi cal debriefing, and about 20 years
ago there was a viewthat, in the aftermath of a traumatic
event, it was really inportant to tal k about the event in
great detail with a debriefer who was provided for you.

The reality is, we know that - we've got data now that
says that doesn't prevent the devel opnent of PTSD. W also
know that for a group of people it actually can nmake them
worse. \Were their preferred nmethod may well be to not
necessarily - they mght want to tal k about it but not
necessarily with the person provided for them they want to
talk about it with friends, famlies, their mates from
wor k, whoever they mght elect, and they want to tal k about
it when they feel confortable tal king about it.

Some want to talk about it straight away, others want
to get back a sense of control and talk about it then, so
really inportant we don't cut across the way peopl e respond
but provide the psychological first aid which gives them an
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opportunity to talk if they want to talk and then the
supports that they need.

Q You referred earlier to the idea of watching. So,
after this initial, | guess, psychological first aid and
the response that's involved there, is the next phase a
term known as watchful waiting?

A And watchful waiting is just, as you' re providing that
support you're keeping your eye out for changes in

behavi our, enotion and how the person is settling over the
course of those first days and weeks, and with a view that,
in about a week or two weeks if the person is still highly
distressed, that's an indication for a nore formal early
intervention response, and there we're starting to nove in
territories like, for exanple, treatnent of acute stress

di sorder which can be di agnosed between two days and four
weeks, or posttraumatic stress disorder, and there our

evi dence becones nuch stronger al so about what to do to
best treat that person at that tine.

Q W' Il conme back to that in just a nmonment. | just want
to ask you before we do about trauma-inforned care and how
that fits in what you' ve been tal ki ng about.

A So, trauma-informed care is sonmething that applies al
the way across the spectrum and probably sonet hing that
"1l also come back to later, which is, trauma-inforned
care is not a formal treatnment but it's recognising that
for people who have been affected by traunma, they are
likely to be responding in certain ways, they' |l be nore
sensitive to the way that they're spoken to, particularly
in the nature of their experience, particularly if their
experience is one of physical or sexual abuse or chil dhood
abuse, they're very conscious about the way in which they
are spoken to, the cues and triggers that are used in
conversati ons.

So trauma-inforned care is really around being aware
of what the cues and triggers are and finding ways to
interact with the individual or the person with PTSD for
exanple to mnimse the degree to which those interactions
are setting off these cues and triggers in terns of their
enoti onal reactions.

So an exanple of that could be, within health service
systens for people working with substance use disorders,
many of them are trauma exposed, many of them have PTSD
The interaction m ght be around substance use but being
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aware of the degree to which the person m ght al so be
trauma exposed and that can influence the treatnents you
use.

O even in the broader service systemwth
honel essness services, with forensic systens, with judicial
systens, |egal systens, how one interacts with a person
who's trauma exposed can make a huge difference in terns of
how t hey experience that interaction, the degree to which
it is calmng for themor nakes them worse, and indeed
their capacity to get value out of that interaction where
you're able to even comuni cate the information you are
wanting to communi cat e.

The |ikelihood of the person with PTSD understandi ng
what you're saying if what you're saying is replete with
cues around their trauma, the likelihood is their head has
gone to the trauma place and they' ve stopped being able to
process what's being said.

So, really inmportant around traunma-informed care and
that can occur across all of the system [It's not about
treating PTSD;, it's about know ng about how do you talk to,
how do you set an environnment that's confortable, and how
do you support soneone who's trauma affected in the work
that you're trying to do, whatever that may be: health
rel ated or nore broad.

Q And that's sonething that can be trained?
A Definitely.

Q "1l come back to ask you about that later. Just in
terns of the best practice when it cones to early
intervention into trauma-related nental illness; you began

to talk about this earlier in the context of treatnent for
acute stress disorder and PTSD. Can | just take you back
to really tal k about when there m ght be a diagnosis, for
exanpl e, of acute stress disorder?

A. So, for exanple: so, acute stress disorder can be kind
of di agnosed between two days and four weeks, and the
synptons of acute stress disorder are: nenories keeping

com ng back about the traumatic event, trying hard - being
di stressed at remnders of it, trying hard not to think
about it, or feel anything, trying to shut it down.

And sinultaneously with all of that, a sense of being
very keyed up or on edge and kind of al nost ready for
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anot her event to happen: so, sleep problens, concentration
probl ens, hypervigilance, so a sensitivity for where people
are and where your safety points are, being easily
startled, so these are kind of sone signature features of
acute stress disorder, for exanple, and we do have good

evi dence-based treatnents for acute stress disorder and
posttraumati c stress disorder

Q Just in terns of the progression, if the synptons
you' ve descri bed persist for four weeks or nore, is that
when there may be a diagnosis of posttraumatic stress

di sorder?

A So, after four weeks, you woul d make a di agnosi s of
posttraumatic stress disorder. Between two days and four
weeks it woul d be a diagnosis of acute stress disorder.
There are mnor differences between the two, but they're
| argely inconsequential; it's nore an issue about tine.

Q And duration?
A. Yeah.

Q So, you were going on to talk about the treatnents for
acute stress disorder and posttraumatic stress disorder.
There are four treatnments that are recogni sed globally as
best practice when it cones to the treatnent?

A Yeah.

Q Can you briefly just say what they are?

A Sure. So, internationally, so in our Australian NHVRC
gui delines are international guidelines, and we've just
finished the International Traumatic Stress Society

gui delines, of which I'mVice Chair of that process.

So there are four key treatnents, all of them are what
we call trauma focused psychol ogical therapies. At the
nonent the strongest evidence is four psychol ogica
t herapies. The nanmes of them are: prolonged exposure
t herapy, cognitive processing therapy, eye novenent
desensitisation reprocessing therapy, and cognitive
t herapy. Probably they are remarkable for their
simlarities rather than their differences.

The core elenents of all of those therapies really are
in a safe and supported way, hand-in-hand with the person
with PTSDis to do three things: one is to address to help
them work through the traumatic nmenory itself. They have
been through an event, they have this repeated traumatic
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nmenory that is causing them an enornous anount of distress
and destabilising their lives and inpacting on their
relationship with others and functioning. [It's helping
themto confront and work through that event in a safe and
supported way.

One of the key features of posttraumatic stress
di sorder and these traumatic stress responses i s what we
call avoidance, which is: | don't want to think about it, |
don't want to talk about it. But what we know from
evidence is the nore we try and push it away the nore it
tends to bounce back. So a really core part is helping the
person work through that.

The second part is, traumatic events |ike the ones
that |'ve described dramatically effect the way we think
about ourselves, the way we think about humanity and our
relationship with other people, the degree to which we
trust other people or not, and the belief about the world
in which we live. And so that also within PTSD can get
stuck in a way that's hanpering recovery.

So, the second part of treatnment actually hel ps the
person work through, how are they thinking about this event
inrelation to thenselves, their relationship with others
in the world, and hel ps themwork through that to a
position that's orientated towards recovery.

The last bit is, the person starts to organise their
life, small at first but then it grows, which is organise
their life away fromanything that rem nds them of what
happened and they start to avoid potentially nore and nore
things and their life starts to shrink and shrink and
shrink over tinme.

The last part is what we call in vivo exposure or
dealing with experiential avoidance, which is hel ping
mappi ng out for the person all the things that they avoid,
particularly things that inpact on their lives, being able
to go past a cue, but that cue that they're avoiding was on
the way to being able to pick the kids up fromschool, so
now they don't pick the kids up fromschool. Now | don't
work where | used to work because it's got that cue.

Things that inpact their life dramatically.

Their capacity for neaning and functional roles, and
we map those out and we hel p the person gradually start to
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reclaimthose events and start to do those events again.
So, we're not only bringing synptons down, we're actually
trying to regain full levels of functioning.

So all of those three things are done hand-in-hand
through all of these therapies in different ways. As |
say, the simlarities are nore obvious than their
di ff erences.

Q What is known about the clinical effects of those
treat nents?

A So, we get very large clinical effects. By and |arge
what we woul d see is about - and these are the best we have
- about a third of people with PTSD woul d recover
conmpletely fromtheir PTSD. About a third will get
significant inprovenents but still have some ongoing
problens, and for a third of people that first dose of
treatnent may not be adequate and may not change things
nmuch.

Particularly when we start to tal k about, for exanple,
i n asking before about conplex trauma and conpl ex PTSD,
which starts to include when we tal k about repeated and
ongoi ng trauma, both whether it's as a child
devel opnentally or as an adult, repeated ongoing trauna,
particularly of an interpersonal nature, physical or sexual
abuse, and we devel op sonmething with a core conpl ex PTSD,
we start to see nore difficulties in nmanagi ng enoti ons,
nore difficulty in managi ng interpersonal relationships and
nore difficulty also, and nore inpact in terns of self
perceptions, thinking negatively, deeply negatively about
one's self.

So in the context of those that have compl ex PTSD we
have targeted interventions to support the interventions I
just described to you. But by and large we tal k about
responses, the rule of thirds. W and others are pushing
hard at trying to identify how do we get better adjuncts to
these treatnents, how do we get new treatnents that
actually also mght inprove that third who aren't
responding currently; there's lots of activity in that
space.

The biggest issue | guess that's worth flaggi ng though
is, even with those best treatnents we have, the reality is
that a nunber of practitioners out there who are trained up
and skilled in delivering these best practice treatnents is
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extrenely limted and the |ikelihood of someone with PTSD
going to see their local practitioner, nental health
practitioner and getting one of those treatnents is about
30 to 40 per cent.

Q What about the training in these treatnents then in
that profession? |Is it readily available or not?
A So, inclinical training it's nmentioned but nentioned

briefly. Training is available for practitioners but often
it's not wdely available. The other issue that |I'msure
we're likely to cone to later on is the issue about

avai lability of actual services for trauma survivors to
access who could deliver these treatnents.

Q What kind of services are you tal king about?

A So currently the way, if we're talking - currently the
way services are set up within Victoria, for exanple, is if
you have - there's the Centres Agai nst Sexual Assault which
provi de support for you if you have - if your traunma has
been a sexual assault. There's support services for
veteran and military personnel funded through DVA, or

t hrough health insurers, through WrkSafe if you' re exposed
at work, or alternatively through Foundati on House for
exanpl e for refugees and asyl um seekers.

Part of the issue is, unless you fall into one of the
desi gnated categories that a service has been set up for
you, or your recovery is funded through an insurers, the
Transport Accident Conmi ssion for exanple, there's no clear
pat hway to, where do you get this best practice treatnent.

Currently within the nental health service system
within Victoria, community nmental health and hospital based
mental health is really focused on serious nental illness,
and that's extrenely inportant, but posttraumatic stress
di sorder and traunma rel ated di sorders of the high
preval ence variety, PTSD, anxiety, depression,
posttraunmatically tend not to be treated within conmunity
mental health environnments, hospital or in nental health
community settings.

So, unless you fall into one of those categories of
speci fic funder or specific type of exposure, there isn't a
clear place that you mght go to for care. There is the
Commonweal t h Medi care system which is six sessions plus
four. The m ni mum dose, the mninmum effective dose for the
treatment of PTSD, even mld to noderate PTSD, is ten to 12
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sessions, and that's the mninummld effective dose. Wen
you' re tal king about conplex problens it gets nuch nore
significant.

Q You said the ten to 12 sessions, you' re tal king about
weekl y sessions?

A So weekly sessions would be commonly used. W are
currently trialling and our coll eagues internationally are
currently trialling can we do so in a nore intensive way.

So, for exanple, we're doing a trial at the nonent
t hrough Veterans Affairs, Defence and NHVRC to say, well,
ten weekly sessions versus ten sessions over a two-week
period, what are the equivalent - are we getting equival ent
effects and what does that nean and can we then provide
this as an option for trauma survivors with PTSD so the
peopl e can choose around what kind of effectiveness and
whet her they what to do an i nmersed, nore intensive
experience or whether they'd prefer it to be spaced out,
but at the nonent we don't have strong evi dence around
t hat .

Q But in any event, the mininumrequired is between ten
and 12 sessions?
A Yep.

