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M5 NI CHOLS: Conmi ssi oners, over the next four days we

wi |l be exam ning a nunber of inportant parts of the nental
heal t h system and aski ng how peopl e access services from

t he system and how t hey navi gate between parts of the
system

We will be asking whether supply is keeping up with
demand; where there are unmet needs, what are the nost
critical of those needs; what are the pressures on the
systemi and what are the consequences of unnet need.

A nunmber of w tnesses fromwhomwe will be hearing
have been in the systemfor a very considerable period of
time and we're asking themto reflect and share their
wi sdomw th us about the extent to which the system does or
does not now enbody the inportant principles that it was
i ntended to enbody follow ng de-institutionalisation.

W, of course, ask them al so how t he system shoul d and
can be different and we are nost grateful for people giving
up their time to come and give evidence and al so to prepare
sonme very detailed and | engthy statenents.

Today, we'll be hearing from Professor Sinon Stafrace
who's Program Director of Mental Health and Addiction at
The Alfred; from Associate Professor Ruth Vine who was at
the relevant tinme Executive Director of NorthWstern Mental
Health; fromErica WIlliams, who is a 22-year-old wonan who
has |ived experience of dealing with the nental health
system and fromDr Neil Coventry who is Victoria's Chief
Psychi atri st.

You will hear over the next four days quite a bit of
evi dence from peopl e that addresses the sanme questions, and
there's a reason for that, and that is that we wanted to
be, although not absol utely conprehensive because of tine
pressures, but as conprehensive as we possibly coul d about
aski ng about the status of the system and the pressures on
it.

You will see sone quite striking simlarities, as |
mentioned in ny opening statenent, about the evidence given
by consuners, workers and nmanagers who have the hi ghest
| evel s of responsibility for the system

| won't summari se the thenes of the evidence because
did that in nmy opening statenment and we are short of tine.
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Each day before we start, we'll give you a short sumary in

relation to each of the witnesses we'll be hearing from
t hat day.
And, without further delay, I'mgoing to ask the court

operators to show a short video that the Royal Conm ssion
has prepared about this subject.

(Video pl ayed.)

The first witness today is Professor Sinon Stafrace, |
call himnow to give evidence

<SI MON PETER STAFRACE, affirmed and exam ned: [ 10. 09am

M5 NI CHOLS: Q Yes, Professor Stafrace, are you the
Director of the Mental Health and Addiction Program at The
Al fred?

Yes. The title, by the way, is Associ ate Professor.

| beg your pardon.
That's all right.

|"ve been pronoting you for sone tinme now.
That's all right.

Have you been the Director of that program since 20067
Yes, | have.

Was it previously known as Psychiatry?
Al fred Psychiatry, that's correct.

o >0 >0 >0 >0 F

Have you got responsibility for the delivery of
services across 12 | ocations across southern Metropolitan
Mel bour ne?

A Yes, | do.

Q Before | ask you about those, have you prepared a

wi t ness statenent which deals with your experiences in your
prof essional role and deals with the questions we' ve asked
you to answer?

A Yes, | have.

Q Conm ssi oners, you've received a statenent fairly
recently which is essentially the current statenent, but

t here have been sonme mi nor anmendnents to cross-referencing
and the like and I will tender the final version of the
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statenent that we've received this norning.
[ WT. 0001. 0040. 0001]

Can | ask you briefly about The Al fred Mental Health
and Addiction Service: do its prograns include infant,
child, youth, adult, l|iaison, energency and aged care
mental health services?

A Yes, they do.

Q Al so a research centre nmanaged in partnership with
Monash University?
A. Yes, it did does.

Q Does your network include seven clinics, two hospitals
and three residential units?

A Last time | counted, yes.

Q Do you al so have a series of partnerships with

communi ty providers including Launch Housi ng, Wl l ways,
Qdyssey, Headspace and South East Mel bourne Primary
Heal t hcar e Networ k?

A. Yes, we do.

Q s your adult community nental health service based in
aclinicin St Kilda Road?
A Yes, it is.

Q Does that service deal with the needs of adults

bet ween the ages of 25 and 64 living in the inner south of
Mel bour ne?

A Yes, it does.

Q In relation to that service, can | ask you about the
continuing care teans. Can you tell the Conm ssioners what
t hey do?

A Sure. So, we have two community nmental health sites,
but one of themis about to relocate to the St Kilda Road
site; just to be clear, that's happening in about

three weeks' tine.

The St Kilda Road inic has within it the research
centre plus three, and soon to be six, continuing care
teans, a Honel ess Qutreach Psychiatry Service and a Mbile
Support and Treatnent Team It also has a Navigations
Team so a teamthat's called the Navigations Teamt hat
i ncorporates the functions of intake, primary nental health
consultations and short-termcare and transitions.
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Q Can | get you to elaborate a little bit on the

Navi gations Service so we can understand what it does and
what its parts are, perhaps starting with its intake role?
A So, just to perhaps put it in sonme context. There has
been an increase in funding over the last two

financial years, and in response to that we undertook a
service planning activity.

One of the results, one of the outconmes of that
service planning was that a decision was nade to set up
what was call ed the Navigations Team and the Navigations
Team woul d include intake, primary nental health
consultations and short-termtreatnment and transitions.

The transitions conponent really was a recognition of
the fact that we had a significant nunber of patients who
were sitting on case lists that could be nmanaged in the
primary care setting, but really needed a fair bit of
support in order to nmake that transition, and it was a
process that would take 6 to 12 nonths and we felt that we
needed additional focus and enphasis upon that task.

Q So, what are they transitioning fromand to?

A They're transitioning from- essentially, what we're
trying to do is set up an arrangenent whereby GPs and ot her
conmuni ty services can provide sustainable and ongoi ng care
for people with conplex needs that nay be not urgent but

are still quite conplex, secondary to what are severe
mental illnesses, albeit chronic nental illnesses.
Q How does the Transitions Team provi de that support and

does it provide it directly to GPs or to the consumners

t hensel ves?

A They work with a conbination of the consunmers and GPs.
So, it mght involve sonething |ike, for exanple, going and
hel pi ng the consunmer nmake appointnments with GPs, perhaps
attendi ng an appoi ntnment or two; naking sure that
information is passed over, trying to understand what sone
of the barriers to continuing care mght |ook like in that
setting and working with the client in order to overcone
sone of those barriers. |It's a slow process.

Q And that service has been in existence since 2018?
A Since 2018, yes.

Q And that is a service that you' ve been able to
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i ntroduce because you understood it was needed and you
received funding for it?

A Well, we received funding and we decided this was one
of the activities that we would use that funding for. And
| have to enphasi se, you know, this idea cane out of a

t eam based, service-based pl anni ng process, so there were

| ots of people who contributed to this, including consuners
and carers who were consulted in the planning process.

Q As far as you're aware, do simlar services exist

across the state?

A. |"m sure they exist, but you know, | suspect in a
different form There are many different ways in which
t hese tasks can be undertaken

Q Returning to your adult conmunity nental health
servi ces, does that part of the service include comunity
residential nental health services?

A. Yes.

Q Does that include a conmunity care unit and a
prevention and recovery unit, otherw se known as a PARC?
A Yes, it does.

Q Just to be clear, can you tell the Conmm ssioners what
consuners Al fred Mental Health doesn't serve, leaving to
one side your general primary care service dealing with
young peopl e?

A So, | tried to sort of explain in the subm ssion that,
essentially the focus is very nuch on people with severe
mental illnesses with urgent need and alternatively with

t hose patients who may have been in that position and they
are at risk of having those needs energe once again.

And so, the kinds of people that the service does not
routinely | ook after are those people |I think that have
been referred to in conversati ons about the so-called
m ssing mddle, which I'mhappy to talk at some |ength
about .

| put together - you know, like, in preparing for
today we've been | ooking at quite a bit of our data and one
of the things that becones very clear, is that, at the
energency end we deal with everybody who wal ks through the
door. So, if sonmebody rings up triage, if sonebody wal ks
into the energency departnent and has a need, that need is
dealt with. The question thenis, howis it dealt with and
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for how | ong?

What you will see is that, as you nove fromthe
energency, into the CAT Team onto the inpatient unit and
then out into the comunity, is that the case mx, the
di agnostic m x of people who are in each of these services
wi Il change and you will see that a | ot of people whose

di agnoses - in fact, what you will see in the data, and you
will see it in the subm ssion, is that the proportion of
people with schizophrenia will increase as you nove through

each of those layers, so that in the conmunity people with
schi zophreni a account for around 80 per cent of the case
mx in those settings. But at the front-end, in the
energency departnment, it would seemthat they account for
around 10 per cent.

Q We'll return to this question a bit |ater, thank you
W have asked you, in the context of these services that
the Alfred provides, on the basis of your experience there,
whet her supply is keeping up with demand.

A. Yep.

Q You' ve given us a quite sophisticated anal ysis of al

of the inputs to that in your statenent. W won't go
through all of the parts of that, but making the assunption
that supply is acute inpatient care for patients who are
severely ill and at inmmnent and high risk of harmto

t hensel ves and ot hers, and al so includes conmunity-based
services that are able to provide early intervention or
short-termtherapies or continuing care for patients with
non- urgent but conplex needs: with that assunption, you
have identified that demand is increasing, and can | ask
you to el aborate on what you say about the trends in
demand?

A. Look, one of the points that |1've tried to nmake is
that, there are very different stories that energe when you
take a sort of an operational view on the one hand and when
you look at this fromthe perspective of a patient and a
famly. | think both parties would say that supply is not
keepi ng up with demand, but woul d have very different ways
of conmuni cating that and understandi ng that.

| think for famlies and carers, and for certainly
patients who talk to us and tell us about these things, the
situation is at tinmes quite dire because the experience of
mental illness is one that extends over a |ong period of
time and the support that we provide for the nmgjority of
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people - the majority of the 5, 000 people that cone to us
each year is episodic; in fact, it's even briefer than
epi sodi c.

But from our perspective, | suppose from an
operati onal perspective, the service has been desi gned and
resourced in order to focus primarily upon people with
urgent, conplex and needs with high risks attached to them
And so, even in that regard I think it would be fair to say
that we are struggling and the analysis that | presented in
t he subm ssion was really a focus on that perspective: to
what extent are we able to neet the demand of patients who
have severe problens that are urgent and that are
associated with high risks, and even there we are
struggling.

The evidence for that is that the nunbers of people
with nmental and behavi oural disorders who are presenting to
t he energency departnment go up by about 5 per cent per
year. Qur services are seeing around 15 per cent nore
peopl e per year - there's a reason for that disparity which
"' m happy to go into. Qur bed nunbers are static. The
access to our long-term beds, secure extended care beds,
conmunity care unit beds is static, that hasn't changed in
about 15 to 20 years.

And what we're seeing is that, you know, people are
spending - we've done a lot of work to try and keep the
anount of time that people wait in the enmergency departnent
to a mninum but even that is beginning to creep up again
now, and we are seeing fewer patients being admtted
directly fromthe community; in other words, bypassing the
ener gency department because there's often not a bed
avai |l abl e when they need it, and we're seeing nore people
comng into our service via the nedical units which neans
that there is this interimstep that is taking place in
order to get people into a bed sonewhere at sone point.

So all of that | think taken together is evidence
that, even when it cones to operationally dealing with
acute demand, we are struggling on a day-to-day basis.

Q You mentioned wait tines; do you want to el aborate on
what you say about how wait tinmes are performng?
A Wait tinmes have been a bit of a focus of the work that

we' ve done at The Alfred for a bunch of reasons, one of
which is that the Commonweal th i ntroduced nati onal

.08/ 07/ 2019 (5) 373 S P STAFRACE (Ms Ni chol s)

Transcript produced by Epiq



O ~NO O WNPEF

energency access targets back in 2012. That cane on the
back of evidence that people who spend a | ong period of
time in EDtend to do worse if they spend nore than a set
amount of tine.

It also stemmed from | think, an experience that we
had wor ki ng day-to-day in that environnment, that people
with nmental health problens found the enmergency departnent
setting very challenging and very difficult. And so, the
organi sation has resourced a fairly sophisticated redesign
process and al so resourced a nmental health teamw thin that
setting.

W' ve seen our performance on 8-hour and 4-hour
targets, which is the amount of tinme that people spend in
ED before either going into a bed or alternatively being
sent hone; that performance has been very good insofar as
it's met state targets, but we've seen that beginning to
deteriorate over the last two or three quarters because,
you know, the nunbers keep going up and we are conti nui ng
to struggl e because we're not getting any nore beds.

Q I s lack of capacity in community services contributing
to the pressure on energency services?
A Yes, it does. So, the systemis all interconnected,

at least big parts of it are interconnected, and so, you
can trace the difficulties that our clients are
experiencing through fromthe | ack of secure |ong-term

ext ended care beds, through to the absence of subacute and
non- acute shorter-termcommunity care, through to comunity
services, and by that | mean sophisticated conmunity
services that can deliver a range of treatnent options, you
know, all the way to the way in which energency demand is
handl ed sort of at the front-end in the energency

depart nment.