Q What about funding of those services?
A So, at the nonent - funding as in what funding exists
for those services?

Q What fundi ng needs to be provided for those services?
A Wel |, one possibility is the question of funding; the
ot her question is, are there parts of the existing service
system whereby the treatnment of posttraumatic stress

di sorder m ght be able to be | ocated?

One exanple, Victoria is richer than other states in
having community health centres around the state, and those
community health centres have a nental health capability,
but they wouldn't routinely be set up where the nental
health capability would be trained up and able to treat
posttraumatic stress di sorder of whatever its origin.

So one is the potential, and whether it's this
Conmi ssion or el sewhere, to be |obbying at a federal end in
terns of Medicare for noderate PTSD or severe PTSD to
increase fromsix plus four sessions to sonething that
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| ooked like it would be an advocate dose in terns of making
it available to trauma survivors.

The other is also thinking nore broadly about where
within the health and nental health service systemwthin
Victoria, we can have a skilled-up capabl e workforce
enbedded within these existing structures and services to
be able to deliver PTSD treatnent at a | ocal community
level within a local nmultidisciplinary health environnent.

Q That could then al so enconpass referral pathways?

A. | ndeed.

Q And al so the delivery of trauma-informed care which
you spoke about earlier?

A That's right, that's right. So, at a m ni nrumwe woul d

want the community nental health services and comunity
health services, even w thout that enbedded capability, to
be trauma aware, trauma informed, in relation to people
fromthe community that they' re dealing with that have been
exposed to trauna and bei ng aware and sensitive to how to
speak, what their needs m ght be and what triage and

pat hways m ght | ook |ike.

At the nmonment we at our centre, and this is shared
fromny col | eagues around the country, but speaking from
Victoria, we will get calls all the time frompeople with
PTSD who don't fall into one of those specific funded
agenci es, and so, where do | go for treatnent?

And we mght be able to identify a provider or two
providers here or there, but in the absence of a funding
line to support it, if they don't have an insurer backing
and it's very difficult, and they' re getting the Mdicare
six plus four, and even finding the nunber of providers out
there with skills in being able to treat PTSD, which is a
uni que set of skills, and nmake an enornmous difference to
trajectory. It's rare.

So, the potential to use this forumto be able to
build the capability around the capacity to treat PTSD,
funding lines or enbedded in service systens that m ght
exi st already to nake that accessible to the community
irrespective of their kind of exposure.

Q An exanpl e of soneone who may not fall into one of
t hose established streans is an adult survivor of physical
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or sexual abuse?
A Potentially. A natural disaster survivor, for
exanmpl e, yeah

Q Just finally, one of the things you nention in your
statenent that's been provided to the Conm ssion is that
the system needs to be nore adaptable to change. Can you
just explain that, please.

A | think in an area |ike posttraumatic stress and
trauma, where we are learning nore all the tinme about its

i npact, and having cl ear nechani sns whereby new i nformation
can be fed back into the service systemto be able to - one
is, you know, | was describing before, the gap between best
practice and routine care at the nonment and expressing somne
concern about that gap. But even then, once we address
that gap, the critical part is around prevention, around
early intervention: at hospitals, accident and energencies.

As we | earn nore about - we've got psychol ogical first
aid now, building up their capability and that now, but as
we | earn nore around evi dence-based practices that nore
confidently and specifically can influence the trajectories
and protect people in the aftermath of trauma, a nechani sm
by which they can be fed back on a state basis. And at the
nmonent that's fairly pieceneal in the way that that would
occur. It really is about engagi ng each agency on its own
rat her than having a coordinated state response across the
di fferent manner of exposures and as it's reflected in
different parts of the nental health service system and
ot her jurisdictions comng under the control of state: for
exanpl e, justice.

M5 COGHLAN: Thank you. Chair, do the Comm ssioners have
any questions?

COWM SSI ONER Mc SHERRY: Q Thanks, professor, for that
evi dence. Just a quick question, and it may be beyond the
scope of your expertise, but | understand in relation to
natural disasters in particular there's an energing
literature about posttraumatic growt h.

A Yes.

Q |"mjust wondering, is there anything that we can
actually hone in on in terns of supports for people that
m ght lead to that growth: that people not only recover,
but they flourish?

A. M mnm Look, thank you for the question. Absolutely.
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So, the area of posttraumatic growth, so the idea that when
we' re chal l enged by events we kind of devel op and adapt in
di fferent ways and develop an ability to extend oursel ves
psychol ogically, enotionally, relationally; it's grow ng.

There is an evidence base now behind posttraunatic
gromh. [It's observed as a phenonenon, so we see it there.
I nterventions to pronote posttraumatic growth are not
strong but there's attention towards it.

But a very sinple way is actually even orienting
people to the idea that these events challenge us in
different ways and not just thinking in a way that, you
know, the only inpact it has is nothing at all or damage:
the idea is actually we all extend out of these events as
wel | and pointing people to it.

Witing therapy, for exanple, is used a lot in
relation to pronoting: how has this event changed you? And
in thinking about this, we want you to be thinking about:
how has this changed you? Do you see the world in a
different way? Are there sonme ways in which you see your
own personal strengths in different ways? Are there ways
in which you see the neaning of life differently and the
things that you mght value into the future differently?

So there's ways to facilitate that.

The intervention is in its fledgling stage but | think
posttraunatic growth as a phenonmenon is now gaining a | ot
of currency. W co-host a conference every two years, the
Australian Conference on Traumatic Stress and we'll| be
inviting out for that - the keynote for that is Professor
Ri chard Tedeschi who is probably one of the | ead
researchers and clinicians in the area of posttraumatic
growh. So, if that's of interest to the Conm ssion, |
woul d encourage you to hear Richard and we can also try and
make him available to you as a group.

COW SSI ONER Mc SHERRY: Thank you very much

CHAI R Q There are other points 1'd |ike to ask,
professor. The first is, you' ve talked a | ot about the

i npact and availability of these sort of interventions and
the need for a greater skilled workforce. Can you talk to
the issue of how able we are to deal with these issues and
have both the nodels of care and the practitioners
available to work directly with children who m ght be
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exposed to, directly and/or w tnessed, extreme viol ence and
ot her circunstances?

A In terns of the availability of the workforce to work
around chil dren?

Q And the efficacy of the intervention?

A And the efficacy. So, there are - so, the kinds of
interventions | described before are consistent for
children and adol escents as well as for adults, so those
princi pl es.

How traumatic stress is expressed in kids is
different. W tend to think nore about internalising and
external i sing synptons anongst kids. But those treatnents
have a good evi dence base around ki ds and adol escents as
well. The evidence base is snmaller but still clear that
trauma-f ocused cognitive behaviour treatnent is our best
and nost effective nmethod for Kids.

The degree to which the child and adol escent nenta
health services? They're certainly nore trauma aware than
the adult nmental health services mght be, and certainly
open to the way in which traunma m ght be nanaged. Havi ng
said that, | still think that there would be value in
t hi nki ng about how to build and enhance the capability of
CAMHS services for exanple in relation to trauna awar eness,
trauma-infornmed care, and then the potential to actually
build in primary trauma related nental health
interventions. 1'd see all those three things as three
capabilities to potentially enhance within child and
adol escent servi ces.

And al so, there's kind of accident and energency
within the Royal Children's as well which is very traumm
aware and would be a leader, in ny view, in ternms of - if
anything was done in the state around CAMHS, that the
trauma unit at RCH would be a terrific partner in that.

Q Thank you. As a followup, though, we' ve also heard
in the course of the last few days in our conmunity
consultations that, whilst increasingly we understand
intervening early to change the trajectory that you have
spoken about this nmorning is inportant, many peopl e have
still faced barriers.

One of themcan be a reluctance to acknow edge the
experiences they have had or a view they have to suck it up
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and just deal with it. Do you think that's changing? Do
you think that we are having people nore aware of the needs
for themto acknowl edge and get early hel p?

A | think it's changing, | think it's still a barrier,
definitely still a barrier. So, for exanple, we have just
done - well, call it Pathways to Care, a study with

Def ence, for exanple, so young Defence nenbers. Now, that
has cone sonme way, for exanple, in terns of attitudes to
hel p seeking and care seeking, but there's still a |long way
to goinrelation to people's preparedness to acknow edge
the difficulties.

Particularly when it cones to traunma exposure
specifically, there's the sense that | should be able to
handle this. And, when's the right tinme and what are the
cues for knowi ng when ny difficulties have gone on | ong
enough and it's tinme to seek help

And critically a belief in the effectiveness of help,
which I think is as nuch a part of it as anything. That's
certainly what we've found in our work as well, which is,
this inter-relationship between preparedness to -
recognition of a problem preparedness to hel p seek, but
also the belief in the effectiveness of the systemto help
you.

And where that third part isn't there, it really ranps
up vulnerabilities on parts 1 and 2, which is, there's no
point really thinking about it, there's no point |ooking
inside and there's no point asking for help if | don't have
a belief inthat. And at the nmoment we're falling down a
bit in part 3. W've worked very hard on parts 1 and 2,
but trying to convey the nessage that we've got good
treatnents out there that are avail able and can hel p you;
that bit goes a long way to then addressing it.

What we've found in sonme of the other stuff, research
we' ve done, is that people, despite their reluctance to
seek care, one, appointed there often by famly and
friends, but secondarily will seek care anyway if they
think it's going to help them even if they don't want to.
Even if they fear it's stigmatising, they' Il do it if it's
going to work, but what's going to stop them goi ng through
the pain and suffering, of the stigma of seeking care, is
if the feel Iike it's not going to help them anyway.

In the area of PTSD that's a big problemspecifically
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because of the availability of effect - availability of
treatment and nessagi ng around effective treatnent

CHAI R: Thank you very mnuch.

M5 COGHLAN: Thank you, professor. May he be excused?
CHAI R Yes.

<THE W TNESS W THDREW

M5 COGHLAN: Chair, is now a convenient tine to break for
lunch? The next witness will be called at 2pmand that's
Melanie H Il .

CHAI R: Yes, adj ourn.
LUNCHEON ADJOURNVENT
UPON RESUM NG AFTER LUNCH:

M5 COGHLAN: The next witness to be called is Ml anie
Hll. Her evidence is the subject of a non-publication
order. Chair, will that order be made now?

CHAI R: Yes. The Royal Comm ssion has nade an order
pursuant to the Inquiries Act 2014 prohibiting the
publication of any information that might identify the next
wi tness who is about to give oral evidence to the
Conmi ssi on.

The witness will be referred to as the pseudonym
“"Melanie H 11" and her daughter as "Natasha H Il" and those
are the pseudonyns that will be used throughout this
heari ng today.

| would like to remnd all persons present, including
the nedia, that any material which would enable the
identification of this w tness cannot be published.

The hearing of Ms Hill's evidence will be limted to
t hose people attending today's hearing. For those watching
on the live stream there will be no live stream ng of this

portion of the evidence. A copy of this order has been
pl aced on the door of the hearing roomand, once the live
stream has been cut, counsel may please call the wtness.
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M5 COGHLAN: Thank you, Chair.
(Live streamcut.)
M5 COGHLAN: | call Melanie H Il
<MELANI E HI LL, affirnmed and exam ned: [ 2. 03pn]
M5 COGHLAN: You' re giving evidence today under the nane
of Melanie Hill?
A Yes.
Q And you provided a statenent in that name with the
hel p of the Conm ssion?
A. Yes.
Q | tender that statenment. [WT.0001.0013.0001]

Mel ani e, you have a daughter who is currently 16 years ol d?
A Yes.

Q And she suffered fromnental health issues that inpact
pretty nmuch every aspect of her life?
A Yes.

Q She currently has a diagnosis of borderline
personal ity disorder?
A That's correct.

Q When did she first receive a diagnosis of any kind?
A Aged 9.
Q

. And so, between the ages of 9 and 16, can you pl ease
tell us what diagnoses she's had?
A. Started out with generalised anxiety disorder,
opposi tional defiance disorder, separation anxiety, conduct
di sorder. Moved through an auti sm assessnent. She was
assessed as being on the spectrum not formally. And we
had another therapist tell us that they believed she had
pat hol ogi cal avoid and demand di sorder which is on the
spect rum

Then we got - then she got the diagnosis of borderline
personality disorder. Since then she's also received an
anti-social personality disorder diagnosis.