Q Can | ask you about discharge rates. You' ve observed
in your statenent that the nunber of discharges per nonth
remai ned high. And, acknow edging that each patient's
journey is different and there will be many factors that

i nfluence when and in what circunstances a patient is

di scharged, is discharging people as soon as you reasonably
can one way of nanagi ng demand pressure?

A It's one way, that's right. And I think in ny

subm ssion | tried to make the point that, the questions
about when to discharge patients are conplex, they require
the input of the patient, the input of the famly; they
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require a consideration of what the imediate risks are; a
consi deration of what the client's housing situation is; a
consi deration of the vulnerabilities that the client is

bei ng exposed to in ternms of drug and al cohol use, in terns
of honel essness, in terns of psychol ogi cal vulnerabilities.

And so, taking all of that into account, yes,
sonetimes we find that we're in a situation where we
think - in fact, we arrange with the patient and the fanmly
that the discharge date will be in, say, seven days' tine
or five days' time, and we find ourselves with people with
very urgent needs in the energency departnments who need to
be admtted there and then and we may | ook at ways of
curtailing another individual's adm ssion in order to
accommodate that. That is not an unconmon process.

Q What happens in those circunstances, where you fee
the pressure to discharge sonmeone when you ot herw se ni ght
have kept themin?

A Again, | nean, you know, we would not do that if we
t hought that the patient was at inmnent risk, and so,
you'll see fromthe data that | provided that in fact it's

not unconmmon at The Al fred that we would admt sonebody
with a nmental health probl emout of the emergency
departnent into a nedical bed, for exanple, in order to
await their pending a transfer over into psychiatry. It's
i mportant to make that point.

But, you know, | think when you take this froma
fam |y perspective, if you re |looking after a | oved one
with a serious nental illness and - |'m hoping that's not
ny phone.
Q Wait for a mnute.
A But if you' re |Iooking after a | oved one with a serious
mental illness, there are all sorts of processes that one

has to go through, including maki ng psychol ogi cal

adj ustnments, coping with your own grief, having to rally
resources in order to get care into place - that's assum ng
there's a famly in place.

For others, we |ook after patients - about
20-25 per cent of our patients cone to us of no fixed
address, and so, finding housing is a major challenge for
us. And, in a situation where you've got the - | think it
was the Anglicare rental affordability survey which showed
that, if you're on a Centrelink allowance, if you're on a
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Newstart all owance, there is no single person acconmodati on
that is affordable to you in the private rental market, so
these are all struggles that we have to deal with in nmaking
sone of these deci sions.

So, when we do make decisions to discharge people
earlier, it is trying to take all of these issues into
account, and sonetines the outcomes are |less than ideal.

Q What do you do when you're faced with a person who has
no place to live?

A Well, our social workers work really hard. They work
really hard, they ring around honel ess shelters, they ring
around crisis housing providers. For many of the crisis
housi ng providers the way things work is, you' ve got to
turn up on the day when you're ready to find acconmodati on,
they will not take advance bookings, and so, this is really
probl emati c when you're trying to coordinate the clinica
care of somebody with conpl ex needs and their housing
requirenents at the same tine, and so, yeah, it's a very
difficult, tinme-consumng and ultimtely unrewarding for
everybody - you know, not the |east of which is the patient
and anybody who cares about the patient.

Q You said in your statenent that:

"The deci sion about when to discharge a
patient can be exceptionally difficult when
it's driven by factors other than the
patient's recovery and the readi ness of the
patient and famly to return hone."

What are you referring to when you say "driven by
ot her factors"?

A. Driven by demand pressures, specifically.

Q Yes.

A. Yep.

Q Alright. In relation to non-hospital-based services,

what's your opinion in relation to whether the nenta
health systemis providing the things it was intended to

provi de?
A If | remenber correctly, the way | interpreted that
was in relation to community services. | think that, when

you | ook at the |anguage of the franmework docunments in the
1990s and then the way in which in fact services were
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resourced, there is this disparity between the rhetoric and
in fact the reality that emerged out of that process.

And so, | think one of the difficulties we've had
within the public nental health systemis this notion that
continuing care should be open to all, to everybody who has

mental health problens, and I think that in reality has not
been the case because the focus has been very nuch, as |'ve
sort of suggested in tal king about the diagnostic case m x
of the clientele, that the focus was very much on peopl e
with chronic psychotic illnesses requiring ongoing

noni tori ng and coordi nati on of care.

And so, if you haven't had an illness that has pl aced
you within that category, and in particular placed you at
ri sk of having an urgent need that would place you at
higher risk in the future, the system- Victoria s public
nmental health system | think has actively sought in many
parts of the state, not everywhere, but in many parts of
the state has actively sought to transfer that
responsibility to the first two | evels that were shown on
the video: the primary system and the consulting system
and that system | think, isn't particularly well set up in
order to manage all of the needs of the comunity under
t hose circunst ances.

Q And so, you've identified, | think, three groups of
patients who are not being adequately supported. The first
one is patients at risk of or recovering froman epi sode of
clinical deterioration and hospitalisation who require

i ntensi ve comunity support; in other words, step up, step
down conmunity treatnent options.

A So that was a comment about the system as a whol e and
| think - you know, |'ve always been a fairly - 1've always
been very convinced by the evidence about the effectiveness
of assertive conmunity treatnment nodels and | believe that
they serve a really inportant function. They're
particularly effective in engaging the hard to engage and
engagi ng people with very conpl ex psycho-social needs as
wel | as conplex clinical needs as well, and | don't think

t hat nodel has been well |ooked after within Victoria's
mental health system over the past 25 years.

Many servi ces have wal ked away fromthat nodel of
care, it is expensive to run, and the consequence then is
that there are no structural responses to that kind of
conplexity. And the notion that clinicians within any one
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team can sinply change nodels of care according to the
needs of the client, | think, is optimstic. | think that
there is obviously flexibility, but | think where you have
groups of patients with such disparate needs | think there
is benefit in having different nodels of care that are set
up in order to neet those needs.

And so, within the assertive community treatnent
framewor k you need to have nore frequent contact, you need
to have exposure to multidisciplinary clinicians,
clinicians frommultiple disciplines. You need to be able
to focus on issues |ike housing, you' ve got to support
famlies and you' ve got to do it in a way that's fairly
intensive and that requires a | ot of engagenent and
cont act .

And so, it's inportant to have nodels that are
resourced, and partly what that nmeans is having a | ower
casel oad so that you can spend nore tinme with patients and
their famlies in order to achieve those kinds of outcones.

So | think as a consequence there is a bit of a gap in
our systemin that regard. |'ve been particularly drawn
t owards nodel s of intensive, even brief intensive care
nodel s, in order to help cover the period post-discharge
and obvi ously cover people who are at risk of being
admtted as well.

Not everybody needs ongoi ng assertive conmunity
treatnment, but | think we also need to have the flexibility
to be able to provide it in short anounts, and part of that
wi || depend upon casel oads. |Insofar as the capacity of
clinicians who are doing nore general work to make those
adjustnents, they need to have caseloads that are a little
bit manageabl e.

It hasn't been uncommon, just to conclude, it hasn't
been uncomon for case managers in many services to have
casel oads of 30 or 40 clients, and the capacity to shift
fromwhat is very general outpatient-based care into a
nodel of care that is intensive, provides in-reach into the
honme, connects many different parts in order to help people
wi th conpl ex needs, the capacity to do that is al nost
non- exi stent under those circunstances.

Q So, what sort of casel oads woul d you be needing to
have in order to provide that sort of assertive and
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i nt ensi ve conmunity-based care?

A | nmean, it depends. It can be as |low as eight to 10.
| think that within a generalist team casel oads between 15
and 20 will allow some degree of flexibility for different

phases of care. So, we've only been able to achieve those
nunbers since 2017, since we had a bit of an uplift in
fundi ng since 2017. So, prior to that it was very conmon
for people to be sitting on casel oads of 25 to 35.

Q So when your caseload is significantly reduced, just
to give us an idea, what difference does that make in
relation to the kind of care practitioners are able to
provi de?

A Vell, | think we're still exploring that to be quite
honest with you because it's been such a long tine since
we' ve been able to do that. And when | say it's been a
long tine, for many of the clinicians who are in the
system they've never known a systemto provide themwth
that kind of tinme, and so, this touches a little bit upon
the workforce issues: that there is a real need for us to
continue to support the workforce to devel op the
conpetencies and the skills required to deliver specific
evi dence-based interventions right across the board.

But, you know, when you've got a casel oad of 15, you
m ght have tinme to provide sone structured psychol ogi ca
therapies, you' Il have tinme to get to know the i ndividual
to get to know their story, to get to know their famlies,
to spend tine with themand their famlies, for exanple.
You might have tine to engage with the client.

You know, many of our clients have had negative
experiences with the system and, you know, m strust is an
i ssue that can only be overcome with respect and with
peopl e's probl ens being taken seriously, and so, these are
all of the things that you can do when you have nore tine.

Q To ask the question froma different perspective: what
sort of pressures occur when casel oads are too high?

A Oh, when casel oads are too high, clients get short -
well, clients get short appointnments, they get |ess

frequent appointnents, there's nore work that's done on the
tel ephone. The famlies nay never see a case manager under
t hose circunst ances.

You know, we've had casel oads up to 35-40 at tines and
under those circunstances you're really dealing with the
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nost clinical of tasks and putting out - essentially
dealing with the enmergency. So, when you' ve got a casel oad
of 40 patients, for exanple, you m ght have ten, 20

experiencing acute episodes of illness, or at |least early
war ni ng signs of that, and that can take up your entire
week. And so, those people who are not acutely ill may not

necessarily hear fromtheir case manager for two, three,
four weeks, or nore sonetines.

Qur data has told us about all of these phenonena over
the years. W' ve had snmall groups of patients receiving
contact for very - you know, very infrequent contact. The
work that needs to be done in order to get people - to
transition people to GPs in the community can't get done
because the urgent work is being dealt with, et cetera.

So, it's very much - we call it firefighting, it's just
deal ing with energenci es.

Q You' ve al so tal ked, and you nentioned earlier, about
"the mssing mddle", and | think what you nean by that is
to refer to patients who have noderate or severe ill nesses
whose needs are not urgent in that sense?

A Urgent, yes, correct, and whose risks are not, you
know, high

Q | think you have prepared an interesting infographic
that illustrates what you want to say about that.

A Yes.

Q |"mgoing to ask for that to be shown, please.

A Look, this was just a bit of indul gence on ny part

trying to put together the data. You'll find in the

subm ssion the data is presented in a narrative form and
found it hard to follow at tines nyself, so | put this up
to try and make it a little clearer; you'll tell ne whether
| nmet that objective.

But really the story that's told here is the story of
how - you know, we see a very varied group of patients in
t he energency situation, but as we nove fromthere into the
communi ty many of those other di agnoses di sappear.

You'll see that, say within the crisis team- and |"']|
just point you to the red zone which is patients with
schi zophrenia - I'"'mnot trying to pick on people with
schi zophrenia - I'msinply trying to nake the point that

within the enmergency space in the CAT Team for exanpl e,
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they conprise just over a third of our clients. By the
time you get into the community/adult area, they're

conpri sing about three-quarters of the clients we treat,
and that's not because they represent three-quarters of
patients in the community with nental health problens, it's
because that's what the system ends up focusing on as
peopl e nove through these different filters.

So when we tal k about the missing nmddle, | find that
a sort of interesting concept because | don't think they're
mssing; | think we're seeing them it's just that we're

seei ng them during energenci es and then we pass themon to
the primary sector.

So, there's really significant opportunities here for
us to be involved in the care of people with a whole
variety of needs if in fact that's what they wanted, but
don't do so because - partly because we're not resourced
and partly because the nodel is designed not necessarily to
cater for the needs of clients with those probl ens.

Q In terns of being able to capitalise on those
opportunities, you would say there is an issue of capacity
but al so system desi gn?

A. Correct.

Q Can | ask you about PARCs and what specific needs

t hey --

A Sorry, before you do that. And at sone point | hope
we'll be able to talk about this: that assessnent really
comes, | think, fromour experience in the child and youth
space, where we tried sonething a bit different and | think
have slightly different experiences. W can cone to that.

Q Wiy don't | ask you about that now.

A Wthin the child and youth space we've had the
opportunity to be involved in the Headspace initiative and
the national initiative, and we are the | ead agency for a
Headspace Primary Centre, and we're also the | ead agency
for a Regional Youth Early Psychosis Program and the
consequence is that we've been able to integrate within a
single framework - a Headspace Primary, Youth Early
Psychosis Program and a state funded Child and Youth
Mental Health Service.

And so, the experience there is that, in having
different platforns with different designs, we've been able
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to engage a nmuch broader range of patients. W receive
around 3,500 referrals a year through the Headspace Primary
Centre, around 700 referrals a year through the youth early
psychosi s program about 1,100 referrals through the Child
and Youth Mental Health Program

We are able, | think, to create a systemof care where
entry, access for a young person, should be fairly easy,
because they literally can wal k through the door and make
an appoi ntnment to see sonebody, albeit at one - you know,
at five centres that are scattered through a very | arge
region, but it isliterally that easy if that's what you
choose to do. Wereas that is not how the public nmenta
heal th sector works.

Q What benefits do you say that having this integrated
into your systemconfers in terns of noving people through
this system when their needs change?