Q And so, your famly's had a |ot of contact with the
Victorian nental health system over the years?
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A Yes.

Q How woul d you descri be that experience?

A Qur experience has been shockingly inadequate.

Q |"mjust going to take you back to the tine when your

daughter was 8 or 9 years old and just ask you really to
detail for the Conm ssioners, how she was presenting at
that tinme, what was happeni ng?

A W first started seeing signs of anxiety, trouble
| eaving ny side. She started havi ng behavi oural issues as
well, and then the panic attacks started with what |

believed to be looking like dissociative features with that
pani ¢ attack, those panic attacks.

Q I n what way? Can you describe what it was?

A. It felt like she was losing touch with reality when
she was havi ng those panic attacks. So, not only was she

t hi nki ng that she was going to die, she was not feeling
like she was in the world, that the world was bl ack and
white, that her brain needed to be taken out and washed and
she was really scared and wanted to go to hospital a | ot
because she was incredibly terrified what was happening to
her in her m nd.

Q Ckay. And at that age, you took her to see a private
psychol ogi st ?
A Yes.

Q And that was - after that tinme things did escalate in
the public system but can | just ask you about that
experience with the private psychol ogi st and how t hat went?
A Sure. M daughter had nunmerous sessions with the
private psychol ogist, and | was never asked to be a part of
any of those sessions. W were given anxiety and anger
managenent books to do at hone.

Q How did that go?
A. It was di sastrous.

Q By that, do you nean that you didn't do them or you
couldn't do thenf

A There was just a - | was just met with refusal which
increased the conflict in the hone.

Q What about your first experience with your daughter
with the hospital system when was that?
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A Yes, that was when she was around the age of 9, when
she had her first panic attack and she'd asked to go to the
hospital. And, | had no idea where to take her and we
ended up going to the psychiatric ward at that hospital;
didn't know that you had to go through the ER to access
psychiatric care.

So, we went down to the psychiatric ward and sat there
for quite some tine and then were told, no, you have to go
through the ER And we sat there for hours and hours to
wait for a - the assessnment teamto cone. During that tine
there were - there was lots of conmmotion and a coupl e of
people in there were affected with drugs and causing a | ot
of disruption in the hospital, it was quite scary for ny
daughter at that tine.

It was probably after 1 o'clock in the norning that we

got to see a team They did an assessnment which was really
j ust based around any suicidal thoughts and sent us hone
Q And, with what supports?
A No supports. |'d accessed the triage nunber before
the incident at the hospital and we were linked in to a
service, the Child and Adol escent Service, but we didn't
have a followup call after that.

Q Ckay. The experience you' ve just described at the
energency departnment, was that a common thene over the next
coupl e of years?

A Yes.
Q And you experienced that tinme and tine again?
A Time and tine again. Long, long, substantially |ong

wai ting peri ods.

Q And at no point was your daughter admtted to
hospital, at that stage?
A At that tine, no.

Q Can | ask you then if we nove forward in tinme to when
your daughter was about 12, when things escal ated for her.
Can you just describe in what way they escal ated?

A Sure. On the Labour Day | ong weekend of 2015 ny
daughter went mssing. Wen we found her |ater that day
she was quite dishevelled, she didn't really understand why
we were | ooking for her and why we were distressed.

She would only get in the car if we took her to
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hospi tal because she wanted to be hospitalised because she
was saying that there were sone disturbing thoughts going
on in her mnd.

On the way to the hospital ny daughter was quite
agitated and was assaulting ny father and at the sane tine
was trying to cut her wists with a shard of glass that she
had held onto. She was also stating that she had a plan to
kill her younger brother at that stage, and her voice was
very different and it was an incredibly scary situation for
all of us.

Q And so, did you go to the hospital on that occasion?
A. Yes.

Q And just describe what happened, please?

A | parked the car out the front and asked if we could
get someone to go out to the car to get her; we had
security guards come out. W waited a very, very |long
time, many, many hours. W arrived there around di nner
time and she was assessed by a nurse, who received advice
froman on-call psychiatrist that we had never net before,
and we were told, it was probably around 1 o' clock in the
norning by this stage, that this was conduct disorder, that
she woul d not be admtted and that she was not to return
hone for the safety of ny son and her only options were to
live with her father or to go into residential care.

Q Alright. So, at that tine you didn't speak to a
psychiatrist or?

A W never spoke to a psychol ogist - a psychiatrist, and
we had mninmal contact with a nental health nurse.

Q Alright. So, as a result of what you were told at the
hospital at that tinme, that she wasn't to return hone, did
she end up going to live with her father in Ml bourne?

A. Yes.

Q And you were at the tine living two hours away from
Mel bour ne?
A Pretty much.

Q How | ong did she stay with him first of all?
A It only |lasted five weeks.

Q Fromthere, she went to live with an aunt who was in
Mel bour ne?
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A Wth an aunt, yes.

Q And all this tinme you' re living still two hours away?
A Yes.

Q And so, what were you doing at that tine to try and
get your daughter the help that you saw that she needed?

A | remenber just trying to call every single service
that | could think of; I was just so shocked that I

couldn't access any services for ny daughter because, the
only way we were able to - it was my understanding that the

only way we were able to have her conme hone is with
treatnment for these thoughts, and it was very difficult to
find any service that would take her on apart fromChild
and Adol escent Mental Health Services, but they will only
work with a child if they engage with the service.

Q Ckay. So, at that tinme your daughter was not

engagi ng?

A She wasn't engaging. W did see - | did, on the

advi ce of someone | respected, find a psychiatrist on the
other side of the city and ny daughter saw hima couple of
times, but then she refused to go back, but ny daughter's
aunty and nyself continued to see himto get the support
that we needed to try and respond therapeutically and
under st and what was happening for her at that tine.

Q What was the - was that something you had to pay for
yoursel f or?

A Yes, it was very expensive, over $300 a session.

Q Foll ow ng on fromthat, you also attended a group for
carers?

A. Yes, a 12-week Fam |y Connections support group for

people with borderline synptons and behavi ours, which was
fantasti c.

Q So, what gains were nmade, if any, in that tine that
your daughter was living with her aunt in Ml bourne for
t hat year?

A What gai ns?

Q What gains, if any?
A No, everything - everything declined - there was just
a rapid decline in her mental health during that tine.

Q Where did your daughter then go after having lived
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with her aunt for that year?
A She ended up in residential care.

Q Can you just describe what that was |ike for her?

A Oh, it's an incredibly traumati c experience for her.

At that tinme she chose to sleep rough and be on the streets
nore than be in a residential home. So, she was nore so on
the streets than she was - for a six-nonth period of tine

t han she was in any hone.

Q Ckay. And so, what did she tell you about that tine,
say six nmonths that she was living on the streets, and how
was that for her?

A She experienced incredible trauma that she woul dn't

el aborate on. Incredible ongoing trauma that she was
exposed to and exposed herself to. She was using drugs,
and she was really struggling. | was struggling to contact
her, and | didn't know where she was nost of the tine.

Q And, she was 14 years old at this point?
A. Fourt een.

Q There was a tinme that your daughter then went into
secure wel| fare?
A. Yes.

Q And so, what does that involve?

A Secure wel fare has very strict criteria to access.

You have to be in danger. It can't be just for nental
health or crimnal or drug use, it has to be because your -
her safety is at risk, she's putting herself in danger.
That was a really positive experience for Natasha to go
there. She was contained, she was safe, she detoxed off

t he drugs, she had access to education, she wasn't al one,
and she inproved and really benefitted frombeing in that
cont ai ned envi ronnent w thout the choice of |eaving.

But because she did so well, she was the first person
to be exited when they needed a new bed, so she only |asted
a week. She was only there for a week, that's all they
could hold her for.

Q So she spent a week in secure welfare?
A The first tine, yes.

Q And on this first occasion, where did she go after
t hat ?
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A. She went back to residential care/back to the streets.

Q And there was an occasi on where she ended up in foster
care for one night?

A. Yes.

Q Can you just tell the Comm ssioners about that,

pl ease?

A A week prior to ny daughter going into foster care she

had called nme and was incredibly distressed and gravely
ill, was the termthat conmes to mnd, and |1'd gone to

Mel bourne to care for her for six - for a week before she
went into foster care due to her declining nmental health.

And | was alerting services, saying, |I'mgravely concerned,
| really feel like she's going to do sonmething to hurt
herself. And | didn't feel |ike anyone was |i stening.

And, the night that she went in | stayed in Ml bourne
and slept in ny clothes because | had a feeling that she
woul d be at risk, and | received a phone call that night
fromthe hospital. Natasha had - she had sel f - har nmed
incredi bly up and down her arns and the foster famly
called the police and she was so irritated and agitated and
di stressed, she ended up throwi ng a packet of pasta towards
the police and she was pepper sprayed and taken to the
hospi tal .

Q And what was her care then |ike when she was taken to
hospital on that occasion?

A She - her wounds were cleaned and she was sent hone
with a sleeping tablet. | was told that this was very
serious and her circunstances were very serious, but that
she woul d not be adm tted, because they don't see people
with these synptons, they don't think that it's therapeutic
for themto be hospitalised.

Q So, she was sent away fromthe hospital then. Was
there an expectation at your end that there would be sone
formof follow up?

A Yes. Yes, they told ny daughter that she woul d need
to engage with services that would be calling first thing
in the norning to make sure that she was okay and, if she
didn't, that she would be sent to hospital agai nst her
will. So, | was expecting a call the next norning first
thing, and | never received one.

Q So, where did you go to fromthere?
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A | tried to hold her at her aunty's with us for the day
as long as | could, and | spoke to the hospital in the
aft ernoon and wondered why they hadn't called, and they
said that there was no notes on the systemto say that they

woul d call, and that | needed to follow a crisis plan; and
| said, "I don't have a crisis plan", and that was pretty
much the phone call and she took off after that back to the
streets. | couldn't contain her any | onger

Q And so, how long did she then stay back on the
streets?

A. Maybe a couple of nonths. She'd ended up back in
secure wel fare

Q And how | ong for that second tinme was she there?

A | got a phone call saying that | had to pick her up
the day before after one - the norning of her being there
for less - for five days, and it was at that tine that |
realised that | needed to nake sone big changes to be able
to support her.

Q And so, what were those big changes you nade at that
time?

A So, it coincided with nmy daughter being assaulted and
breaking up with her boyfriend that she went into secure
wel fare, and she was open to the idea of comng to live
with me and that | ooked |ike ne noving fromthe famly hone
and getting my owmn rental property to care for her, which |
di d.

Q So, you left your partner and son at the famly hone
and noved with her separately?
A Yes.

Q To a rental property to live?
A. Yes.

Q How | ong did you live in that rental property with
her ?
A Fourt een nont hs.

Q And, how did that go?

A Things went really well in the beginning, and she
stabilised, engaged with a therapist, went to school,
repaired the relationship with ny son and ny partner and
nmysel f, but due to her social anxiety she started using
drugs agai n.
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Q "1l just cone back to that in a mnute. You' ve just
tal ked about going to school. Wat had her schooling been
like up to that point, in ternms of attendance?

A The transition fromprimary school to high school was
guite contrasting between the two: really high attendance
in primary school, and Year 7, probably about 80 per cent
and then Year 8, she hasn't attended school pretty nuch
since Year 8 and she should be in Year 11 now. W' ve had
smal |l stints and tried different alternative options but,
due to social anxiety, it's been a real struggle.

Q So, you've just been tal king about the 14-nonth period
where you' ve been living together in the rental property.
You tal ked about at the end of that or towards the end of

t hat your daughter had started using drugs again, and that
t hen escalated into self-harmas well?