A VWll, | nmean, | think it has benefits both in terns of
how t he service systemoperates - it has benefits both in
terns of patient care, but it also has benefits in ternms of
systemreformas well.

Wth respect to patient flow, a person can walk into a
Headspace Centre at El sternwi ck, present wwth a mld to
noderate illness, get treatnent there. Alternatively, they
may in fact have a serious and conpl ex presentation and the
clinicians there should be able to nake a warmreferral to
the Child and Youth Mental Health Program and appoi ntnents
shoul d be able to be arranged in a very short period of
time. You know, you're not having to re-litigate things
all the tinme, it does work as a reasonably unified program

| think what was al so very interesting for us was, as
a state funded nental health service, was the opportunity
toreally look into a different way of thinking about
mental health service delivery. So, Headspace, | think -
and | want to nmention this really because | think it gives
us sonme clues as to how we mght want to nove forward with
respect to Victoria' s nental health system

Headspace paid a |lot of attention to the | ook, the
feel, the branding of the organisation; it was very
interested in ensuring that it created a respectful space
t hat was wel com ng, a product that was desirable.

Now, when | first was exposed to this | really thought
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it was nonsense and it just didn't fit in with the way I
saw the world, but the inpact | feel has been conpletely
different to the inpact that one used to have - this was in
t he m d-2000s coming into one of our conmunity clinics

whi ch had a big sign at the front saying, you know, "Alfred
Psychiatric Service", and it wasn't quite as welconing in
appearance and we certainly didn't spend a | ot of noney on
t he appearance of the environnent; in fact it was pretty
dowdy, to be quite frank.

And so, the contrast then is a difference between
respect and dignity and, you know, the soft bigotry of |ow
expectations: not just saying, you know, you just put up
with what you get. And that was just the start.

Then there was the client engagenent, the youth
advi sory conmi ttees, the peer workers, and all of that just
| think helped to drive a very different culture and really
opened up the door to ideas |ike co-design and
co- producti on which again, ten years ago, eight years ago,
| woul dn't have understood at all

So, being able to be involved in that process | think
really had a big inpact on the way that we thought about
the service systemnore broadly within our program

Q Can | just take you back to something you said before.
You referred to the engagenent with the Headspace Centre
facilitating a warmreferral: what do you nmean by a warm
referral ?

A The difference between a warmand a cold referral is
that, with a warmreferral you'll take the initiative to
actually call the service that you're recommendi ng the
patient to go to, and so, you call, you hand over the

i nformati on, you m ght nake a deci sion at that point about
whether in fact the referral's to be accepted. So, rather
than getting the patient to ring up cold and basically
restate what's going on and re-litigate whether in fact
they're eligible for a service or not, that work is done in
t he background and at the end of it the client has a

servi ce option.

You know, they don't end up being told by two services
that seemto be your only options, that you' re not eligible
for either one, neaning that you end up with nothing, so
that's the idea.
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Q And is it connection between parts of the systemvia
personal relationships that nmakes that warmreferra
possi bl e?

A Look, those personal relationships are absolutely - |
was going to say indispensable - they're really inportant,
they nake a big difference to the degree to which these
processes are undertaken or are experienced w thout too
many barriers, yeah

Q Can | ask you about PARCs and what they're intended to
achi eve and whet her you think they are achieving their

i ntended goal on the basis of your experience.

A Look, | think that that's a difficult question to
answer because I'mnot clear in nmy mnd at tines what their
i ntended goal actually is.

So, | know that they're intended to provide an
option - and so, when | say this | don't nean to say that
we're running a part of our clinical programthat we don't
know what to do with. | just think that, when the PARCs
were introduced, not just in Victoria but in other parts of
the country, it was hoped that they would hel p reduce
demand significantly on acute beds, and | think that the
i npact they've had on acute denmand has not been as great as
was anticipated initially.

In fact, just in the past year the departnent has
provi ded additional funding in order to increase the
clinical input into that programin the hope that it wll
in fact - in order to see whether or not it will have this
i mpact .

| have to say, you know, one of the points that |'ve
tried to nmake in ny submssion is that we do need to - as a
systemwe do need to be prepared to try things out and see
how t hey work and | earn fromthose experiences and i nprove
upon them so | don't say any of that as a form of
criticism The PARCs were an interesting idea, are an
interesting idea; they provide genuine alternatives for
sone clients.

W' ve had clients who have told us very clearly that
t hey woul d contenplate an adm ssion to a PARC when t hey
woul d never contenplate an adm ssion to an acute
psychiatric inpatient unit, so we knowthat it fulfills a
need. M question is about whether or not we can say with
any confidence that ten beds in the systemw |l release X
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beds in the other system | don't know that we're in a
position to nmake those coments with a great deal of
confi dence.

Q There hasn't been enough tine to tell; is that right?
A There's been a ot of time. You see, | think the gaps
bet ween sonme conponents of the systemare so |large that you
can put something in to fill those gaps and in fact you'l

only be dealing with a part of the denmand and a part of the
need, and so, the fact that PARCs have not necessarily had
a massive inpact on demand for acute psychiatric inpatient
beds does not nean they are not required. These are two

di fferent questions.

Q Yes.

A And so, | think the PARCs serve a really usefu

pur pose for patients whose needs can be nmanaged wi thin that
ki nd of open recovery-oriented environnent, where in fact
risk to self and others is not the major priority.

You know, acute inpatient beds have been very much
designed currently - at least | speak certainly for the
units that |I've worked in - have been designed with risk to
self and others as the primary consideration. And so, both
t he physical design and the nodels of care are orientated
towards those particul ar needs, and that can be experienced
by many people, as it is by many clinicians, as at tines
overly coercive and restrictive. And so, the PARCs offer a
nmassive alternative which is very valuable, but it doesn't
necessarily then have the inpact on the acute systemthat |
think it was once hoped it woul d.

Q Yes. Can | turn now to ask you about crisis
assessnment teans. You' ve said that they were and are a
very inportant feature of comunity-based nental health
servi ces.

A Yes, they are for us, yep.

Q You' ve spoken about the barriers that can limt the
ef fectiveness of the CATs. Wat are they?

A Look, | think, to the extent that the CATs act in
order to provide a short period of intensive care as an

alternative to hospitalisation, | think that there are
features built into the nodel which do create sone
[imtations. So, | think this is just sonething we' ve been

t hi nki ng about, you know, how do we inprove this.
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CATs rely upon rosters. Staff are rostered nornings
and evenings, and so, clients will often see different
people in the course of an episode of care and that's not
necessarily conducive to the best possible outcones, but
it's a conprom se you nmake in order to make sure that
you' ve got people who are available to you from7 o' cl ock
in the norning until 10 o' cl ock at night.

So that, | think, is a bit of a barrier insofar as
continuity and satisfaction and the sense that you're
engagi ng is concerned. | think many of our clients stil

experience, and tell us, you know, by way of feedback, that
t hey val ue that opportunity to be cared for in their own
honmes in an intensive way, they value that quite a great
deal .

Q You' ve al so nentioned the inportance of the Hope
Program whi ch conmenced at The Alfred in 2017; is that
right?

A. Yes.

Q You received funding to inplenment that?

A. Yep.

Q |s that programbeing trialed or is it permanent?

A | think it's - to be honest with you, | can't quite
recall, but | do think it has tine-limted funding but,
given that it was extended this financial year, | would say

that the departnent's pleased with the results that it's

getting so |l wuld anticipate that it will continue but I
can't know that for certain. |It's being evaluated at the
nmonment by a consulting group and | can't quite recall the
details.

Q | see. And, because it's currently being eval uated,
are you in a position to say whether you think that program
is going to make a real difference to patients who present
to it, or are you reserving your judgnent?

A. So, | think I can say with sone confidence that the
peopl e who have used the service that we've provided, and
who have in turn then provided feedback to us, have been
very satisfied with the service.

| like the idea of it. So, for us, the Hope Team was
an opportunity to do sonething a bit different. W were
drawn to it because it provided an opportunity for
intensive care, brief intensive care follow ng a suicide
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attenpt and/or suicidal ideation and a presentation to the
enmergency departnment. And we knew fromthe literature and
fromour own experience that, when the mgjority of those
clients were sent honme for followup by their GP, that the
foll owup they received was inadequate; that's a fairly
wel | understood reality.

And so, this was an opportunity to provide intensive
followup for a 12-week period for people who are assessed
at the point of discharged fromthe ED as bei ng of noderate
to |l ow risk.

And so, it's inportant to make this point, | think,
that noderate to | ow ri sk does not nean noderate to | ow
need, they're two different concepts. And so, we knew t hat
many of the patients who were being discharged to their GP
with noderate to lowrisk in fact had hi gh needs, and so,

t he Hope Program of fered an opportunity to neet that need.

What was interesting about the nodel at The Alfred and
in different parts of the state, it can involve a
conbi nati on of clinical and support workers. This is
sonmething | think that we often find, is that suicide is
often an outconme of multiple factors and nultiple forces,
not just clinical factors, but also non-clinical factors:
rel ati onshi p breakdown, drug and al cohol abuse and
dependence, job loss, you know, grief and bereavenent and
so many different things. And so, having this capacity to
provi de a conbi nati on of both a clinical response and a
non-clinical response has been really effective.

In this particular team | would say that perhaps the
only limtation is that the volunme, the nunbers of patients
we' ve been abl e to manage has been, you know, it's
relatively | ow when you | ook at the population as a whol e,
but we do undertake patient reported outcone nmeasures and
so we know, because we collect the data fairly
consistently, that the | evel of satisfaction with that
particular service is extrenely high conpared to sone of
our others.

Q Thank you. W' ve asked you what you think are the
nost critical unnet needs in the systemand you have said
there are not enough inpatient beds. Can you el aborate on
t hat ?

A Look, this is a very contested issue and, you know, |
can't get away fromthe fact that 1'ma clinician and
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manage a clinical service, and so, ny perspective is biased
in that regard.

But | see a |ot of people comng in through the front
door who need acute inpatient beds and we just don't have
enough for them And |I'malso very persuaded by the data -
you know, there have been various data anal yses. You know,
Victoria doesn't provide as many acute beds per 100, 000
popul ati on as New South Wil es, as the country as a whol e,
anywhere near the OECD average --

Q Wiile you're there can | get you to say a little bit
nore about that. How do the rates in Victoria conpare, for
exanpl e, to New South Wl es?

A Look, I"'mpretty sure, if I renmenber correctly, the
figures are sonmething like 19 - | think it's 19 per 100, 000
versus 22 per 100,000, 23 per 100,000. 1I'd have to refer
to sone docunents, | don't have that data off the top of ny
head.

W do badly both in terns of acute beds and non-acute
beds as well; your sort of secure extended care or your
extended care type beds. W're doing quite well with
respect to subacute beds, |ike your PARCs and so on, but ny
understanding is that both your acute and your non-acute,
Victoria | ags behi nd.

So, | think under those circunmstances - you know,
taki ng that evidence and conbining it with what we see on a
day-to-day basis, you can't help but think there has to be
a probl em here.

That's not to disniss, though, the inportance of
managi ng the social determ nants of health and ensuring
t hat you' ve got robust, sophisticated community nent al
health services that have a capacity to deal with a range
of needs, and | think we still don't quite understand -
sorry, ny apol ogi es.

Q That is your phone this tine.
A |"ve just turned it off, thank you. Apol ogies.

We need to bear in mnd that there's |lots of evidence
t hat sophisticated services at that |evel can help prevent
adm ssions. | think, though, the problemis that we just
don't quite know how many and, you know, it's hard to
guantify one and the other but neverthel ess the | ack of
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options and opportunities in that space does stand out as a
bit of an issue.

Q Yes. |Is there a tenptation froma systens perspective
when considering how to resource it, to adopt an either/or
nmentality; to say, you either need to invest in
comuni ty- based services or inpatient beds?

A Look, there are problens occurring at a nunber of

| evel s, or that have been occurring at a nunber of |evels.
So, at a progranmatic |evel, we are required operationally
to deal with the urgent and high risk problens that present
to us on a day-to-day basis, and so, we have to have our
enmergency and acute services able to respond to that.

When it then conmes to the community, we stray into
this space that sits between the Conmonweal th and the
state, and this is a problem Wthin this area there are
probl ens because, if there's one barrier to the effective
functioning | think of a public nental health system it is
the state/ Conmonwealth divide and it is the fact that these
services are resourced in different ways - and not just
resourced in different ways but governed in different ways,
and the governance of Commonweal th funded services is quite
conpl ex. You know, we have a central office in Canberra,
we have |local primary health care networks, and then often
we have services that are allocated to non-gover nnent
organi sations. So, you know, there's many different
pl ayers there.

And getting that to connect with what we're doing in
the clinical systemcan be quite tricky and I don't know
that we've got those levers right, | don't know that we've
got those systens operating as well as they could be
operating, which is partly why I amso drawn towards the
Headspace nodel because we've had the opportunity to be
operating in both the primary and in the clinical
speci ali st space and for ne it's just worked a | ot better
for us and for our clients.

Q | s what draws you to that, particularly the

i ntegration between primary and secondary?

A What draws ne towards it?

Q Yes.

A What draws nme towards it is the experience of being

abl e to serve larger nunbers of patients, being able to get
a much better sense of what the comunity demand | ooks
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i ke, because you're not creating barriers between one

| evel of complexity and the other, and what draws ne
towards it is an ability to provide a nmuch nore nuanced and
t herefore much nore stepped systemof care for patients
according to the conplexity of their issues and their

needs.

Wthin our current system if you get to a particular
point, there's a sense, well, this could be managed in the
primary health sector, but of course there's nobody in the
primary health sector, there's no arbiter of standards in
the primary health sector that says, yeah, we can take that
on. And so, you're always guessing.

There's one public nental health sector in every
catchnent: there's hundreds of GPs and psychol ogi sts and,
you know, nental health counsellors and so on and so forth,
so how do you knit all that together? It's quite
difficult.

Q | want to ask you now about the funding gap. Do you
say there's a nmeani ngful gap between the fundi ng provided
and the costs incurred in running an area nental health
servi ce?

A Yes, and of course, you're asking nme a question that
the answer to which is changi ng because funding is changi ng
and has done over the past two or three years now.

As of the 2019/2020 budget | would say that it
appears - and | hesitate to say this because it's a change
fromover 20 years of experience - it appears that our
i npatient services may be breaking even in terns of costing
about, you know, as much as we're spending on them- sorry,
costing as nuch as we're receiving for themonce you take
corporate costs into account.

Wiere we continue to sort of |ag behind, where there
is a msmatch, is in our consultation |iaison and enmergency
services, like, there's a big gap now Bearing in m nd
that | think one of the consequences of a public nental
health systemthat has struggled with acute demand has been
that a ot of this work now - you know, a |ot of the growth
in demand i s bei ng managed by our energency services, our
consul tation |liaison services, and so our organisation has
responded by resourcing these services differently, and so,
at the nonent the gap between revenue and expenditure is,
you know, of a factor of several mllion dollars.
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Q Yes.
A And | would say that the revenue probably accounts for
about half of what we spend in those areas.

The other area where | think we see a bit of a gap is
in aged nental health as well, and that woul d probably be
the sort of - oh, and a slight gap in child and youth, but
that's a relatively snmall one.

Q So, you spoke about breaking even under the current
budget for 20207

A. Yes.

Q So over the last five years if you can say?

A No, that hasn't been the case.

Q What ' s been the level of the funding shortfall?

A Wth bed-based services - again, these are difficult

guestions to answer because we're tal king about - you know,
we' re tal king about current service provision, we're not
tal ki ng about ideal.

Q O cour se.

A And | think there could be an argunent, for exanple if
we' re tal king about our service, that we could use sone
additional allied health service staff. W' ve had
constraints, not just budgetary constraints, we've al so had
space constraints, we actually have had no space to have
addi tional staff because our facility was so crowded, it is
so crowded and so small and so on

| think it would be reasonable to say that there are
t hose problens that exist. But given our current spending
we are definitely breaking even at the nonent. Over the
past five to 15 years that has not been the case. The
shortfall has been sonmething in the order of 10-20 per cent
and, you know, there was always a sense that we had to
cross-subsidise the inpatient services fromcomunity
dol l ars essentially.

Q | was just about to ask you that. So, in that
context, what has been cross-subsidi sed by what ?
A Again, difficult questions to answer. \Wen revenue

conmes in for a program there is a budgetary process that
starts of with a top-down budget, where our corporate costs
are taken out and a certain anount of noney is nade
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available to build the service up fromthe bottom and then
you see where the gap is and then you negoti ate the gap.

So, within our service the corporate costs have been
quite reasonable, certainly when conpared with industry
benchmarks | suppose. But what we found is that our
organi sation has - you know, we've built the budget from
the bottom up and our organisation has taken the initiative
to fund additional services that the organisation as a
whol e has deened inportant to it.

So, Alfred Health has invested quite heavily inits
enmergency nental health arm the specialist teamthat sits
within the energency departnment, and it's invested quite
heavily in the consultation |iaison service for a whole
host of reasons.

O the 80,000 people who were admitted to the Alfred
over the last financial year, about 10 per cent woul d have
a mental health diagnosis that was |listed on their
di scharge sumari es; that doesn't necessarily reflect who
was suffering froma nmental illness but sinply where it's
been noted. W would see about a quarter of those people
t hrough the CL service, so there is a need and there are
demands there that drive the organisation to nmake these
choi ces.

Q Yes, indeed. W' ve asked you the question whether in
your experience clinical nental health services are
crisis-driven, and you' ve said in your statenment that
that's undoubtedly the case. To sunmarise, what in your
view are the hallmarks of the crisis-driven services?

A | suppose the key hallmark is an attitude that says,
if you no | onger have an urgent need and you are no | onger
presenting with a high risk of harmto self or others, and
you are not likely to be at high risk of experiencing a
rel apse of illness that will put you in that position
again, that we'll seek to transfer your care into the
primary sector. And that doesn't necessarily reflect the
conplexity of the case, of the client's needs, the famly's
needs.

For exanple, | nmeet with famlies and carers in our
region fromtime to tinme, and I was told a story of a young
man with a severe nental illness that was stable for al

intents and purposes, insofar as he had not had a hospital
adm ssion in about two years, but was essentially spending
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nost of his time in his room isolated fromthe comunity,
and fromtine to tine he would go out and use drugs and
have a period where he woul d be m ssing for about three or
four days and then return honme and then spend the rest of
the fortnight in his roomdoing very little.

And his mumwas telling ne, you know, "What am I
supposed to do here?" It was a very - you know, these are
absol utely reasonabl e questions: you know, where does
sonebody like that fit in the systen?

Now, | can give you a sort of an operational answer,
but it's not one that necessarily touches upon the burden
that that famly is experiencing and the need that that
person has. There's all sorts of conplexities: how
notivated is that person? Does he want us to be invol ved?
Does he have a right to tell us not to be involved? Al of
that is in the background there because, you know, need is
not the only driver in this system Human rights are al so
a driver and personal choice and autonony. But, you know,
where does sonebody |ike that get care in the systenf

And our system does not focus necessarily - sorry:
clinical services do not focus necessarily on that kind of
a problem and there's an argunent about, therefore, if not
the clinical sector, who and how effectively and how wel |
is that undertaken and how successfully can that be
undert aken?

Q So, are you suggesting that, if the systemis
crisis-driven, it doesn't really have tinme to ask itself
how might it respond to soneone in that sort of a
situation?

A. | think one of the great things about this Royal

Conmi ssion has been that it has generated |ots of
conversations about, you know, what should we be doing
differently and how should we be doing it. The clinica
systemis not the only player in this space, and that's why
a Royal Commission | think is so inportant, because we all
need to understand how all of the different conponents of
the system can operate collectively in order to nmake that
person's - you know, the mum| was talking to, to nake her
life better and to inprove the |lot of the son who she was
| ooki ng after.

Q You' ve nmade sone observati ons about workforce and the
difficulties finding a suitable workforce with the right
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conpet enci es. \Wat do you want to say about that?

A | guess again, because our system - because we're
aski ng oursel ves these questions: you know, what does
"good" | ook like? How do we know that we are providing a
systemthat is fit for purpose, that is fit to neet the
needs of the people that we're |looking after? | think one
of the conclusions that we cone to is, of course, we need
to be delivering evidence-based interventions and so what
do they look |ike? And when you start to tease them out
and you start to try and work out, okay, who has been
trained to deliver these evidence-based interventions, the
answers are not always clear.

So, if we're tal king about, for exanple, cognitive
remedi ati on therapy or cognitive behavioural therapy, or if
we' re tal king about fam |y-based treatnment for eating
di sorders for exanple, who's been trained to do this and
where does that training occur?

So, the training is not occurring, as far as | can
tell, in the universities, you know, in |large enough - at a
| arge enough scale for us to be able to confidently say the
graduates will present with these conpetencies and these
skills. So, it then falls upon the system such as it is,
to provide that training and | don't know that we have a
consi stent approach to this particul ar task.

Q Can | al so ask you about the role that falling

i nvestnent infrastructure has played in getting the system
to where it is now?

A Vell, we had the opportunity to spend sonme tine
reflecting over the last two or three years for a whole
host of reasons, and one of the conclusions we cane to very
early on was that we were providing an inpatient unit, for
exanpl e, that we thought was from a physical design
perspective, you know, not fit for the purposes that we
wanted it to be used for, for exanple.

Since that tine we've been fortunate in getting sone
substantial funding for renovations, and we've been able to
lift the appearance, but | would argue that we need to be
putting in nore effort. You know, | say this with sone
hesitation because | know that there are new inpati ent
units that have been built over the | ast decade that
clearly are much nore appropriate for the purpose for which
they' re being built.
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But I think we need to be thinking much nore carefully
about how we design our physical spaces for inpatient care,
for subacute care, for community care. Because not only do
we want - sonebody el se has said this: that you can set up
services, and you can set up health care systens in
order to avoid harm or you can set themup in order to
pronote heal th, and sonetinmes pronoting health actually is
the thing that works the best for mnimsing harm and |
don't know that we've had that ethic sort of firmy
enbedded in the way that we've thought about the design of
infrastructure and the nmai ntenance of infrastructure.

And so, when you walk into a ward where water is
| eaki ng through the roof, where you're sharing a bedroom
with a second person who nmekes you feel scared, where
you' re having to endure having sonebody stand over you in
the mddle of the night, these are not - this is not good,
this is not a place where you would think that healing
t akes place, where recovery takes place. And we see this
as clinicians and we despair about this stuff.

| can tell you that the clinicians who are working at
the coal face work really hard to nanage these realities.
It could be so nuch easier if we just got it right the
first time, you know, and if we were able to i nprove and
respond to problenms nmuch nmore quickly than is currently the
case.

| think one of the weaknesses of our systemis that we
set up an architecture - and | nean a system architecture,
but you can al so argue a physical architecture - and we
don't seemto have then the capacity to respond quickly to
the lessons we learn in order to continue to inprove the
care that we're providing. W sit there and we wait and we
just hope for sonething - sonebody else will make this
deci sion. This cannot be the way for the future, we need
to be able to respond in a nuch nore agile and ninble way.

Q Yes. You've witten a piece that we' re nost
interested in which includes this statenent:

"Strictly speaking, the nmental health
systemisn't broken, it was just built this
way and is producing the results it was
desi gned for."

Can you say a little bit about that?
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A It's unfortunate that you showed that video before we
started which nmade the opposite sort of claim

The point | was trying to make there was that, to
descri be the systemas broken is to suggest that it was
once fixed, and it also inplies to ne this notion that
sonet hi ng has happened, sonething out there has happened
that has blown it off course. | think we all need to take
responsibility for it, and | mean "we" in the very broadest
sense possi bl e.

The systemis doing exactly what it was designed to
do, it's doing exactly what it was resourced to do, it's
doi ng exactly what it was given permssion to do. Every
single tine a decision was made to take funding out w thout
t hi nki ng about or indeed nonitoring the inpact on patients
and famlies, every tine the new el enent was introduced
into the state/ Commonwealth split with no consideration
about how it would actually link in, this is what we've
got. Wiat we have is the result of all these snal
deci sions that we've nade along the way at a policy |evel
at a funding |l evel, at an operational level, at a clinical
| evel; we've all had a part to play in this.

Again, it's why | think the Royal Comm ssion is a
really inportant exercise because | think it's a way that
we all sit down together and we all think, you know, where
are we and do we really want to be here and how do we nake
this better than it's been before, because it's so uncomon
to have all these elenents in the roomand, you know,
conversing with one another and actually trying to work
t hrough things collectively.

Q |"ve just got a couple nore questions for you because
we are running short of tinme. W could ask you many, many
nore questions. One is about data, and you' ve said this
that you

"... believe that the DHHS nust provide

epi dem ol ogi cal surveillance of psychiatric
norbidity in the community, including
sui ci de, and better reporting on service
performance with a particul ar enphasis on

t he devel opnent of netrics for community
practices in all aged groups.”

Wiy do you put it that way in relation to surveillance
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dat a?

A Well, |ook, because |I still have a view that the
clinical service - | still have a view that there needs to
be a public health approach to the problens of nenta
illness and, you know, nental disorders, nental health
probl ens, et cetera

| was always very drawn to the notion of catchnents
because | thought that they would actually provide us with
an opportunity to provide sone of that popul ati on-based
activities, or that popul ati on-based pl anning for nental
health problens in our community. And | have to say |
woul d include addiction within that; |I think it's really
important for us not to - one of the things that we try to
do in our submssion for Alfred Health is really to nmake
that claim that you really need to | ook at these two areas
t oget her.

| think | nentioned at sone point sonmewhere that, you
know, at The Alfred we were | ooking to reposition our
program and i ntroduce addi ction services into our program
| spoke to an addiction physician up in New South Wal es and

he said to me, "No, | don't think it's going to work very
well", and | said, "Wy not?" He said, "There's a big
cultural difference between addiction services and menta
health services." He said to ne, "As far as | can tell,

addi ction services, we're far nore public health-orientated
than nmental health services are. As far as | can tell,
nmental health services, you' ve just got a few beds, you

| ook after themand that's all you're really concerned
about. You don't really think about the needs of the

popul ation with respect to nental health.”