A Yes, that's when the self-harmstarted beconing to a
poi nt where stitches were needed at the hospital. So, it
went from superficial to quite deep

Q And again, the hospital attendance, how did that go?
A Again, long wait periods. It really did feel |ike we
wer e being pushed to the bottom and people were comng in
with mnor injuries that were being seen before us; to the
point where | felt that | needed to ask the doctor if we
were being treated like this because it was sel f-harm

Q What was t he response?

A He said, "No", but yeah.

Q Dd it feel like a punishnment in a way?
A Yeah, yep.

Q

Your daughter's behaviours escalated to a point where
you coul dn't nmanage what was goi ng on?

A Yeah. We lived on top of a shop and ny tenancy was at
risk due to the drug use and ot her behaviours that were
happening in the hone.

Q How did that inpact you?

A It was very difficult. It was very difficult know ng
that | couldn't help her, and that she was really
struggling.

Q And did it affect how - your own nental health?
A. Yeah, | did have a breakdown and | ended up in
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energency nyself at that stage. | felt at that tinme | was
trying to ring every service again locally and all over

Victoria to try and find sonme help for her, and it was just
such a long process to go through an assessnent, or get an
appoi ntnent or, oh well, non-engagenent neans no treatnent.

Q There was a point in tinme that the decision was nade
t hat you woul d nove back hone?
A Yes.

Q And, where was your daughter to go then?

A. After discussing things and trying different options
to continue living together, we'd cone to the realisation
that it wasn't going to work and the only option was
residential care again to preserve our relationship because
nmy daughter was feeling that she couldn't control her

behavi ours and she wanted to conti nue those behavi ours but
without it directly affecting and hurting ne; she couldn't
cope with howit was hurting ne, but she couldn't stop the
behavi ours herself, so she went back into residential care.

Q And how | ong did she stay there on this occasion?
A About four nonths before she ended up back at hone.

Q There was a point in tinme where your daughter was
assaulted in a burglary ?
A. Yes.

Q And she ended up calling you?
A. Yes.

Q After that occurred; could you just explain what
happened fromthere?

A Yeah, | got a phone call fromny daughter, and she
said that there'd been Iike a run through, where people run
t hrough the house and steal stuff, and she'd been assaulted
and had her possessions stolen and that she was feeling
sui ci dal .

Q Did this happen in a place that she happened to be
staying at or?

A No, this was at a friend s house.

Q Sorry, and she contacted you?

A Yes.

Q And, what did she convey to you at that tinme about how
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she was feeling?
A She said that she was feeling suicidal and that she
would like to go to the hospital and be adm tted.

Q So, up until this point in tine she still hasn't ever
been admitted to hospital ?

A Never. We've been told to hide the knives and things
like that, but she's been sent hone.

Q What do you nean by "hide the knives"?
A Vell, just for safety of self and others.

And so, who would tell you to do that?
A The assessnment team at the hospital.
And are you tal king about hiding the knives at home so
hat she can't access thenf
A (Wtness nods.)

—+

occasi on?
A Yes, | did.

And, she was assessed by a child and adol escent nental
ealth worker at the hospital?

A Yes.

Q
Q
Q So, did you take her to the hospital again on this
Q
h
Q And, what happened as a result?

A The worker told us that they would put a referral

t hrough for a planned adm ssion, and that we would have to
go hone and that they would call us in the norning to

talk - to discuss the referral for the adol escent
psychiatric ward.

Q And, what happened?
A No- one cal | ed.

Q How did you respond to that?

A | called in the afternoon. | gave themall norning, |
think at 2 o'clock | called, and they said that they nust
have had the wong nunber. But when | asked them about the
referral to the psychiatric ward, they said there was no
referral

Q How did you deal with that?
A | escalated - well, | made a conplaint to a governing
board, again.
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Q And did that result in anything?

A It resulted in the head clinician of that service
contacting ne later that day, but all | did was tell ny
story over again, and I was quite distressed by that stage,
and was told that | probably needed to get sone sl eep
because that hel ps apparently, so yeah

Q And, did that result in an adm ssion for your
daught er ?

A No. Ch, not - yeah - sorry, yes. After we had to go
t hr ough anot her assessnent process.

Q Do you want to just describe what that assessment
process was?

A Yes. So, it wasn't that day that she was admtted
after | spoke to the head clinician. They had to nake
anot her appointnent. So, to have an appoi ntment they
needed to talk to her on the phone as well, so she had to
talk to someone on the phone after 1'd already told them
what was happeni ng.

So, she'd already told themat the hospital, |I'd
already told themat the hospital, given a full history,
t hen spoke to the head clinician, given a full history,
then had to speak on the phone to give a full history, and
then had to have an appoi ntnment down at the office to go
over everything again.

Q And that appointnent was with your daughter?
A. Yes.

Q To take her along, | nean?

A. Yes, so the next day we got an appointnment and | took
her down in the afternoon. She was incredibly dishevelled
by this stage, she didn't even have any shoes on or
anything like that, hadn't showered. And she went in and
spoke to a worker and there was anot her worker that was
nmeant to talk to nme but no-one ever did and | was sitting
in the waiting roomand ny daughter cane out and she was
incredibly distressed, and she was saying that they're not
going to admt her to hospital and that she's constantly
being rejected; every tine she puts her hand up for help
she's being rejected.

And so, her behaviours escal ated and she started to
smash things and becone really, really distressed, and it
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was at that point that they decided to ook at a referra
for her.

Q And so, was that referral nmde?

A Yes, that referral was nade and that was al so after
expressed to themthat she was al so experienci ng honi ci dal
t houghts and self-harm- and harmto others.

W had to wait areally long tine to find out if they
had a bed as well, so we sat at that office until they cane
in and said, "You have to go hone now because we're
closing”, so then | had to take her hone again.

Q And so, when did she end up being adm tted?
A She was admtted that night, | got a phone call and I
drove her down to Mel bourne.

Q WAs she in a youth facility or what kind of an
adm ssion was that?

A Yes, it was a youth psychiatric ward.

Q Was she there voluntarily?

A She was there voluntarily.

Q And so, how |l ong did she stay there for?
A Two ni ghts.

Q What was her experience like at that tine?

A She doesn't renenber nmuch of it, she was highly

medi cated with Valiumand things like that. She was told

t hat she becane aggressive to one of the workers, which she
can't renmenber, and she was placed in high dependency ward,
which is the | ocked ward

Q And so, she spent the two nights there in the | ocked
war d?

A Yes, and then she said, "I can't do this any nore,

pl ease let ne out", and so they did.

Q And where did she go fromthere?

A Back to residential care.

Q And, about four nonths later --

A. Yes.

Q -- things becane difficult for your daughter again?

A Yes, | got a phone call |ate one night. She'd been
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sel f-harm ng and was incredibly suicidal, and canme hone
that night - the next day - she had a CAMHS wor ker at that
time but wasn't really engaging with her, and so, | called
the next norning and alerted them that || EEEGGEEGE
I, vents to die, and

t he worker cane and did an assessnent.

When she | eft she called ne and said that she'd spoken
to the psychiatrist and that they would be adnmitting her,
and it would be a sectioning if she didn't agree. Even
t hough she was saying that she wanted to go to hospital,
they said it would be a sectioning and, to nme, | was just
like, well, she's agreeing to go. But what they didn't
tell nme was that, because she was going to be sectioned she
woul d have been - she was going to be put back in the high
dependency ward and we didn't know that at that tine.

Q And by this tinme you had taken nonths off work?

A Yes, |'d taken six nonths off work --
Q To care for her.
A -- when | originally lived with her, | took six nonths

unpaid |l eave. Actually, at that tinme | tried to quit ny

j ob because I work in the industry and it was just too
much. But ny boss just kept saying, "Just keep taking as
much | eave as you want", so yeah, | had a lot of tine off.

So they did say that they were going to adnmt her, and
a week later | still had her at home because they coul dn't
find a bed anywhere in Victoria for her.

Q So, what was going on in that week?

A Oh, it was hell for ny daughter. Just in bed, she
just - she couldn't even shower herself. She was just
crying all the tine and telling nme the deepest darkest
things that you couldn't ever inmgine wanting to hear from
your child.

Q And so, was a bed eventually found for her?

A Vell, after a week it becanme too nuch for her and
there were sone outside influences that contributed to her
havi ng anot her breakdown, panic attack, which turned into
anot her hugely dissoci ative epi sode, which to ne | ooked

i ke a psychotic episode.

| had to get a friend to help ne get her to the
hospital because | was too scared to drive her, | thought

.04/ 07/ 2019 (3) 229 M H LL (Ms Coghl an)

Transcript produced by Epiq



O ~NO O WNPEF

she was going to pull me off the road. W nade it to the
hospital and her presentation was so bad that they just
ushered us straight into a, like, a private room gave her
an antipsychotic until that kicked in, and then - this tine
it didn't actually take too long to get a nental health

wor ker .

| said, "If you're going to send her home, you need to
nmake sure you're giving us sone very heavy sedatives",
because there was risk of harmto others and herself so
high at that stage that | was inploring the hospital, and
t hey sectioned her into the energency room They had no
beds in the hospital, so she was sectioned in energency for
t he night.

Q Sorry, so you said for the night. Did she stay in
t hat enmergency departnent for |onger than that?
She was in there until m dday the next day.

Wiere did she get taken fromthere?
To the paediatric ward.

Was that a specialist nmental health ward?
No.

What about fromthere, was she noved el sewhere?

8 o' clock that night we found out there was a bed and
she was ambul anced down to Mel bourne for - the sane
psychiatric ward that she had been to last tine.

>0 >0 >0 >

Q Was she then put in the high dependence ward agai n?
A Taken straight to the high dependency, and she wasn't
aware that that woul d be the case.

And you weren't aware either?
(Wtness shakes head.)

The next norning she rang you and she was in tears?
Yes.

What did she tell you?

She said she'd been put in high dependency and she was
haV|ng fl ashbacks of how it happened |ast tinme. So, she
had nenories com ng back of them | aughing at her when they
were, you know, putting her in there and the way - what
they were saying to her and treating her was pretty

appal I'i ng.

>0 >0 >0

.04/ 07/ 2019 (3) 230 M H LL (Ms Coghl an)

Transcript produced by Epiq



O ~NO O WNPEF

Q How | ong did she spend in the high dependency ward at
that tine?

A Nearly a week, and she was the only person in there,
there was no-one else. So, it was just two workers and
her, and that's it, and nothing to do. They had a TV in
there that you can barely hear, because it's behind a big
plastic thing, and you can only watch Grated stuff on the
TV.

So, she dragged her - they're sort of cells off the
room and she just dragged out all the mattresses and nade a
little nest for herself and I would spend as nuch tine
every day with her just laying there with her and trying to
get her through.

Q Was she receiving nedication during this stage?
A She was hi ghly nedi cat ed.

Q You ended up having a neeting with the staff and your
daughter's care team who were based at that hospital ?

A. Yes - well, the care teamweren't based at the
hospi tal .

Q Sorry.

A But the - yeah.

Q But there were hospital staff there?

A Yes.

Q There were nenbers of her care teamthere and you
attended?

A Yes.

Q What was the result of all that?

A Basi cal ly they gave her another diagnosis. | wasn't
directly spoken to at that neeting and that nmade ne fee
very distressed and worthless as a parent. And it was very
cold and very clinical, and | had to actually wal k out of

t hat neeting because | couldn't - | just couldn't believe
it. And they were just saying that, it's not therapeutic
for her to be there and they'd be rel easing her soon.

Q And, did they?
A. Yes.

Q And so how long all up then was that stay?
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A Probably - she was there for about a week - | don't
know t he exact anmpbunt of days, but it was around that,
yeah.

Q And so, can you just describe the point in time where
you' re | eaving the high dependency unit wi th your daughter
and what that was |ike?

A Yeah, so the norning that they said they were going to
exit her or discharge her, we could see a build-up of
people in the office, and they said at 10 o' cl ock that she
could | eave, and she was just so desperate to get out of
there that 10 o' clock cane and |left and she started
becom ng incredibly distressed and irritable, and so | was
trying to manage her. But no-one was telling us what was
going on but we could see in the office all of these people
standi ng around, they had these | ooks on their faces and we
didn't know what was goi ng on

She tried to attack one of the workers because she was

just so, like a caged - she felt like a caged animal, it
was |i ke a caged animal. She said, "Get nme out of here,
you said 10 o' clock", it was now comng to 11 o' cl ock and

we weren't being told anything, she was just being held
there and she wanted to get out.

W got escorted out the back way by two security

guards. M daughter could barely walk. | had to hold her
and she was shaking and muttering and just an absol ute
mess. It was horrible. | couldn't believe that this was

happeni ng, and | was wal king through the hospital with her
like that. And, as soon as we got to the doors, the
security guards left and I was left with this child.

Q And she'd been given nedication before she left?
A Yeah, they gave her Valiumbut it hadn't kicked in
yet.

Q And so, did you have to wait for the Valiumto kick in
before you could | eave?

A Yeah, so when we got out to the front of the hospital
she was wal king really fast off on ne and when | caught up
to her, we had - another two nenbers of her care team were
t here, but ny daughter couldn't engage with them and | was
trying to catch up to her and she was saying, "Mum | want
to throw nyself in front of the traffic", and so, | had to
manage that situation and then sit with her. She just sort
of fell and sat and cried, and tal ked about wanting to die
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under a tree on the street out the front of this hospital
and | had to wait for the Valiumto kick in before I could
get her in the car.

Q And your daughter then ended up staying with you for
six nmonths after that?
A Yes.

Q And, how was she during that tinme?

A It was |ike warehousing a person. It was - she had no
life. She had no contact with friends. She was in bed
nost of every day. She had intrusive thoughts during that
time, a lot. She was on antipsychotic nmedicine three tines
a day whi ch made her put wei ght on which nade her feel even
wor se about herself. 1In those dark hours of the night that
no-one else is aware of | had to hold ny child, crying nost
of the tine.

Q And you ended up having to go back to work?
A Yeah, | had to go back to work part-tine.

Q After that there was a tinme when your daughter went to
a detox clinic?

A Yeah, so the care team had organised for her to go to
a detox, mainly for her to get sone social interaction and
have a break from- at that tinme she was snoking a m ni mal
anount of marijuana, to have a break fromthat, and al so
for some respite for nyself, but there was no option for
rehab at that tinme, so basically we were just waiting for
rehab but they said that she could go to detox, with no
outcome fromthat, and so she did that twce

Q What was the length of those stays?

A. The first one was two weeks and the second one was a
week which led straight to rehab. But we had to wait a
significant anount of time for her to - for the referral to
go through and then the wait list - to be put on the wait
list for rehab.

Q There was a tinme that your daughter said she wanted to
nove to Mel bour ne?
A. Yes.

Q And to try and live in a facility that could hel p her
manage her nental heal th?
A. Yes.
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And be with other teenagers?
Yes.

So, did that happen?
No.

O >0 >0

. What was available to her in that way? Was there

anyt hing she could - anywhere she coul d go?

A No, because the care team were working towards a
certain facility in Ml bourne for her, and she was taken
down to the facility and net the people there and at that
time she was told that there were beds avail abl e but, due
to the way that this certain facility works, they only have
a monthly panel, so it sits once a nonth, the panel.

The referral went in probably the day after the pane
sat for that nonth, so we had to wait for another nonth.
And we had really high hopes, we were pinning everything on
that: the social isolation, the depression, because she had
such social anxiety and so nuch trauma in the town that we
lived in, she couldn't access anything there, so Ml bourne
was her - was where she wanted to go so she could start
living a life. And yeah, so we had our hopes and dreans
pinned on this and we felt really positive about it, and we
received a call on the day, the panel saying that she had
not been accepted but were not given any information as to
why.

Q And that led to a pretty significant inpact on you?
A Yeah.

Q Let al one your daughter

A | had anot her breakdown at that point. | was so
worried ny daughter was going to kill herself.

Q So, you had to make ot her plans?

A (Wtness nods head.)

Q And so, what did you do?

A Vell, with the help of her care teamit was deci ded
that, to access Ml bourne services due to catchnent area

i ssues, that she would have to nove to live with her dad in
[ REDACTED], which she didn't want to do. It was the only
option, she had no other option.

Q And so, she noved back with her father?
A Yes.
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Q And she started attendi ng school again?

A She tried. She took herself off her nedication when
she lived with her father and we didn't know, and the
weekend before she was due to attend school the anxiety and
everything, she started having incredible paranoia and sort
of del usional thoughts, and the norning of school had tried
desperately - it was an incredi bly arduous situation for
her, incredibly distressing.

She did nake it to school through sheer determ nation
of wanting so badly to have a |life and education and be
around people, but by the time she nade it to school she
couldn't even stay in the class, and thank God her worker -
| had al erted her worker and she'd driven down and net her
and her worker at that tine nmade an assessment that she
needed to go to hospital again.

Q And so, she ended up in an energency departnment in a
hospital in Ml bourne?
A Yes.

Q And, was she admitted again at that stage?

A Once again, she told her story, and it was from what |
heard - and | know - so distressing that it actually made
one of the workers cry in there. And they said, "Yes, we
beli eve you need to be admtted, but you'll be put straight
in the high dependency ward because you' ve been violent in
the past"”, and so, ny daughter had to decline because that
was a source of trauma for her, being put in the high
dependency war d.

G ven what she'd experienced there?
Yes.

And you ended up staying in a hotel with her?
Yes, stayed in a hotel that night with her.

And went to a GP the follow ng day?
. Yeah, took her to a GP to get her back on her
nmedi cati on.

>O >0 >0

Q And so, what did you do after that in terns of trying
to get help for her?

A Well, it was recognised that she woul d need sonewhere
to stabilise for her nedication, so with the help of the
care team| hired out a place in [ REDACTED] near her
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school, to stay with her, to stabilise her on her

medi cation and do a graded approach to school for her
during that time and see if we could do it l|ike that
because being at her dad's wasn't an enotionally supportive
pl ace for her to be able to get back on her nedication and
stabilise.

Q And so, how did that go in terns of that plan?

A Not very well. M daughter ended up incredibly
suicidal again. So, after she went to the hospital and was
told that, yes, they believed she should be admtted but
you will be in the high dependency ward, the care team and
nysel f had made nunerous calls to a different hospital
because she was now in a different catchnment area and coul d
access a different hospital and I was told that there was
no alert on their file and if she presented at their
hospital she woul d be assessed as is, not - because there
is an alert on her system

So, during that time she did becone incredibly
suicidal again, and | had to stop her fromtrying to get
out of the house at one stage because she wanted to go and
junp in front of the trans and trains and things, and she
was tal king nore about wanting to junp in front of trains
at that tinme.

And, after an incredibly distressing day of trying to
manage her, once | got some nedication into her and she

slept | started making a mllion phone calls to every
service that I could think of, and I was highly distressed
at that time too, so | called that hospital. | called the

nunber that they gave ne to call to get a, what they call a
72- hour appoi nt nent.

Q Ckay, and that was like a triage nunber?

A Yes. So, | was told to call that nunber. | called
t hat nunmber, had to tell themeverything again, all the
conplexities of the situation, and | spoke to the head
clinician there and he said he could get her a 72-hour
appoi ntnent but it wouldn't be that day, and that
potentially if there was a psychiatrist involved that was
the only way that they could not go through the ER And he
said that he would see if there was a bed avail abl e; that
was ny nmenory of the conversation, and that he woul d cal
me back | ater that day.

Q And so, do you say that's your nenory of the
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conversati on because he didn't call?
A. He didn't call, and it was not reflected in the notes
t hat that was what was neant to happen

Q So, what happened for Natasha's care after that?

A | ended up having to take her back honme. | had
actually also had - | didn't feel like |I could cope on ny
own in that place at that time on my own, and | al so had
training to attend that would - that was relevant to the
situation of what was happening for nmy child that I wanted
to attend as well, so it was trauma, chil dhood traunma
training and things like that. So | had to try and wei gh
up, do | stay down here and wait, do | go honme and get the
support that | need, do | - | had so nmany things going on
innmy mnd, so | ended up taking her hone to get sone
support for all of us. And by that stage the GP had
prescribed to me Valiumto give her, know ng that the psych
ward was not an option for her, so | would essentially
becone her psych ward.

Q And so, you've tal ked about the training that you
wanted to attend. There was a point in tine where your
daughter was able to get sone specific care that was
directed towards the trauma that she had experienced.
A. Yes.

Q How did she find that, or how did you find that?
A There was a service organisation due to her being in
residential care that we were part of.

Q Yes.

A And there was a specific programthat had been
desi gned by one of the psychol ogi sts that works in that
organi sation that's based on relationship, with an
under pi nning of trauma informed care, yeah.

Q And so, how did that assist your daughter, if it did?
A Vel |, she engages with the programand it's the only
program and they know our story and they're staunch
advocates for mnmy daughter. And, the programis based on
under st andi ng how trauma affects relationship, and so, she
has a psychol ogi st, | have a psychol ogi st and she has a
trauma i nformed case nanager that just works on

rel ati onshi p.

Q And so, to this day, are you both supported by that
servi ce?
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A. Yes.

Q Can | ask you about sone specific problens that you
perceive with the systemthat you' ve encountered; the
Conmi ssi on have had the opportunity to hear about nmany of
them But in particular, is one of the things you' ve
encountered, putting your hand up for help and not
receiving it?

A Yes. Myself and ny daughter have put our hand up for
hel p so many tinmes, and we have not received it, and in
terns of accessing contained therapy - well, you know, a

t herapeutic place in a contained environnent, that's just
never been an option for her which is what ny daughter has
identified that she needs.

So, when she's feeling unsafe, |ike she could hurt
herself or soneone el se, she has wanted to be contai ned
and, due to her instability and when she says she wants to
go, she can just be released. And, she's never been given
an option of being able to say - to not have the
opportunity to flee in tines that it gets difficult, and so
that's what's happened. That's what's happened in rehab
twice now, that's what happens in the psychiatric ward, is
that it gets too nuch for her, she cannot cope and she's
just allowed to go and she's just a child, so she - and
then just goes and actively traumatises herself in the
conmuni ty agai n.

Q One of the things that you've said in your statenent
is that you feel like as a nother and a carer, "lI'monly
seen by acute nmental health services in conplete crisis,
and then |'m assessed as driven by crisis and overly
enoti onal " ?

A. Yes. | feel like |I've been assessed as soneone who's
mental ly unwell nyself and unstable nyself, because I
manage it in the home until it gets to a point that | can't

manage any nore, but then, you are only viewed as soneone
who is enotionally unstabl e yourself because you' re only
seen in those tinmes and notes are taken.

You m ght be ranbling, you m ght not have slept, you
m ght be | ooki ng di shevell ed yourself, you m ght be so
incredibly frustrated with the years of systematic failure
that you m ght present in a way that you will be assessed
as soneone that is unstable yourself, which is - it's
i naccurate, and it's - actually, those assessnents have had
a huge inpact on ny life and that's probably another Royal
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Comm ssion that needs to be done there, for what the
out come has been for what's happened wth that.

Q You' ve experienced feelings of being judged and
m sunder st ood?
A. Yes. Yes, to the detrinent of decisions that are

being made for ny child in ternms of ne being able to care
for her.

Q One of the things that you've tal ked about in your

evi dence today is having to tell your story time and tine
again, and ultimately that's led, for you, to a distrust of
the system

A Yes.

Q And for your daughter
A. Oh, absol utely.

Q Can | just ask you two further questions. One thing
that arose in your statenent is the idea of early
intervention, particularly with famly involvenent. Do you
want to say sonething specifically about that?

A Yes. In ternms of early intervention, fromwhat woul d
have been really beneficial to change the trajectory of ny
daughter's life and ny |ife would have been a focus on
parent support when she was nuch younger.

| have the benefit of working in the industry and
delivering these prograns to parents and seeing the
incredibly positive inmpact it has on relationship, and |
feel, if | had have received the support and the training
to respond therapeutically to ny daughter when she was
experiencing anxi ety and fear and behavi oural issues, that
we may not have ever had to have ended up at the hospital
that | would have been given the skills to be able to
manage that in the home nyself. | feel very strongly about
that, that parent support and education around that.