And, | think he was right, and | think that we need to
be able to have the tools to be agents of change with
respect to responses to the nental health needs of our
communities. |If we are to neaningfully have catchnent area
responsibilities, we need to be able to have the
information in order to respond to what's going on out
there in the conmunity, as well as a whole bunch of other
sort of elenments and resources.

The departnment, of course, has a capacity, | believe -
|"d like to think anyway - that either the Conmonweal th or
the state departnments have a capacity to collaborate in
order to produce sone of the surveillance data in order to
hel p drive sone of these responses locally, and | think
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it's areally mssed opportunity.

| don't know for exanple, within the inner south-east
of Mel bourne if there's a spike in suicides. | just don't
get that information. Unless those suicides involve

patients that are registered at The Alfred, | wouldn't know

about it. Now, | would have thought that as a public
nmental health sector that it would be a useful thing to
know about and a useful thing to collaborate with other
agenci es and ot her thought |eaders within the area in
order to find a solution if that was in fact a problem
That's really what I'"mgetting at: are we just a clinica
service or are we going to be sonmething nore than that?

Q W' ve asked you, how do you think this Roya
Conmi ssion can make nore than increnmental change and the
first thing you said was that:

"Victoria should set an anbitious target of
ensuring that its coverage of the

popul ation increases from1l per cent to

3 per cent."

A Yes. | nmean, | think that's just a sinple way, |
think, of creating a bit of an uplift. So, we engaged in
t hi nki ng about this possibility at The Alfred, and it just
opens up the door in terns of a different way of thinking
about the kind of service that you are delivering, about
the priorities that you will set for yourself, about the
nodel s of care that you provide.

Because when you nove from1l to 3 per cent you're
seei ng people with a whol e bunch of different kinds of
probl enms, and you m ght be providing nore continuing care
for people whose needs are | ess than urgent and | ess than
sort of high risk to self and others, and you start to open
up the possibility to nodels of care that involve therapy
and that involve interventions that nmake a difference to
people's functioning and their relationships and so on.

So, | think that's just a really interesting way to perhaps
l[ift the bar.
Q Unfortunately, we are getting short of tine.

A That's all right.

M5 NI CHOLS: Chair, do the Conm ssioners have any
guesti ons?
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CHAI R Q Yes, | do, | have a nunber. The first one:
' m pl eased that you dealt with the fact that your title
actually is as Program Director of Alfred Mental and

Addi ction Heal th.

A Yes.

Q And that enphasis on addictions. | was noting in the
data you provided, | think you said that patients in whom
subst ance abuse di sorders represent a primary or secondary
di agnosi s occupy at |east 47 per cent of bed days on an
inpatient unit. And you gave sone data al so about the
nunber of people with a simlar condition who are invol ved
wi th your CAT Team r esponse.

A. Yes.

Q What's the inplication of that, because it seens very
much |i ke your argunent that you've just put, you can't
really separate the nental health and addiction issues.

A So, in the primary space | think these are different -
one coul d make an argument for there being different needs.
The problemthat we're dealing with in the clinica
services is that we get patients with undifferentiated
problens. You know, by virtue of the fact that they are
conpl ex, they will have lots of things going on in their
lives.

It's about as sensible at a tertiary hospital |level to
separate addiction fromnental health as it would be to
separate housing fromnental health. | nmean, you know, how
coul d you possibly function that way and how could a
patient properly get any benefit frombeing told you' ve got
to go over here for this problemand over there for that
pr obl enf

So | think we need to be a bit nore generalist in our

approach. W need to be able to say, listen, you cone to
the one place, we'll organise the services around you, and
when you | ook at the data you'll understand why for us it

was such an inperative to start thinking this way, even

t hough we don't have any dedicated funding for it, but we
sort of make budgetary decisions in order to deal with the
demand that we're seeing on a day-to-day basis.

The inplications are that we have a lot of work to do
with respect to our nodels of care. Wilst we aspire to
being a nental and addiction health service, | think we
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have a lot of work to do to ensure that the people that
cone to us with severe nental illnesses and serious
substance use di sorders are getting as nuch evi dence-based
attention for the one as they do for the other. O course,
we' ve got a particular chall enge because so many of the
treatnents for substance use disorders rely upon people who
are notivated and engaged, and so, we have a uni que
challenge in trying to hel p peopl e who nmay not necessarily
be notivated to deal with their substance use disorder, but
| think it's a challenge that, as a system we need to be
prepared to take up and we will learn as we go al ong about
the best way to do it.

Q One other issue, and then | know Professor Fels wants
to ask a question. | think you also highlighted in your
subm ssi on about that tension where people who present to
an ED departnent do not neet the criteria for an urgent
response, and | think it's said therefore a referral is
made.

W' ve heard many tines fromparticularly consunmers and
fam |y menbers about their distress attending to an ED
where they feel they're in need of urgent care and
attention. Having that explained to them that they don't
neet the criteria, who does that explaining and how is that
done, and how confident are we that they actually do get a
referral on to other alternate fornms of support?

A Vel |, the people who do the explaining are the
clinicians, and these are difficult conversations to have
at the best of tinmes. | think we like to think that people
are being offered with a pathway forward irrespective of
how t hey present.

But, of course, you know, the reality is that
i nevitably you' ve been sitting on the problemfor a period
of tinme, it's been a massive effort to get - to seeking
help in the first place, the last thing you want to be told
is, now, why don't you take a ticket basically and go off
and start again, and so, this is inevitably going to be
enornmously frustrating, disappointing and devastating
think for some people as well.

You asked the question about, how do we know t hat
people are followng up with what's being recommended - -

Q O being actually recormended a pat hway forward.
A Yeah, yeah. So, we know froma lot of the work that's
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been done on people who present to EDs foll owi ng suicide
attenpts that in fact a lot of the advice is not foll owed
up, and peopl e becone - you know, for whatever reason: they
either feel better and therefore the problenmis not as
urgent as it used to be and therefore the notivation to do
somet hi ng about it has di m nished, or they've been
denoral i sed by the experience and have just given up.

There's been a really interesting experience | think
that we've had through our Hope Team So, the Hope Team
provides care for 12 weeks, it's pretty strict about that
because we want to make sure that everybody gets a go, sort
of thing. Part of the job of the Hope Teamis to connect
people, is to do that warmreferral. So, people cone
al ong, they've had a suicide attenpt, they may be
presenting because of suicidal ideation or following a
sui cide attenpt, the Hope Team pi cks themup and for the
next 12 weeks sonebody's follow ng themthrough, regular
phone contact, visits at honme, et cetera.

Part of their job is to connect themto conmmunity
supports: psychol ogi sts, psychiatrists, GPs, but nake sure
they' ve had that first appointnment, they' ve gone back
again, that the needs that are still present are being net
appropriately froma clinical perspective.

It takes around six weeks for nost patients to make
that first contact with support, so one can only i mgine
what happens in the alternative circunstance which is of no
support and where we're not actually nonitoring the
out cone.

| can only assunme that, for nmany people, that is a
task that is not undertaken, you know, to the conclusion
that we assune is going to be the case at the point where
t hey | eave the emergency departnent.

Q Thank you. The last point fromme was in relation to

you tal k about how al ong the conti nuumthe pressure on

bal anci ng denmand considerations relative to the state of an
i ndi vidual's capacity, and health and wel | being, and tal ked
about the fact that sonetinmes there is a tension and people
m ght be di scharged before you mght clinically think it's

the preferred outcone for them

What inplication does that have for re-adni ssion
rates?
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A Vell, look, it's a question that's very difficult to
answer, and I'll tell you why. Qur length of stay has
dropped from around the high teens to the md-teens. |
think it was around 18 days, it's sitting at 14 or 15 days
in the past two or three years. That's our average, not
our trend. There is a difference, but it doesn't matter.
And our re-adm ssion rate has sat around 11-12 per cent the
whole tine, so it's had no inpact.

| think I"'mfairly confident in saying that the
research would indicate that there are many, many factors
that inmpact on re-adm ssion rate, so we woul d not
necessarily expect a |linear association between one and the
ot her .

W do actually have - you know, | think it's really
i mportant for people who are listening to this to
understand that when we di scharge sonebody a little
earlier, we're not abandoning them there are comunity
servi ces.

There is an argunent that is quite legitinate as to
whet her or not those services are equally useful, and
certainly I think froma clinician's perspective part of
the reason why we keep people in hospital is because they
have access to a multidisciplinary teamthat can provide
lots of inputs in a relatively short period of tine, and
knows nultidisciplinary inputs may not be as available in
the community, so this is one of the gaps in the system is
really recreating a nmultidisciplinary teamthat can provide
i ntensive input at that post-discharge phase or during that
post - di schar ge phase.

Because | think, if we had sonething like that and we
could potentially - we're exploring actively ways of
accessi ng that now that our casel oads are com ng down, but
if we had access to that nore reliably, then we coul d
perhaps provide an alternative to hospitalisation that
woul d provide sonething that was roughly equivalent in
terns of the inputs.

And so, | think there are ways of managing this quite
effectively, but we need to try out a few different things.
| don't think that the one i medi ately | eads to higher
re-adm ssion rates automatically.

CHAI R: Thank you. Professor Fels.
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47

COW SSI ONER FELS: Q Thank you for your excellent

W tness statenment and evidence. | just wanted,

notw thstanding the tinme, if you could give us a short

m nute or so on what you said about the power situation and
what you're getting at in terns of its inplications for

practi ce.

A. The new power reference?

Q Yeah.

A Ckay, so I"'mnot an expert in this area, this is not
my idea, | was sinply drawing attention to, | think, an

i nteresting construct.

| think nmental health services, |ike the rest of
heal t h, has been challenged by the notion that it's
important for us to bring consuners and famlies into the
| eadership m x, and consunmers and carers, famlies, need to
be nore present within the | eadership of clinical services
but al so nore engaged with and involved in the design, and
possibly in the production, the delivery of services as
wel | .

| think froma clinical perspective, clinical services
are highly technical organisations that are very
hierarchical. W've had a lot of difficulty trying to
under stand how do we make this work? There are a nunber of
nodel s, | suppose, that have tried to, | think, to address
t hese chal l enges of increasing participation right across
society. So, health care is not the only sector that is
grappling with these issues, | think.

So, new power was an interesting concept because it
seened to describe very accurately situations that I found
very famliar. You know, the description of old power,
which is in ny statenent, is of, you know, a form of power
t hat derives from hierarchical organisations, that are very
authoritative, where power is like a currency that is given
out and that is held by the sort of, | suppose, the
technical experts in this particular situation.

Wher eas new power, the kind of power that we see sort
of very much on display in social novenments and which are
becom ng nmuch nore frequent and nmuch nore visibl e nowadays
is nore like a currency, it goes fromthe ground up, it is
much nmore wi dely dispersed and so on and so forth. | nean,
| put the definitions sort of in ny statenent.
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| think what's interesting about that really is a
recognition that health services represent old power, and
think mental health services are particularly challenged by
this; because, not only do we cone froma clinical
franmework that is hierarchical - and |I think, you know, I
have to say, hierarchies have their uses and |'m happy to
expand on that further - but | think we have a statutory
hi erarchy as well.

So, we have a clinical hierarchy, we have a statutory
hierarchy that is as a result of the Mental Health Act, and
t hen we have paradoxically, conpared to the other parts of
the health system quite a nunber of the patients who we
treat - certainly in the hospital setting - a third to a
half - don't actually want the service we're providing.
This is very different to the rest of the sector, where in
fact managi ng demand is part of the challenge. For us it's
actually trying to drive the demand at certain points.

And so, | think it's really interesting then to sort
of take that perspective and say, okay, so how do we open
ourselves up to a nore bottom up approach and it does
involve letting go of some of the privileges and sone of
the control that sits with old power, but it also involves
risks as well. | think I would hesitate to say this is an
either/or situation.

|*ve worked in circunstances where the hierarchies
were replaced by very flat structures and |'ve seen the
probl ens ari se when people fail to take responsibility, and
when people fail to provide oversight and supervision. |
think clinical services and their hierarchies can be very,
very powerful ly useful

Where they are not particularly effective is in
managi ng change, in coping wth shifts in what is required
by communities, and | think trying to find sonme way of
conbining the rigor of the clinical hierarchical system and
the creativity of a new power approach, of an approach that
actually increases participation, | think that is where the
goal is, sonewhere in that space

COW SSI ONER FELS: Thank you.

COW SSI ONER COCKRAM Q Associ ate Professor Stafrace
you nmentioned in your evidence about the conplexity of the
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nunber of service providers and Conmonweal t h/ state fundi ng
systens in the conmmunity space, if |I can describe it that
way.

I n your opinion, what do you see as the opportunities

for | eadership and, | guess, naybe hierarchy governance in
the adult hub nodel that you' ve proposed?

A |"m not sure | understand that question fully.

Q Ckay, I'Il go again if | need to.

A Yeah, see if you can.

Q In your statenment you describe one of the things that

you woul d be interested in the Conm ssion pursuing is adult
hub conmmunity spaces.

A Yes, built on the foundations of existing services but
expanded, yes, absolutely.

Q So, how do you see, in the conplex world you' ve

descri bed, |eadership, governance and those aspects being
brought to bear?