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

CHAI R No. Thank you very nuch for sharing your
reflections with us.

M5 COGHLAN: Thank you. May she be excused, please?

CHAI R Yes, you nmmy.
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<THE W TNESS W THDREW

M5 COGHLAN: Can | just enquire whether the Comn ssioners
woul d i ke a break now?

CHAI R No, we're fine to go on to the next w tness, thank
you.

M5 COGHLAN: That's fine.

M5 NI CHOLS: W'l just wait for the live streamto cut
in.

(Li ve stream connected.)

M5 NI CHOLS: Comm ssioners, the next witness i s Professor
Hel en Herr man. | call her now.
<HELEN EDI TH HERRMAN, swor n: [ 3. 00pn]

M5 NI CHOLS: Q Prof essor Herrnman, have you prepared a
wi tness statement, with the help of the Royal Conmi ssion,
inrelation to your opinions concerning the questions we've
asked you?

A | have.

Q | tender the statenent. [WT.0001.0020. 0001]
Prof essor Herrnman, are you the President of the Wrld
Psychi atric Associ ation?

A | am

Q Anmong ot her appointnments, are you a Director of the
Wrld Health Organi sation Coll aborating Centre in

Mel bour ne?

A | am

Q Are you a Practitioner Fellow of the Australian
Nati onal Health and Medi cal Research Council ?
A. Yes.

Q Has your schol arshi p concentrated, anong other things,
on psychiatric epi dem ol ogy?

A. Yes.

Q Are you head of vul nerabl e and di sengaged youth

research at Orygen?
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A. | am

Q Has part of your research been directed to inproving
the nental health of young people in and out of honme care?
A. Correct.

Q Can | start by asking you this: having worked in the
field of public health for a nunber of decades, what does

t he expression "public health"” nean and, in broad terns,
what activities does it enconpass?

A Vell, we think of public health as the organi sed and
collective activities that we m ght undertake as a state or
a community to inprove health and to reduce the
inequalities in health and this is an academ ¢ discipline
and a practice.

It covers a nunber of areas which are of equa

i nportance. W've heard a very noving story about the

i nportance of care when it's needed, and equal ly inportant
is the prevention of ill-health at various stages. It can
be prevented - of course, not all forms of ill-health can
be prevented in nmental health as in general health, but it
can be prevented in a whole range of different ways we can
no doubt consider further.

As well as, in addition to both those things, the
pronmotion of nmental health which is inportant in terns of
under st andi ng t hat good nental health is a value that we
can pronote and use as well.

Q And so it's right, isn't it, that the objectives of
public health are nuch broader than the provision of
clinical services to treat illness?

A. Yes, as | said, those are a very inportant conponent
but is one part of it.

Q Has it al ways been accepted that nmental health

out cones can and shoul d be inproved through public health
actions?

A Yes, that's been a conviction and an area of ny work
for quite a long tine.

Q | understand that you are convicted about that, but
has it taken sone tine for nental health to be understood
as an integral part of public health?

A Yes, | think it's sonmething that is growi ng now, but
for along tine the idea that the state of nental health in

.04/ 07/ 2019 (3) 241 H E HERRVAN (Ms Ni chol s)

Transcript produced by Epiq



O ~NO O WNPEF

a person or in a commnity could be changed through the
things that we do as a conmunity has not been part of the
activities or part - not really been part of our clinical
training, not been part of the way that governnents plan
and practice or nmanage services.

Q And, accepting that it is now, what are your views
about why it was that nmental health was seen as sonet hi ng
separate from public health?

A Per haps we go back to two things: one is, thinking
about the origins of public health, which was the origins
of public health in preventing infectious diseases,
beginning with cholera two centuries ago, by |ooking at
where the - how the people were distributed in terns of
water distribution in the city and dealing with that.
Provi di ng sewers, preventing overcrowding to prevent

t ubercul osus, and that gradually was taken up in terns of
nore chronic and | ong-standing or so-called

non- comuni cabl e di seases such as heart di sease and cancer.

More latterly - well, at that point too for a | ong
time the whol e question of whether nental health was part
of health was in question. W had |ong-standing views that
mental and physical health are separate from one anot her;
the Cartesian view of human health, in a sense. But
there's been a growi ng body of evidence and under st andi ng
that | think many in this roomwoul d now share, that nental
and physical health are closely interacting and need to be
consi dered together in the health systemas well as nore
br oadl y.

Q Yes. For exanple, at the level of the Wrld Health
Organisation, is nental health now treated in the sanme way
as ot her non-conmuni cabl e di seases for the purposes of
public health goal s?

A Yes, well, this is a very new devel opnent; that for
the first time in the Wrld Health O ganisation's high

| evel Conmi ssion on non-conmuni cabl e di seases that reported
to the United Nations Ceneral Assenbly | ast

Sept enber, Septenber 2018, it was the first tine that
mental health was nentioned explicitly. There's now a
Conmi ssion in fact on non-conmuni cabl e di seases i ncl udi ng
nmental health for a range of reasons that relate to that

i nteraction.

Q Just so we can be clear, what are the other groups of
non- conmuni cabl e di seases?
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A There are several mjor groups, one of themwould be
what they call cardiovascul ar di sease, so di seases
resulting fromproblens with the heart and the bl ood
vessel s that might include stroke and heart attacks;
cancer, diabetes and respiratory di seases of various types.

Q Can | ask you now about nmental health pronotion. In
your view, is health pronotion the sane thing as preventing
mental illness?

A Well, it's - conceptually they're different. The
activities overlap, but when we think of health pronotion,

| think it's, typically think about how to inprove nenta
heal th. The anal ogy being, if we inprove physical health,
we m ght go and exercise or diet, and provide as a
conmmunity the facilities for doing that.

In ternms of nental health, we m ght be nore connected
socially and we m ght be nore engaged in education and such
i ke, and how do we provide the conmunity facilities to
pronote and protect nental health and all ow people to nake
t hose deci si ons.

In terms of prevention, it's preventing nenta
ill-health. Now, nental health and nental ill-health are
related but not conpletely opposite, and so that, by
pronoting health we are preventing a nunber of the risk
factors for nental ill-health, but prevention of nental
ill-health can be nore specifically designed to prevent the
downst r eam consequences of things like violence and
mal treatment of children, neglect of children, difficulties
with parenting, bullying at school and poor conditions in
t he wor kpl ace.

They may al so include nore activities closer to the
person than within the health service that may prevent sone
condi tions such as depression, although not all types of
mental ill-health.

Q And are those factors usually grouped together and
call ed determ nants of nental illness?

A Yes, it's nowthe - in comon with the rest of health,
there's a large focus on the social determ nants of health.

Q And, what are sone of the inportant soci al

det erm nants?

A Vwell, for all types of health, including nental
health, relative social disadvantage - so, poverty, and
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bei ng worse of f than the peopl e around you, poor soci al
status, this is a powerful factor.

The second is gender discrimnation, so that, the
pl ace of wonmen in certain communities and even nore subtle
forms of discrimnation

The third is violence: violence in the fanly,
violence in the comunity. Another factor is in fact
physical ill-health in terns of nmental ill-health.

Q Each of those things you ve nentioned, are they,
according to well-established literature, determ nants for
mental illness?

A. For ?

Q Mental illness?

A. Yes.

Q Are there sone determ nants of nmental illness that are
particular to the individual?

A. Well, every - again, there's a close analogy with
health, that for any individual there are nmany influences
on a state of health or a state of ill-health. And,

al t hough the commonly used termis "social determnants",
in fact these are influences on health, so there are al ways
i nstances where people conme through major difficulties, for
i nstance severe traunma in childhood and are not depressed
in adulthood. But it's a question of risk. So, despite
the term it's really a sense of, what are the nmajor

i nfluences, both biological within the person, their own
psychol ogi cal processes, and the social influences.

Q So, is "influences" perhaps a better term because it
recogni ses risk rather than inevitability?

A Yes, correct.
Q Can | turn now and ask you about prevention. Can
just ask you this: does primary prevention in the
literature refer to preventing the onset of illness?
A Correct.
Q Does secondary prevention nean reduci ng the duration
and associ ated disability caused by illness by providing
early treatnent?
A Correct.
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Q Is there a difference between early intervention and
early treatnent or are they the sane thing?

A The way that | understand that term being used,
they're very sinmlar, yes.

Q Alright. And what is tertiary intervention?

A Well that, in a way, is what happens in the clinica
servi ces and beyond as well; the supports for
rehabilitation and recovery that may occur with supports
fromoutside the health systemas well, hopefully well

i nt egrat ed.

Q s there a sense in which tertiary intervention is
after the event?

A Yes, that's right. And, sonetines of course the
activities are not that different if they involve a person
becom ng nore socially connected or having a sense of
self-esteemand an ability to find a job, support for that
that they wi sh to undert ake.

Q You say in your statenent that you've given to the
Conmi ssi on, in your View

"The inportance of nmental health pronotion
in the context of public health cannot be
overstated."

W'l talk about that in sone detail, but can | just
ask you to explain to the Comm ssioners why you hold that
Vi ew?

A Well, | think it's because of the fact that we have
had a view different in nental health fromthe rest of
health and we can see the difference it's nmade in the rest
of health. For instance, we could say that in the 1950s,
60s, 70s there were rising rates of - rapidly rising rates
of heart disease in populations in the wealthy world: in
Europe, the United States, Australia. And people began to
recogni se that exercise and diet mght be inportant and
began to put these neasures in place.

At the time there was a | ot of conpetition between the
clinical services and these preventive neasures, but over
ti me people recognised that they were each inportant, and
in fact the public health nmeasures, stopping snoking,
increasing the attention to what people ate and the way
t hey exercised, changed the pattern of disease in many of
t hose comunities. At the sanme tinme many people stil
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continued to have ill-health, that wasn't going to
di sappear.

Q Do you have a view in the general health context about
sonme of the inportant things that lead to the | essening of
conmpetition between different clinical streans?

A Ah, well, I think that's a very inportant thought.
think it's to do with awareness to a | arge degree, that
when we have, first of all, awareness in the genera

communi ty, then that pushes everybody to think about what
sort of measures are needed to support this comunity
awar eness.

So, if people are understanding the fact that good
mental health brings many benefits at the individual and
community level, and that ill-health is nothing to do with
bl ame or weakness but it's sonething that happens for this
nmul titude of reasons in ternms of any one person's
experi ence, everybody's better off, the person, the famly,
the comunity, if adequate supports are in place. W' ve
heard a very, again, noving story about the difficulties
that arise when they're not.

Q Can | ask you, before we investigate this a little bit
further, to tell the Comm ssioners - really to tell all of
us, because | think the Conm ssioners probably know
already - what are the principal classifications or types
of mental disorder?

A | suppose we begin with the idea that there are common
nmental disorders and nuch | ess conmon ones. And, with the
i dea that over tinme what has really affected the public
under st andi ng and governnental understanding is the
so-cal |l ed burden that these conditions produce in terns

of years of disability lost in ternms - rather than just
counti ng nunbers.

But the common nental disorders, in which depression
and anxiety are the major ones, are quite - of different

| evel s of severity are quite comon in the comunity. It's
said that up to maybe 20 per cent of people in any
community will experience one of those conditions in their
lifetime.

Q So, this is depression and anxiety?
A. Yes.

Q And they're grouped together?
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A. Yes.

Q Alright. If we take that as a | arge preval ence
di sorder --
A Yes, that's right, high preval ence.

Q H gh preval ence, | beg your pardon, and perhaps noving
towards the | ess preval ence disorders, what is next?

A Yes, well then we m ght be thinking broadly about

condi tions, schizophrenia and related conditions that cone
under the headi ng of psychoses. Sonme of the nood di sorders
cal l ed bi pol ar disorders mght be linked with that group as
wel |, each occurring - maybe one in a hundred of the

popul ation may be affected by these conditions.

Q So, with psychosis, is it appropriate to differentiate
bet ween schi zophreni a, bipol ar di sorder and other forns of
psychosi s?