A. Yeah, very good question, very good question. | don't
have the answers and | think that's part of the chall enge,
is that, to be open to the fact that in fact the answers
are to be explored and to be tested out.

| think that - so what | was trying to tal k about
there was, and what we're trying to build at The Alfred is
really putting together a conmunity nental health service
that has co-located addiction, a physical health capacity,
and psycho-social services, and it's difficult, it's
conplicated, and part of the difficulty is setting
expectations that you can't nmeet and failing to deliver on
what people need but | think it's worth sort of pursuing.

But the way in which these hubs could really work well
| think is if in fact they involve a co-location of
services. So, not only would you have then a service
desi gned that woul d engage consuners and carers within the
| eadership and within the co-design, but you would have
people with different - organisations with slightly
di fferent perspectives that woul d share space.

You know, |ike one approach to this would be sonething
i ke a Headspace nodel, but you know, on steroids, it would
be quite different. | nean, Headspace at the end of the
day is a small primary care centre, nmental health centre
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that has limtations in terns of the resources that are
brought to bear.

But there is an opportunity I think, for exanple to
col l ocate, say, comunity health and community nenta
health and potentially an enpl oynent provider and include
addi ction services and primary care within that space, and
to actually run specific prograns together.

And so, how that governance would work: there are a
nunber of approaches to that. It could be sone kind of
advi sory body, it could be a joint sort of nanagenent
structure, it could be a consortium but | think one would
have to sort of think through the inplications of all of
t hose options carefully.

COW SSI ONER COCKRAM Thank you

M5 NI CHOLS: May Associ ate Professor Stafrace be excused,
pl ease.

CHAI R: Yes, thank you.

<THE W TNESS W THDREW

M5 NI CHOLS: The next witness is Associ ate Professor Vine.
Chair, do you wish to continue with the evidence or to have
a short break?

CHAlI R | think we'll have a short break.

SHORT ADJOURNVENT

M5 BATTEN: Conm ssioners, the next witness is Dr Ruth
Vi ne. | call Dr Vine.

<RUTH GERALDI NE VI NE, sworn and exam ned: [11. 58am

M5 BATTEN: Q Dr Vine, have you, with the assistance of
| awyers, prepared a statement for this Royal Commi ssion?
A | have.

Q | tender that statenment. [WT.0002.0002.0001]
Dr Vine, would you please briefly outline your rel evant
background and experi ence?

A Certainly. 1'ma consultant psychiatrist by training.
My career has spanned, | guess, three major areas: | was a
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consul tant psychiatrist in forensic psychiatry for about a
decade. | worked with the Departnent of Human Servi ces,
then the Department of Health, then the Departnent of
Heal t h and Human Servi ces for about 13 years in roles as
the Deputy Chief Psychiatrist, Director of Mental Health
and Chief Psychiatrist. And nost recently |I've been the
Executive Director of NorthWestern Mental Health which is a
| arge nmental health program auspi ced by Mel bourne Heal t h.

Q In summary, is it fair to say that you' ve been
involved in clinical, bureaucratic and adm nistrative
aspects of the nental health systenf

A Yes.

Q In your statenment you've stated that in your role as
Executive Director of NorthWstern, you attended Ml bourne
Health's board neetings which increased the visibility of
Nort hWestern to the board. Can you explain what you neant
by that, please?

A Yes. NorthWestern Mental Health is different from
many ot her nental health services by reason of its size and
geogr aphi c coverage. It covers a |large chunk of north and
west ern Metropolitan Ml bourne.

That nmeans that it's also a significant part of
Mel bourne Health's funding and clinical responsibilities
and I think, by being on the board, that the size of the
program and the inportance of the recognition of the
program was enhanced.

| think also by and large health services in Victoria
are hospital -focused and nental health is very nuch a
m xture of both bed-based and community-based services, so
| think again by having ny presence on the board and
hopefully ny contribution to board discussions, that
significance of the community aspect of managenent, the
significance of the risk that is nmanaged by nmental health
prograns including risks of access, risks of critical
i ncidents and outconmes such as of course tragically
sui ci de, and sone of the pressures that the systemwere
under were nore front of mnd for the board than they ni ght
ot herw se have been

Q Thank you. | would like to ask you sone questions
about NorthWstern, and | understand that you' ve prepared
sonme slides to help you illustrate NorthWstern. So, may

we have the first slide, please, which is "NWH at a
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gl ance"”. [WT.0002.0002.1000] There are a nunber of

slides, but starting with this one, can you pl ease explain
what NorthWestern is and the services that it provides.

A As the Comm ssion would be aware, Victoria has an age
based/ area based nental health system NorthWstern Mental
Heal th grew out of a previous phase of Victoria's

devel opnent when there were health networks and it actually
i ncludes four adult nental health services, as well as a
very large youth nental health service run through O ygen
and a |l arge aged nental health service. That neans that we
have a very | arge popul ation base, one that is also rapidly
grow ng, we cover a nunber of growth corridors. It says
there 1.3 million - and counting, | sort of |ose track of
whether it's 1.3, 1.4, 1.5, because it really does grow so
fast.

It's a big program it has a budget that, as you' ve
seen there, of $210 million. |It's probably a bit nore
this year. It has nany staff nmenbers, where probably about
85 per cent of the funding that goes to the operational
part of the service goes to pay for staff, and it's
multi-site and across sonme very conplex communities. So,
many, many different |anguages are spoken across our
di fferent areas, and perhaps because of those growth
corridors we do have areas of considerabl e socio-economc
di sadvantage and areas with conorbidities with substance
use or with honel essness are very high. W cover the
central business district so honel essness is a big issue
there, as are new popul ations of, for instance,

i nternational students.

But NorthWestern Mental Health also has a very strong
research focus, we have several research centres and cover
research across fromthe neurobiol ogi cal aspect right
t hrough to psycho-social and nmultidisciplinary as well.

Q We have two slides that help illustrate the catchnent
areas. The first one is "NorthWstern's catchnent areas
and sites."” [WT.0002.0002.1001]

A Yes.

Q So, just speaking to this, can you explain the area
that you cover and then the next slide deals with the

popul ation growth which we'll come to when you raise
popul ati on grow h.
A Alright. Look, | alnobst can make no apol ogy for the

conplexity of NorthWestern Mental Health, our coverage is
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hi stori cal .

You can see fromthat slide that we cover the northern
area, the northwest, mdwest. Southwest, we don't actually
provi de the adult services for but we do provide the aged
and the youth services for. And northern, we do provide
t he aged services for but we don't provide the youth
servi ces which are provided by the Austin. So, that just
denonstrates sone of the conplexity.

You can see fromthat, the little dots are where the
actual buildings and health services are, and of course, as
t he popul ati on expands and rolls out across the western
plains and the northern plains, the accessibility of the
actual buil di ngs becones nore and nore chal |l engi ng, as does
our ability to provide outreach, because the geographic
di stances becone greater.

Q Can we go, please, to the next slide that is titled,
"NorthWestern has four of the |argest and fastest growh
corridors in Metropolitan Mel bourne.” [WT.0002.0002.1002]

You mentioned growh corridors before, but can you
el aborate on the growth that's been experienced in the
Nort hWest ern regi on?

A Yes, | think people are aware that Ml bourne's
popul ation is growing rapidly and there are particul ar
corridors of gromh, one of those is down the South East.

But NorthWestern has got, if you like, nore than its
share, because the growh out towards Melton and Rockbank
is, | think, up there at nunber one or two, as is the
growt h out through the northern corridor which is the South
Morang/ Whi ttl esea corridor, and then North West is the
Crai gi eburn and Hume corri dor

On top of that, the devel opnent in the Inner West,
particularly of apartment buildings and student housing, is
al so greater, and of course the honel essness popul ati on has
increased as well, so it's sort of every area of
Nort hWestern i s experiencing consi derabl e grow h.

Q The final slide at this point is, "An overview of

Nort hWestern's service nodel". [WT.0002.0002.1003] can you
firstly explain over what tinme period do these figures
relate to?

A. Yes, this is over a 12-nonth period. | actually can't
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recall if it was a financial year or a cal endar year, but
it was a 12-nonth period. Effectively what it shows is
that, we have a centralised triage; that triage probably
has about 50,000 - or over 50,000 calls per annum The
triage, of course, doesn't direct everyone to the energency
departnment, this is a sort of a nodel.

But we cover three energency departments: the
energency departnment at the Sunshine Hospital, at the Royal
Mel bourne and at the Northern Hospital at Epping. The
nunbers, that's the nunbers of occasions of service, it's
probably - that is greater than the nunbers of actua
presentations that we see, which is closer to 5,000. But
agai n, each of those energency departnents has been
experienci ng consi derable growth year-on-year in the
nunbers of peopl e presenting.

Overall, NorthWestern Mental Health then provides
services in a given year to about just under 24,000 people.
The occasions of service is the actual contact, so the
departnment records both the nunmber of contacts and the
duration of contacts, contacts hours, and that's what that
refers to. You can see that there's considerabl e turnover
by the nunber of new registrations in a given year.

W provide across our about 200 acute beds, about
5,000 acute admi ssions, and in the comunity just under
half a mllion occasions of service. The specialist
inpatients there are our eating disorder and
neur opsychi atry adm ssions, and the subacute and
residential refer to the secure extended care and the
comunity care units adm ssions.

Q Just to clarify, does NorthWstern record the nunber
of people who contact triage but who are not provided with
servi ce?

A Yes, we do, and so - | can't give you an exact nunber
of the total incom ng and outgoing calls, but it is

consi derable. The screening events is when we just | ook at
the screening register on the client nanagenent interface,
t he database, as opposed to actually enter soneone as a
case nmanaged client.

Q We can take those slides down for the nonent, please.
|"d like to ask you questions about funding, Dr Vine. Can
you tell us briefly how NorthWestern is funded?

A. It's a bit hard to be brief on this, but I'll do ny
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best .

Q Sure.

A Mental health is largely input or block funded and
what | nmean by that is that, there is a notional bed day
rate and you are funded for 100 per cent occupancy of those
beds and there's a notional effective full-tinme rate which
is todo with staffing. In reality, of course, that just
becones a bucket of noney.

And so, the noney cones in based on those sort of
historical levels, but the Departnent of Health and Human
Servi ces indexes funding annually, so the index rate is
usual ly about 1.5 per cent. People would be aware,
guess, that the actual Consumer Price Index or cost of a
servi ce goes up by nuch nore than that, usually closer to
3 per cent and sonetines nore than that if there's been
i ndustrial agreenents.

So, the funding is notionally allocated to particul ar
parts of the service. |It's provided up-front, so it's not
an activity-based funding which is a significant proportion
of the acute health budget, it depends on activity as
opposed to just input. And then, when that noney cones in,
we build up our budget and the budget is built up based on
the sort of corporate costs that are required, and of
course NorthWestern Mental Health pays corporate costs to
Mel bourne Health for its services there, but also to
Northern Health and Western Health for the services we
obtain fromthem

Savings are built in because you have to if you're
cost rises greater than your funding rises. You build in
savings or find other ways to reduce spending, and then the
noney's allocated out as a forward year to neet the budget
required.

Q | have a couple of questions arising fromthat.

You' ve referred to the fact that the block funding is
historically based. Can you just elaborate on that?

A Yes, and again, bear with me. Wen the area-based
mental health services were first established, which is
sort of back in the 1990s, there was a thing called the
resource allocation fornula. Basically, that took into
account the nunbers of beds and the popul ation size and
built into it sonme, | think a slight increase in funding
for rural regions, a slight increase in funding for places
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that had | arge ethnic communities, but effectively
allocated it out to the areas.

The trouble of course is that that resource allocation
formula has largely not been revisited, so effectively what
that neans is that services whose popul ati on has grown nore
t han others have effectively got | ess noney per capita than
t hose services where the popul ation growh has been | ess or
where popul ation's even di m ni shed.

The historical basis, every year it goes up a bit
according to that indexation and CPI, but there hasn't been
a recalibration to say, oh, NorthWstern Mental Health
your population's risen by 50 per cent conpared with, let's
say The Alfred' s that hasn't risen by 50 per cent, to
recal i brate that funding.

Q You referred to the need to make savings. How has
Nor t hWest ern been naki ng savi ngs?
A In a service where 85 per cent of the funding goes on

sal aries and wages, it becones i mediately apparent that it
is hard to make savings w thout reducing staffing or
changi ng the staffing nodel.

Certainly over the years | think many services have
tended to, for instance, reduce the roster availability of
their out-of-hours service; that's a way of saving noney or
change the staffing profile.

There are |l ow hanging fruit, like trying to make
savi ngs through reduction of fleet cars or not investing in
the sane | evel of infrastructure anenity and things |ike
that, but often the only way to make savings is actually by
not spending the growh noney. So, when a new service is
funded, by delaying the onset of that new service in
order to get sone of the noney at the beginning to offset
t he savings required, there are various neans, but it's by
changi ng service, reducing service or failing to invest in
new services that predom nantly you get savings.

Q You've also referred to the fact that the
under-funding of inpatient units is cross-subsidised by
community teans. Can you expl ain how that happens?