A It is, | believe, yes.
Q Are they the main classifications?
A. That woul d be, broadly speaking, correct as I

under st and.

Q Do substance abuse disorders fall into their own
cat egory?
A Yes. So, that we could say substance abuse disorders

are also quite comon, particularly al cohol use disorders
inthis community and in many conmunities, and the use of
ot her substances, called illicit substances, is also a
probl em and the use of prescription opiates and ot her
prescribed nmedi cations in harnful ways is also inportant.

Q Where do personality disorders fit in that
cl assification?

A Vell, | suppose, if we're tal king about a general
publ i ¢ understandi ng of nmental disorders we m ght have a
category we call "other” and we m ght include personality

di sorders; we mght include eating disorders and a range of
ot her conditions, all of which are - they're not to
mnimse themby putting themin this "other" category.
And, as you've heard, sonebody who may be di agnosed as
having a borderline personality disorder could have a very
severe and difficult experience.

Q | s there a separately understood category of disorders
of chil dhood?
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A Yes. Cenerally, that mght include the early onset of
a nunber of the ones we've already nentioned as well as a
range of |earning and devel opment di sorders and

di sabilities.

Q Wth that background, professor, can | ask you about
t he evidence base for the effectiveness of early
intervention and prevention. Can | go to sonething you
have said in your statement which is that:

"Experi ence has shown that nany adverse
out comes can be avoided with early
recognition and treatnment or with

appropri ate and sustai ned support for
people and famlies living wth long-term
illness.™”

So, just focusing on that statenment for a nonent, when
you say "adverse outcones", what's included in preventing
adver se out comes?

A | mention two things in that statenent: one is the
early intervention and the other is sustained support.

Q Yes.
A And in each case it's concerned with relieving the
suffering of the person.

Q Yes.
A And hence, the suffering and di stress of those around
themas well, so that, we avoid the adverse outcone of

prol onged suffering. And then you m ght have the concept
of the associated disabilities, the person who's not able
to mx with other people, not able to enjoy life, who may
be terrified if it's a psychotic disorder by the
experiences and unable to participate in a range of other
activities.

Which leads to the next stage of, if you |ike,
disabilities of |oss of education, |oss of social
connections, |oss of opportunity and vocation, |oss of
famly |ife or the opportunity to develop a famly if it's
a young person.

Q Is it inplicit in that analysis that, with sonme types

of experiences of nmental illness they may be prevented, but
with others the experience itself and the duration m ght be
m ni m sed?
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A. Sorry?

Q Is it inmplicit in your analysis that for some types of
nmental illness or particular experiences of nmental illness
with certain people, prevention may occur; but with others
preventing adverse outcones is about changi ng the course of
the disease or mnimsing its effect on a person?

A Yes, absolutely. | think where that second part of

t he sentence cones in, that although for instance with

schi zophreni a and rel ated psychoses, we're not clear about
what are all the antecedents and the possibilities of
specific prevention, but we are aware that it's possible to
nodi fy, work with the person, support themand their

fam lies and nodify the outcones in many cases, many
situations, to support the recovery, support the belief in
t hensel ves during that recovery process.

Q Alright. [I'll ask you a bit nore about that shortly.
You' ve said in your statenent though that:

"Most people with potentially remediable
di sorders are not treated. There's a
continuing failure to recogni se and treat
mental illness, particularly anxiety and
depression in people attendi ng genera
practitioners or general hospitals. About
20 per cent of these patients suffer from
wel | defined nental illnesses often

associ ated with physical illness.”

s it your viewthat the failure to treat well defined

mental illness particularly relates to anxiety and

depr essi on?

A. | think that's the nost - they are the preval ent
conditions and that's, | think, one of the major problens

and particularly in certain popul ation groups, including
wonen who are pregnant and soon after birth

Q You go on to say that:

"It's tenpting for services, governnents
and non-government organisations in the
face of overwhel mi ng distress and
disability to concentrate al nost
exclusively on those well-established
illnesses.”
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What is it that makes that the overwhel m ng
tenptation?
A | think it's partly the sense that there's - we're not
coping with that demand and there is a very high denmand, as
we know, for help, or a high request; it's using the demand
in the technical sense. But that, so how can we be
diverting resources to things that may or may not work in
t he | onger ternf

And | think that's where, as a community system we're
wor ki ng across health, we're working across educati on,
wel fare, famly support, workplace, relations and so on,
that it's - just as we've done for heart heal th and snoking
control, we have a huge job to do to support people and
famlies to be aware of what's going to be hel pful and to
assi st them when they do seek help as well.

Q And so, it's right, isn't it, that what you're really
saying is, you need both, investnment in prevention, early
intervention, as well as treatnent for chronic conditions
and acute conditions?

A That's right, yes.

Q You say in your statenment that:

"Early case identification and intensive

treatnent of first episode illness was
first proposed as a preventive strategy for
t he psychotic illnesses in the 1990s."

So just focusing back at that period of tine, that
early identification of the role of early intervention, was
that [imted to the psychotic illnesses?

A. Well, the idea began with the psychotic ill nesses,
yes, and | would point out that we're tal king there about
secondary prevention, about changing the course of illness
and reducing the risk of associ ated
conplications/disabilities.

Q So sticking with that idea, going back to the
classification of nmental disorders that we discussed
earlier, is the evidence base for early intervention in

psychotic illnesses the sane in relation to schizophrenia
as it is for other disorders?
A Vell, it's - there's been a | ot nore study nost

specifically of the early intervention in psychotic
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di sorders. There's a growi ng realisation that the sane
thing is likely to apply for other conditions, but nuch
| ess study specifically of this point.

Q Alright. Perhaps to get a little bit clearer about

that. |If we can speak about the present evidence base for
early intervention in psychotic illnesses other than

schi zophrenia. Were is that up to?

A Oh, I'msorry if I msunderstood your question a

little before, but | wouldn't be differentiating

schi zophreni a and the ot her psychoses in the sense that,
when these conditions are first identified it's often not
cl ear what the exact diagnosis is: whether it's

schi zophreni a or another psychotic condition that m ght
have a different outlook; there are so-called acute
psychoses or schizoaffective disorders that are a m x of
nmood and psychotic disorders. There m ght even be a form
of nood di sorder, bipolar disorder.

So, many of the studies have related to early
i ntervention and psychosis rather than in one specific
identified nmental disorder

Q | see, yes. Accepting that to be the case, what do
you say about the current state of the evidence in relation
to early intervention? Do you say it is established in
relation to secondary prevention or primary prevention?

A Secondary prevention for the - by using that term
"early intervention", yes.

What about prevention?
Prevention for the psychoses?

Yes.

Yes, this is a field of intense interest, and there
have been studi es of so-called high risk groups of people
whose parents may have had psychotic disorders; there have
been studi es of popul ation groups and studies of young
people in particular who may present with a range of
experiences that are psychotic in nature but perhaps don't
add up as a whole to a current diagnosis, and those studies
are ongoing and it's inportant to understand where that may
|l ead, but it's different fromwhat |'ve been referring to
as early intervention, and for these nore rare conditions
it stands aside in a way fromthe broader statenents about
prevention of disorders.

>0 >0
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Al t hough many of the - what we may conme to - the
upstream determ nants or influences on nental health, such
as child maltreatnent, overall there appears to be a higher
rate of all conditions, including psychoses, in people with
reported experiences of that type conpared with the rest of
t he popul ation, but the mechani sms and pat hways are not
cl ear.

Q Yes. So, would you say there is a good evi dence base
for dealing with what you have called the influences and
what ot her people mght call determnants in relation to

probably all fornms of nmental illness?

A The?

Q Al forms of nmental illness?

A Yes.

Q And when you cone to primary prevention, the evidence

is limted when it comes to the psychotic disorders; is
that a fair statenent?

A Yes, that's right. | mean, we understand that sone of
t hese broader - we know that for sone reason that people
don't fully understand psychotic disorders are nore comon
in people who have grown up in cities, and we believe it's
nore common in people who are second generation inmgrants
or people who are in mnority groups in a comunity, but we
don't understand the nmechani sms and how exactly to prevent
t hat .

Q When it cones to secondary prevention, is it the case
that there is good evidence that that is effective?

A Well, yes. W now have good evidence that, at |east
for the episode of illness, this is very effective.

Q Yes. And, is there a question about the effectiveness
of secondary prevention and its relationship to the
duration of treatnent?

A Vel l, the duration of treatnment has - you nean, in
terns of the evidence, it extends up to about two years of
treatnent. So that, when early intervention is begun and
continued for two years. There's limted study beyond that
and we don't yet know what this nmeans for the further
course of the illness over the next 30 years, although we
can anticipate that with preventing to sone extent the
accumul ation of disabilities of the type we' ve descri bed,
that this will mtigate or change the course, but that is
for the future.
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| think it's also very inportant to recogni se that the
change of outlook in the episode of illness is very
i mportant, and al so, that we're undertaking this prevention
for that - these early interventions for this reason rather
than from necessarily relieving what nay be seen as the
burden on services in the longer term we just don't know
t hat yet.

Q Yes, and so, are you saying that what does happen with

i ntervention, whether or not the illness is prevented, is
that the person suffering it is benefitted?
A Yes. It would be just |ike soneone having cancer -

al t hough we know nore about the | ong-term course because
there's been nore study - or sonmeone with any other
condition in health, that if there's a severe, terrifying
condition that's likely to - could |lead to the person
damaging their life or losing their life, then we would
treat it.

Q Yes. You make a conment in your statement about an
anal ogy with other interventions in public health nore
broadly, and you di scuss the prevention of cancer and
sim | ar diseases in connection w th snoking.

A M hmm

Q And | think you say that at tines one has to act on
the evidence as it is, rather than waiting until it

devel ops.

A Yes. Taking us back then to the idea, say, of primary
prevention in terns of the so-called upstream determ nants
of health, that if we see that there is, in terns of the
pattern of disorders, an increase of both physical and
mental health problens in adults with these experiences of
harm and neglect, well then, we mght feel it's appropriate
to act that way.

To say, as the state, as Victoria has done with
Conmi ssions on famly violence and institutional care for
chil dren, we have the understanding now that there is
unfortunately many - that it's in front of our eyes that
t hese experiences are quite comon in the community, so
what we can do to prevent them happening will be inportant
al so downstream for the nental health for the popul ation

And al so, we can nonitor what we're doing, not
necessarily by waiting 30 years so see who gets well or
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ill - who is well or ill, but to say, well, the first thing
that we would find is that these particular regul ations are
in place and the violence is abated and hence - and we

m ght anticipate, because of those links, that the further
results will be better.

Q Yes. Can | just ask you one nore question about this
topic. You have said in your statenent that:

"Essentially the case for investnent in
prevention requires a degree of
specificity. W need to exam ne the
specific cross-sectorial interventions that
are known to act on nodifiable influences
on nental health.”

Can | ask you to el aborate on that by expl ai ni ng what
you nmean by the cross-sectorial interventions and to the
nodi fi abl e i nfluence on nmental health?

A Broadly, we could say that nental health is
everybody' s busi ness, so that, we understand that the way
children experience school, the relations wth the teachers
and their peers, whether children are bullied or not, these
have a significant influence on their nental health.

W al so have evidence that, froma range of different
pl aces, that specific training in social skills, if you
like, for children is effective in inproving their nenta
health and inproving their prospects of nmental health.

Anot her exanple is fromthe field of comunity
devel opnent in a nunber of high income countries, including
inthis country, there are comunity groups in a schene
call ed Communities That Care that work together with
experts to assess the local situation in terns of youth
violence in comunities and put in place neasures to change
that, and this has produced significant results in terns of
reductions in youth crinme and inprovenent in outcones for
education and | ater vocation.

Q Do you happen to know where in Australia these things
have been i npl enment ed?

A Vel |, there have been sonme schenes in Victoria, in
Mel bourne, as | understand.

Q Just on the question of young people. You said that:
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"Adequat e access to services and early
intervention for those that need it [is
best practice]. Mst of those needing help
are young peopl e as the peak age of onset
of these conditions is between 15 and

25 years of age."