A Indeed. | think the bed day rate in the current
policy and funding guidelines is in the region of $850 per
bed day. The actual cost of an inpatient unit is not quite
twi ce that but perhaps nearly tw ce that.
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And the cost, unfortunately, in inpatient units is
fi xed because there are fixed rosters that are agreed on
industrially. There is a requirenent for a certain anount
of nedi cal coverage and to have on-call and weekend
coverage, so the costs of an inpatient unit are relatively
fi xed and do not bear very much resenbl ance to the funding.

| noticed that Dr Stafrace said that his was bal anced
| actually can't conprehend how that can be. It may have
to do with the Alfred having a | arge nunber of beds and
havi ng sone beds funded at a higher rate, | don't know, but
certainly fromour perspective over many years we've just -
we just know that the inpatient unit costs are greater than
t he funding and we cross-subsidi se accordingly.

Q What is the inmpact of this insufficient funding on the
anount and quality of NorthWstern's services?

A Clearly we do our best to deliver a safe and
clinically appropriate service.

So, in an inpatient unit the inpact | think is that we
don't have the sort of experienced |evel of staff or
per haps the anmount of nedical coverage that we m ght
desire.

Certainly, we don't invest, we don't have funds to
invest in inproving the anenity at the pace we would |i ke,
and | totally agree with what Dr Stafrace said about the
amenity in inpatient units, but also it just neans that we
find savings in the community because that is |less fixed,
if you like, by reducing roster availability, by again
reduci ng the |l evel of nedical input.

What it neans, | think, is that we reach as many
peopl e as we can, but the quantum of care that we provide
and the sophistication of that care is reduced by just
needing to contain the cost of it.

Q "Il return to sone of those issues in a nonent.
wanted to ask you sone questions about key performance
indicators. You' ve stated that:

"The key performance indicators are largely
focused on processes with sone KPlIs easier
to neet than others depending on the
clinical capacity of a particular health

.08/ 07/ 2019 (5) 413 R C VINE (Ms Batten)

Transcript produced by Epiq



O ~NO O WNPEF

service."

Can you just explain what you nmean by that?
A Certainly. So, KPls, key performance indicators, sone
of themare set at a national level, so they're part of the
national agreenents; that is things |ike whether a person
who requires an adm ssion has had a contact wth a service
seven days beforehand and seven days after discharge.

That's relatively easy to neet; a contact can nean
al nrost anything, it doesn't say that the contact was
necessarily intensive or therapeutic or of benefit, it just
says there was a contact.

Conpared with that, the National Energency Access
Targets, which is set at a 4-hour KPI, that 80 per cent of
peopl e who present to an energency departnent should, in
effect, have their decisions determ ned and the issues
underway within four hours. For a service where the
nunbers comng are very large, as |'ve outlined previously,
and the bed capacity is very tight, it's well nigh
i npossible for us to neet that KPI.

| think at last count | think for a nental health
patient who required an admi ssion to a bed, our 4-hour neet
was under 20 per cent, so you can see that's quite a gap
between 20 and 80 per cent, and that's because it takes a
long tinme both to adequately assess a person who's
presenting with a conplex nental illness, but also to
obtai n necessary collateral history and to find, not just a
bed, but the appropriate bed, and that can take nmany nore
hours than four hours.

Q In your view, are the KPIs appropriate nmeasures for
mental health presentations?
A | think there's been a | ot of work over nany years

trying to find the right KPIs that are neasurabl e,
accurate, conparable, and what we've got is sort of what
peopl e have conme up with that at |east provides sone

wi ndow.

| think we're still trying to get a better handle on -
Si nron nmentioned patient-reported outcone neasures, so that
sone of the actual neasures fromindividuals and their
fam |ies about our performance, | think we're still trying
to find the right ways of neasuring that.
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| think we do need nore work on neasures that give
both a qualitative as well as a quantitative w ndow on
services, so nore work to be done | think.

Q |"d like you to ask you now sonme questions about
demand for services which you' ve touched on a little bit
already but just to explore in nore detail. You' ve stated:

"Over the past decade the popul ati on has

i ncreased substantially such that on a per
capita basis our funding, bed stock and
equi valent full-time positions have
declined."

Coul d you take themone at a tine and first explain
how your fundi ng has declined?
A. So, in absolute terns our funding has increased; it
i ncreases year-on-year. But if the costs have increased at
a greater rate than the funding, then in terns of what you
can actually buy with that funding, that is |ess.

And so, if you were to look at - and this is what
cones out in the Australian Institute of Health and Wl fare
Mental Health Report, the per capita funding for Victoria
is lower than the national average, and for NorthWstern
Ment al Heal th, because of our population growth, it's |ower
than the Victorian average, and so that's what | nean by
t hat .

The beds, is it?

Q Yes, the next one is the beds, the bed stock

A Yes, so as Dr Stafrace nentioned, Victoria has fewer
beds than the national average. | actually think The
Alfred is pretty close to the national average or not so
far away. But across NorthWestern Mental Health - this is
t al ki ng now about acute beds - varies froma little over
11, which is conpared with the 19 which is the sort of

aver age per 100,000, to maybe, | think our best off area is
Nort hern which is about 20 per 100, 000.

So, again, as the popul ation increases, the bed
capacity has been largely static. So, in the |last - nost
of our inpatient units were opened in the 1990s, that's
when the big shift fromthe stand-al one services to the
ar ea- based servi ces happened, and since the 1990s we've had
addi tional capacity at Northern Hospital at Epping, and
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margi nal ly at both Royal Mel bourne and Sunshi ne Hospital s,
but marginally.

So pretty much you'd have to say that the capacity has
remai ned static while the popul ati on has expl oded. So,
beds per capita has gone down. And so, there was funding
and beds, and EFT was the other one, | think?

Q Just before you go to EFT. In sinple terns does that
mean the basic bed nunbers hasn't really changed, there's
j ust been nmargi nal change since the 1990s?

A. Yes, so an exanple there is that the Sunshine unit
opened in | think the md to late 1990s with 25 beds, it
now has 29 beds, but in that tinme the population it's
expected to cover has grown. So, the only way you cope
with that, you do two things: you increase the throughput,
that is, the length of stay goes down, so our |ength of
stay is now ten days or |ess on average, which again is
different fromthe Alfred' s, and you naintain a higher
occupancy.

So, there is a generally accepted view that, to
maxi m se the efficient use of beds you need an occupancy of
90 or 85 per cent. If you run an occupancy close to
100 per cent, you can see that, for soneone to get in
sonmeone has to nove out and noving out takes tine and
pl anni ng, and we've already tal ked this norning about sone
of the less than desirabl e di scharge practices, and
certainly some - we absolutely do our best and our socia
workers work like fury to get the best results, but there
is no doubt that we are sonetines forced into discharging
i nto unstabl e acconmodati on or even honel essness, which is
aterrible tragedy to the person involved, their famly and
very hard for clinicians. So, that's the only way you can
make that static bed nunber cope with an increasing
popul ati on and presentation denand.

| think that that demand has been exacerbated, perhaps
nore so in sonme of our areas than others, by a shifting
substance use pattern particularly with increased use of
nmet hanphet am nes whi ch makes for a nuch nore acute and, if
you | i ke, dangerous presentation, so that then into that
hot house of people that are being noved through too fast,
with too many new or unknown patients cones the added ri sk
of occupational violence and indeed inter-patient or
i nt er-consuner violence which is very difficult.
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Q | think you've covered the issue of the equival ent
full-time positions declining. Can | ask you about
criteria to access services. How sick do you need to be or
how are you going to get in?

A Yes. Well, firstly, you need to be very unwell, and
do just want to enphasise sonmething that Dr Stafrace

nenti oned, that one of the conplicating natures of serious
nmental illnesses such as schi zophrenia or bipolar effective
di sorder or schizoaffective disorder, is that for many
peopl e the nmore unwell they becone the less they wish to
engage in a service, which neans that people often present

| ate and they often present through police or anbul ance,
and that adds, if you like, to how unwell people are when

t hey access service.

Partly that is driven just by the nature of the
il ness and peopl e delaying their own presentation, but
al so just that pressure for throughput neans that | think
inny time as a psychiatrist, people get admtted nore
unwel | than they used to and they get discharged nore
unwel | than they used to.

| guess our nunbers are not very dissimlar fromthe
Alfred, in that, inpatient presentations are particularly
peopl e presenting in severe crisis, but largely with people
with psychotic illnesses or with conorbid substance use or
very, very severe effective, that is, depression or
el evat ed nood sort of presentations.

And the sane in the community: again, the |arge nunber
of our casel oad woul d be people with those severe psychotic
illnesses that may well have a course where there's
rel apses and where the episodic, the pressure for episodic
care is not well aligned with the actual needs of the
presentation and the degree of just how unwell people are
to get into the system

Q You've also referred to the fact that:

"The greater the demand for services, the
hi gher you have to raise the threshold for
acceptance to our services and this

t hreshol d's nmuch higher than [you] would
currently Iike."

You've referred to the fact that:
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"This is because the amount of services
that you can provide is capped by the
fundi ng avail able, creating a form of
rationed service."

Can you clarify for us who do you see and who is it
t hat you shoul d be seei ng?
A Yes, | think you outlined this a bit with your video
at the beginning, that the state systemis funded to see
those with the nost severe illness, that's its stated
policy aim is that, people who cannot or are unable to
access care in other parts, so we are set up to see people
with the nost serious illnesses and who are nost unwel | .

W al so do see people with a whole range of illnesses
who m ght present either through our triage system or
t hrough our energency departnents, and we would like, |
think, to be able to see people with nore noderate
presentations and also I think the other thing that the
state should be seeing is people who present with nore
conpl ex presentations: so, for instance, a conbination of

substance use and nmental illness or a conbi nation of
intellectual disability and nental illness, and quite often
t hose people, | think, we struggle to provide the sort of

joined up nultidisciplinary service, but we probably do it
better than other people but we should be doing it a | ot
nor e.

| think it is absolutely appropriate that people with
mld to noderate illnesses mainly receive their services in
the primary care sector. At tinmes they will also of course
come to an emergency departnent but probably only need
relatively brief service.

| think it's been tal ked about, that the state funds
the sort of nost severe, and the Commonweal th through
Medi care and sone other initiatives, supported private
psychol ogi sts and psychiatrists funds sort of mld to
noderate, and both the state and the Conmonweal t h have
tried to find ways to fund sone of the presentations in
bet ween; the Commonweal th through things |ike the Menta
Heal th Nurse I ncentive Program or Partners in Recovery,
t he Headspace sphere which Sinon nentioned.

The state has also tried to do that through increasing
funding to things like primary nmental health teans or to
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i nprove the response to people with nore conpl ex needs
t hr ough speci al i sed services, but there are people who
woul d present or who would like to present to the state
funded nental health service who we just don't have
capacity to see.

Q And so, where do you send those peopl e?

A W try and nake referrals to other practitioners, so
to general practice or to private psychiatrists or private
psychol ogi sts. W would try and provide people with
appropriate information, but |I think, this has been talked
about earlier, that whether those referrals are actually
foll owed up and whet her they are successfully followed up,
we don't know a |ot of the tine.

Q So you don't have any visibility about whether those
peopl e received the treatnent that they need?

A W don't have that visibility. O course, if they
come back to us, then we would receive - we'd get their

f eedback as to whether it worked or it didn't work and
whet her they re-presented, but otherw se, no.

Q You' ve referred to a nunber of barriers for receiving
appropriate treatnent. Are there any others that you want
to raise?

A | think that the separation between the Conmonweal th
and state funding is a real issue and the different nodels
of funding, the different market pressures, if you |ike,
are very inportant.

The state can geographically fund, but the
Commonweal th is largely a market-based fee for service
system whi ch neans practitioners go where they want to go,
and so, the outer - again, our outer netropolitan services
are very under-served by private practitioners and ot her
practitioners, so that's a barrier to access.

| think that the separation of drug and al coho
services and nmental health services, while it may have had
some benefits for people at the severe end, people
particularly with conorbid nmental illness and substance
use, that separation again provides a barrier to access.

There's been a |l ot of work through the governnent of a
so-call ed no wong door policy, but to actually inplenent a
no w ong door policy nmeans you need the appropriate
staffing and skill mx, and we haven't devel oped that, so
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think that's a barrier to efficient access.

| think the other very inportant - Victoria's
wi tnessed as we've read in the papers in recent days, an
enornous growth in the prison population. There tends to
be an increased rate of nental illness in prisoners and
there is a real barrier to access for appropriate,
particularly conpul sory care, for prisoners with severe
nmental illness who need that |evel of care. That's very
poor .

Q You've said in your statenent:

"Until the deficit in inpatient capacity is
addressed, the needs of the community wll
be hard to fix."