Can you just explain to the Comm ssioners what you
mean in that context about "the peak age of onset"” and are

you referring to particular types of nental illness?
A Well, it's across a fairly wi de range of nental
di sorders, nental illnesses, that this applies; that

bet ween the ages of 15 and 25 - al though sonetines for even
younger ages - but that period would be the tinme when nost
peopl e who are going to devel op depression, who are going
to devel op anxiety, a psychotic condition, that would be
the time when it first begins; nmay not be recognised then
but that's usually the tine that it begins.

And this distinguishes the nental disorders fromthe
ot her non-conmuni cabl e di sorders, in fact. Here we're
dealing with, we're thinking of cancer and heart disease,
we' re thinking of people at the end of their working lives
or post working life; here we're tal king about people who
are entering conmunity life before they've had an education
or support - established their own famli es.

Q You tal k about the inportance of |inking primry
health and community based nental health services with
soci al housi ng and enpl oynent services. \Wat, in your
view, is the inportance of that |inkage?

A Yes. Well, this is inportant in general life, I
suppose - -

Q Yes, of course.

A -- in supporting people in famlies and preventing -
pronoting health, but in particular it's inportant if we
turn to the question of treatnent and support and care for
people with the experience of nmental ill-health and their
famlies. And again, working closely with these people

al so, so that it's supporting the decisions of the people
with these conditions.

But we see that people's needs are not limted to the
health system that they need sonewhere to live, they quite
of ten m ght have conbi ned health problens, |ike
drug/ al cohol probl ens conbined with nmental health probl ens;
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t hey mi ght have a physical health problemas well,
particularly as people enter mddl e age, they tend to have
premature onset of those ot her non-conmmuni cabl e di seases.

So, in many systens, including to sonme extent our own,
we have sone separation indeed in the sense of speciali st
mental health services and their |inks and interchanges and
sharing of care, and sone separati ons between the nental
health and the drug and al cohol services and the ability
for one service to nanage all of those conditions.

Q You' ve al so spoken about the inportance of

pol i cymakers in different sectors having a conbi ned and
conpr ehensi ve approach, and is that for simlar reasons?

A Yes, | think this is particularly so if we think about
persuadi ng the Mnister of Education to take an interest.
How can we persuade the Mnister for Education during the
ride inalift that mental health is inportant for his
portfolio or her portfolio?

And the sanme resources that are used to deliver
education now coul d be shaped at the same time to inprove
rather than - or to inprove nental health and to avoid any
i nadvertent conprom sing of nental health

Q Thank you. You tal k about sone barriers to

i mpl enenting nental health pronotion strategies, and one of
the things you have observed is confusion and vagueness
about what nental health itself is. Can you say a bit nore
about that?

A Yes. | think again, com ng back to the idea that we
are not used to, as a comunity, to thinking about nenta
health in itself, it's very much a part of health, and it's
different from although |inked to, nmental ill-health. So,
t hi nking of nental health as an asset, being able to
describe it as sonething that benefits the person in the
communi ty, that supports productive relationships, supports
wor k, and supports the person's own sense of peace and
wel | bei ng.

And, without that - | think we quite often conflate
mental health and nental ill-health when we're speaking
and, wi thout understanding that - we sonetines use the
anal ogy of physical health, that an Aynpic athlete has a
different state of physical health frommany of us in the
community. W all still regard ourselves as heal thy, but
we understand what to do to inprove our health. W denmand
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fromour governnents that they don't let raw sewerage run
down the streets or that we want themto control al coho
outlets, we want themto control the anount of fat and

| abel our foods. So, it's getting to the point where the
conmmuni ty demands this of our governnent and supporting
themin that.

Q And having worked in public nental health for quite
some tine, in your view where does that |ack of
under st andi ng of the inportance of nental health lie in our
soci ety?

A Well, | think people have been very afraid of nmenta
ill-health. It is avery - it's a terrifying idea, people
have all sorts of m sunderstandi ngs about where it comnes
from is it acurse, is it a weakness? And the idea that
we could think about nmental health as well is mxed up with
that and not fully separated.

And al so, we're not used to thinking, as | nentioned
earlier, that nmental health is part of overall health and
that a state of nmental ill-health is going to conprom se
the rest of health. Wat this confusion and vagueness
nmeans, is that, we're not aware as a comunity of the
benefits to be gained frominproving nental health, both
frompronoting it and frompreventing and treating illness
successfully; that nentally healthy people are going to be
nore productive and the education systemw || be nore
successful with its outcones, and parenting will be - we'll
be able to support - parents may need or wi sh for sone
support in what they're doing; early childhood devel opnent
can pick up early problens in learning or in relationships
and can again manage those early and help the famlies to
cope.

Q So froma public health perspective would you say that

where we're at is still at a state of needi ng sone
consci ousness raising about nmental heal th?
A | think so, yes. Consciousness not necessarily in the

sense of canpaigns, that can be hel pful, but particularly

i n government or in decision-making circles about what is

t he evidence about the |ink between good nental health and
the other parts of comunity life, the ones |I've nentioned,
and putting this alongside the need to rai se awareness al so
of what is nental ill-health and relieve the stigm and

di scrimnation that stand in the way of good service
provi si on and good support for those peopl e.
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Q So, in that connection, is it your viewthat there's a
kind of institutional stigma in relation to nental health
and policy maki ng?

A Yes, | think that's probably a good way to put it.
Peopl e often mnimse or believe it's a luxury or a fringe
i nterest, whereas things like this new UN or WHO Commi ssi on
on the non-communi cabl e di seases has for the first tine

i ncluded nmental health; that's because it's critical to the
delivery of - successful delivery of services to other
forms of ill-health; it's intertw ned.

Q You' ve al so spoken about what you call an unwarranted
pessi m sm about the efficacy of treatnents for nenta
health. \What have you observed about that and where do you
think that pessimsmlies? Wo holds it?

A Right. Well, it's the general community and often the
prof essi onal sense, | think we were all taught as nedica
students, if you like, about what's called the clinician's
illusion and we're all warned about it, that we as

prof essi onal s see people who need to cone and see us, that
is, people who are not well. People who get well don't
cone back.

So, it's always the case, and we were taught to keep
this awareness with us, that we can't discern the pattern
of disease in the community fromour daily work and it
requi res anot her |ens, another - studies of comunities and
the patterns of ill-health and disability and health in
conmunities to work that out.

Q You speak quite a bit in your statenent about the need
for integration of various things, can | just ask you about
t hose. You say:

"W're yet to fully integrate the housing
system nmental health and drug and al coho
services and the primary heal thcare

system"”

Now, there are a nunber of parts in that. |f you can
can | ask you what your vision is for integration in that
respect.

A Could I say first that I'mbasing quite a bit of what
| say on observations from--

Q Yes.
A. -- the 1990s and the 2000s when | was director of the
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Mental Health Service in the city and fromstudies we did
at that tinme on people with honel essness and nenta
ill-health, as well as those in other parts of the nenta
heal th service

The inportance of being able to deal with all of those
problens, with nental ill-health, with addictions, with
housi ng, |ack of adequate housing, they all fuel each
ot her, and when people cone into a nental health service it
doesn't do them nmuch good to go back necessarily to a
boardi ng house with very little incone.

They may not have anything that they regard as
nmeani ngful to do, they may have - they may be socially
isolated, all of which are toxic to their nmental health and
that can result in - when | began training in psychiatry we
had | onger term hospital stays and people would just cone
back. | renmenber seeing young people who woul d cone back
two or three tines within a very short space of tine
because the conditions in which they lived were toxic to
their nental health.

| think we've becone nmuch nore sophisticated now about
managi ng that but not conpletely so, and that's partly
because people on the ground - the drug and al coho
wor kers, the nmental health workers, the housing workers nay
not be famliar with and may be frightened of dealing with
the other two problens that they're not used to.

Q You al so nention your view that there is a need for

cl ose alignnent between the nmental health system and the
child protection system Can you say a little about that?
A Yes. Well, | think we can |look first at expenditure,
relative expenditures; that if we ook at the child
protection system the bulk of the expenditure, as I
understand it across our country, is on the out-of-hone
care system Advocates woul d argue that we want to be

t hi nki ng about how to keep fam |lies together, how to
prevent the maltreatnent and viol ence and the other causes
of removal of children fromtheir famlies.

So, the nmental health - the |inks between nmenta
health and the child protection systemm ght be in both
stages: that, how can the nental health systemor nenta
health expertise, if you like, be integrated well into
fam |y support, parental support, early chil dhood
devel opnent wor K.
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And then, when children are in foster care, or kinship
care or in the mnority residential care - again, we've
heard about sone of that today - when they're in that
system how do we support the carers of those young people
to understand their needs as well as provide any direct
support to the young peopl e?

There's a great deal that can be done to support the
systemas well as support individuals. | think it wouldn't
be unique for there to be difficulties in working across
systens and peopl e understandi ng each ot her and how best to
wor k toget her.

Q Just in that connection you say that:

"Maternal and child health services woul d
ideally work closely with nmental health
experts for training and support of

m dwi ves and nurses and ot her providers in
t he detection and managenent of depression
and ot her perinatal nmental health

probl ens. "

A Yes, | think we're very - probably world | eaders in
this state in doing that.

Q Yes.
A And that's a good exanple that we could extend to
ot her systens.

Q Yes. Can | ask you about a slightly different topic
al though still on your views about how the system mi ght
change. You said that:

"Sui cide prevention and nmental health
pronoti on have tended to be different

di scourses up to now and a holistic view
woul d assi st."

What do you nmean when you say "different discourses"?
A Well, we do sone world-1eading work again in suicide
prevention, and preventing suicide is a very broad canvas,
or ideally so. So that, there are specific things that we
can do in schools in ternms of training, so-called training
of the gatekeepers to understand when there is a need to
intervene with sone distressed person. W can prevent the
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nmeans of suicide, guarding bridges and all the things that
we do that way.

But we need to - and many people do but it's inportant
to include the broader canvas of pronoting health,
pronoting nmental health. That, if we think of violence and
we think of alcohol and drug use, that the prevention of
t hese circunstances also is relevant to suicide prevention.

Q Yes. You also say that:

"There are obvi ous coordi nation
difficulties in integrating services which
are adm nistered by different institutions
and governnment departnents. People with
poor nmental health and related disabilities
need support froma trusted integrated

envi ronnent whi ch can w thstand the ups and
downs. "

What, in your view, are the features of a trusted,
i ntegrated environnent that can withstand the ups and
downs?
A Wll, I think it's, we're |ooking for sonething that
may exist in sonme places, but the idea that a person or a
famly can go to one place and tell their story and have -
be treated with respect and dignity. So, it's a question

of human rights, of treating people with nental ill-health
the way we would treat people with any other formof health
for a start, ill-health, and that sense of continuity, that

it's not a sense of having to transfer and nove around to
find the different services, which is a very difficult
experience for people who are al ready experiencing nenta
heal t h probl ens.

Q Prof essor Herrman, is there anything | haven't asked
you about in relation to your views for reformng the
systemthat you'd like to speak about?

A. No, | think we've covered a lot. | think the key
poi nts perhaps would be the question of val uing nental
heal t h, understanding the benefits for the community of

i nproved nental health, and of understandi ng that people
t hroughout their |ife course have nmental health problens,
but for our community and every conmunity it's the young
peopl e that we are begi nning much nore to understand now,
this is when the problens begin and when we can intervene,
and that, if we think of the upstream determ nants of
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nmental health and nmental ill-health, there's a great dea
we can do by working with education, housing, parenting,
soci al wel fare and workpl aces.

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

CHAI R: No, | don't think so. Thank you very nuch for
t hat very conprehensive overview.

M5 NI CHCOLS: May Professor Herrnman be excused?
CHAI R Yes.
<THE W TNESS W THDREW

M5 NI CHOLS: That concl udes the evidence for today,
Conmi ssi oners.

AT 4. 00PM THE COW SSI ON WAS ADJOURNED TO
FRI DAY, 5 JULY 2019 AT 10. 0O0AV
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