Can you just explain to the Conm ssion why you hold
t hat vi ew?
A As |'ve said, as the inpatient capacity has been
reduced, the level of acuity and at tines the need for
people to be treated as conpul sory patients under the
Mental Health Act has increased.

| think the level at which people currently enter
inpatient care, they are unable to be nanaged safely in the
conmmunity at that |evel of acuity, they need an inpatient
bed. So, until you could reduce the |evel of acuity that

i npatient beds are managing, | just think that the |evel of
acuity in the coomunity won't be able to be managed. It's
not safe and it's alnost, | think, beyond the skill set of
the - just in ny view, just putting nore resources into the
community will not enable the systemto function. And it

is a system it's an interdependent system both need to be
invested in, but the bed systens at the nonent are not
bei ng functional because there's just not enough of them

So, for people to wait for hours in an energency
departnment to access the appropriate bed, that doesn't help
anybody. To give a very difficult exanple, | nmet with sone
parents not so |long ago, they were very di stressed because
t heir daughter had been noved between three different
inpatient facilities in the space of a week. Those
novenents had been made necessary in order to free up a bed
to create a space for soneone who had a nore urgent need in
an emergency departnent, but that woul d have del ayed t hat
person's recovery, and certainly negatively inpacted that
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person's experience of the system considerably.

So it's just, without nore inpatient capacity, | don't
think we will get beyond our current dysfunctional state.
Q You' ve referred to the fact of having an area-based

mental health service is appropriate for people who need
the protection of the Mental Health Act. Can you clarify
who you think an area-based nental health service should be
responsi ble for?

A Yeah, so the rationale |I think behind having an

area- based system which neans of course that where you

i ve geographically determ nes where you are going to
receive a service - there's a planning rationale - but as |
mentioned earlier, a significant proportion of people with
severe nental illness perceive their problens as being
external to them So, they don't perceive that their
experiences, their enotions, their thoughts, are part of an
illness; they perceive it as having an external cause, if
you |ike.

Those people wll not engage voluntarily in treatnent,
and so, having an area-based responsibility makes it very
clear that it is the service systenm s responsibility to
pronote continuity of care and to ensure that person has
access to care.

| think there is less rationale, if you like, for
peopl e who seek to access care, and naybe you coul d argue
that that net doesn't need to have an area of
responsibility. The trouble is of course that, to try and
pronote a degree of equity of anenity and equity of access,
that's hel ped by having an area of responsibility.
O herwi se, we mght all go to the Alfred and then the poor
person who needs to go to the Alfred will find there's no
roomat the inn.

So, it's trying to match health planning with
particul ar health needs of a particularly vul nerabl e,
di sadvant aged and i ndeed di scri m nated agai nst popul ati on

of people with very serious nmental illness.
Q Can | ask you now sone questions about the nenta
heal th system nore broadly. |In your experience how does

t he system we have now conpare to what was envisaged in the
1990s, and in particular what has been | ost?
A. Yes, so people mght be aware that Victoria - back in
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the 1990s there was a Commonweal th and national policy of
novi ng away from structured stand-alone institutions to
nore integrated mainstream nmental health services, and
Victoria enbraced that policy and in Victoria we'd cl osed
all of our stand-al one services other than the forensic
service by the md-to-late 1990s.

In so doing, Victoria devel oped a range of policy
docunents that have been referred to called the Franeworks
Docunents. They envi saged that the conponents of care and
the sort of functional streams of care that woul d be
provided - |I'mnot saying they were perfect and nor that
they were conplete - but at the tinme they envi saged that
there woul d be a capacity for urgent, honme-based outreach
24-hours a day, seven days a week, and also | onger term
outreach, assertive care, assertive engagenent, again seven
days a week, as well as a clinic-based or continuous care,
and there'd al so be that avail abl e for younger people and
adul ts and ol der peopl e.

Over tine there have been additions and inprovenents
made to that. So, through for instance additional services
i ke nmot her and baby services or perinatal services or
addi ti onal eating disorder services or services for
personal ity disorders.

So, there have been inprovenents, but over tine, that
fundi ng constraint against the population growh which I've
nmentioned just nmeant that each of those conponents got a
bit squeezed, so there is now probably not a 24-hour a day,
seven day a week emergency short-termtreatnent avail abl e;
peopl e need to cone into the energency departnent; or the
capacity to provide that assertive outreach is often nore
about nedi cation supervision than around active
rehabilitation and treatnent.

So we've sort of noved in some places to, we're stil
providing treatnment, but the treatnent spectrumis nore
narrow, perhaps nore biologically focused than
psychol ogically and socially focused in parts. And for
sone of our staff, | think we do nuch nore around
noni toring and assessnment, risk assessnent particularly,
than we do necessarily around therapeutic engagenent and
provi sion of therapies that m ght increase that person's
coping strategies or increase that person's resilience.

Q Are you able to comment on what that neans in terns of
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t herapeuti c outcones for the person?
A Well, firstly, one thing I'd say is that the premature

nortality of people living with severe nental illness,
while the rest of the popul ation has got fantastic - we've
got much, much better, for people with nental illness it

has not and sone would even say that it's got worse.

So that, in ternms of physical health and physical, the
sort of inplications of - this is to do with things like
lifestyle and social engagenent, that has not inproved for
our patients. For sone of our patients - you know, | do
want to clarify we're not tal king about everybody here.

| think also, the other thing that patients and their
fam lies describe is, despite desiring to do the opposite,
t hey describe less continuity of care, they see different
clinicians nore often. They describe greater turnover and
churn of the people that they see, and | think that brings
a nore negative outcone because people feel |ike they have
to tell their stories to different people, and nuch of the
t her apeuti c engagenent is at the core of good psychiatric
practice, that's what's inportant; and, if you tend to see
a younger workforce that has greater throughput, | think
you get |ess benefit fromthat.

| nmean, there are many other social factors that have
al so influenced outcones, including of course problens with
housi ng and honel essness and problens with substance use,
and i ndeed increased contact with the crimnal justice
system Al of those |I think contribute to negative
out cones that are not just about the nental health system

but regrettably folk with serious nental illness are nore
likely to be anong peopl e who are honel ess or people who
are incarcerated or people who are using illicit

subst ances.

Q |"d like to ask you nore questions about how the

system has got to where it is now |I'mgoing to pull up
anot her slide that you've prepared. This slide is, "The
state and Commonweal th nental health plans 1992 to 2017."

There are two slides, so this first one is the nenta
heal t h pl ans which outlines the nunber of plans
[ WT. 0002. 0002.1004] And then this is also depicted in a
graph format. We mght go to the next slide wth the sane
title. [WT.0002.0002. 1005]
A. Yes. The beauties of a Gantt chart.
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Q Can you explain the Gantt chart to us, and in
particul ar you made the conment in your statenment that you
feel that:

"W are in a constant state of consultation
and distraction."”

A. Yes. You can see fromthat, that at both a state and
a Commonweal th | evel we are great at plans. The
Commonweal th level - or this is the Australian Health

M nister's Advisory Council, AHVAC, have continued to have

a national nental health policy and that national nenta
heal t h policy has been underpi nned by a succession of
nati onal nental health plans.

It is ny perception that, while the first and second
pl ans were reasonably structured and | think reasonably
i mpl emrent ed, as we've gone through to the third, fourth and
fifth, the plans have sort of broadened in their approach
but | essened in their inpact. Sonme of that's probably
because they haven't had funding tied to the plans, whereas
the first plan and to a | esser extent the second plan had
significant fundi ng attached.

But also at a state level, the long |ine there is the
Victorian framework which is, | guess, not strictly
speaking a plan as such, but we still have an area-based,
age- based system which was put in place through the
framework, so it's still in play. But on top of that we' ve
had a succession of state planning docunments that often are
linked to a change of governnent. Perhaps the nost obvi ous
exanpl e of that was in 2008/ 09, because Mental Health
Matters cane out as lasting - | think it had a 10-year
framework - the governnent changed shortly after that and
there was then Victoria's - which | mght not have even
squeezed onto that - Victoria's priorities for nmenta
health reform 2013-15, and then the governnent changed
again and then we got the ten-year nental health plan which
went from 2014 to 2024/ 25.

The difficulty I think is that, each tinme one of those
processes happens, perhaps quite appropriately, there's a
round of consultations and focus groups, and |ots of
effort, and we get a beautiful docunent, but if the
beauti ful docunent contains prom ses or assurances over
many, many areas, it's very hard to keep a steady course of
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i mprovenent .

So, ny owmn view on this, which is why the Gantt chart
came about, is that, we've been distracted by plans rather
t han by inplenentation and performance and i nproved
outcones. | think - maybe |I'm being too sort of
Pol | yanna-i sh here or hoping for a nirvana that doesn't
exist - for state and Commonwealth to actually reach sone
agreenent about what they are or are not going to do, and
then work together to do it would, in ny way of thinking,
make for inprovenents that that succession of plans has not
necessarily delivered.

Q You' ve referred in your statenent to bipartisan
support; do you nean both at a state |level and in between
the state and Commonweal th governnents in terns of going
forward for nental health?

A | do. Again, when the National Mental Health Policy
was created back in about 1992, that was a policy agreed at
both a state and Commonweal th | evel, but al so back at that
time there was bipartisan agreenent about the genera
policy, and that general policy was around working towards
mai nstreanmed and away fromthose stand-al one services.

To nme, nental health - | think others have said that
mental health or nental illness should be above politics.
We've heard quite a lot, | think, about a |ack of

i nfrastructure planning and the VAR report rel eased

in March this year was very critical about that planning.
That planning can't happen in a single governnent cycle.
Planning and its inplenentation takes many nore years than
a single cycle. So, to have sonme bipartisan agreenment at
state and Commonweal th and between the major parties seens
to nme an inperative if we're going to nove forward.

One of perhaps the nost difficult nmonments for ne
recently was when we didn't get extra funding for beds at
Sunshine. W'd put in about four business cases in
successi ve years and you sort of think, wow, when is that
going to be mutually bipartisanly agreed upon to create
that sort of service?

Q A separate issue you' ve raised is the |loss of respect
or regard for the expert in public clinical services. Can
you expl ain what you nmean by that?

A Yes. Look, | think firstly, working in public
psychiatry does bring its particular chall enges, because a
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proportion of those who we provide treatnent and care to
don't want us to, so we provide treatnent and care to
peopl e who are conpul sory patients, so | think that |eads
to a degree of difficulty.

| absolutely firmy believe in having peer engagenent
and having the input of consuners, patients, carers and
famly - very, very inportant. But | think, in nmenta
health or psychiatry conpared with other health
specialities, there is a greater propensity to criticise
the clinical expert.

Maybe |'m oversensitive on this, but | think rather
than paying attention to the sort of evidence base that
exi sts around psychiatric treatnments for illnesses, | do
think by and large there's a greater criticism of
professionals working in particularly public psychiatry -
don't think the same is said of private psychiatrists to
the same degree - but | think we have | ost sone of that
respect or value of the expert.

Q On Friday Professor MCGorry said that the ol d node
was that the person in charge of a nmental health

organi sation al so had content expertise and that's
gradual | y been separated out so that the person in charge
of the budget wasn't necessarily the person with the
content experti se.

Do you have a view on whether the person responsible
for a nmental health services budget should have content
expertise?

A Vell, I"'ma little bit biased here because I'm a
psychiatrist and |'ve al so been the Executive Director, so
you could say had ultimate responsibility for the budget,
so |l think it's useful to have both. Having said that, you
certainly need great accountants and great finance nanagers
to hel p you understand that budget.

|"mnot sure that | agree with Professor McCGorry
there. | think many of the area nanagers who are really
the directors of operations, if you like, of area nental
heal th services do have a clinical background and many of
t hem have risen up through being a case manager or clinical
manager to a director of services.

| think it would be - | would agree with Professor
McGorry that, to conpletely separate operational managenent
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fromclinical realities would not be in anyone's best
interests. | personally quite |ike the partnership nodel,
where the clinical expert is hand-in-hand with the

operati onal manager and they both understand the busi ness.

Q You raised the issue of your business case for
Sunshi ne and not getting the funding. Can you tell the
Conmi ssion in your experience what are the chall enges for
maki ng a successful business case to governnent for reform
of mental heal th?

A Yes. Firstly, | do think it's a challenge, and just
briefly to touch on the poor old business case for the
Sunshi ne beds: at one level you' d think that just the
popul ati on data woul d argue that you need nore capacity.

The difficulty I think we have in this area is, the
peopl e who don't receive a service who need a service often
are not the nost vocal, so we don't necessarily have that
sort of comunity argunment. And, while the adverse
out cones, like the tragedy of suicide: suicide is a
multi-factorial and overall has a | ow base rate, so we
don't collect well what our unnet need is. W neasure who
comes, we neasure sonme of our throughput, but the unnet
demand is a bit sort of invisible. And so, making a cogent
busi ness case that denonstrates not only that there is an
unnmet demand, but that, if you provide it, if you net that
demand - net that need rather, that you'd inprove outcones,
it's just hard to nmake that argunent, but | think that's
t he argunent that needs to be.

Again, if we were to ook at the costs, | think the
Productivity Commi ssion is doing this work now, | ooking at
the costs to enploynent and housing and fam |y disruption
and poor early child devel opnment and rates of incarceration
and all of the other social outcones to not providing good
nmental health services; you know, | think that argunent is
gradual | y bei ng put together.

But it has been a difficult argunent to nake for
ref orm because | think perhaps fromthe point of view of
governnment funders it feels like this is an endl ess sponge
that wll just absorb and wll never stop saying,
"Next year | want nore.” But | think if we did reach an
agreement on what is a reasonable |evel of coverage, as
Dr Stafrace said, sort of 3 per cent; if we were to truly
say, if we did that, what woul d the outcones be? | think
we'd find considerable attractive outcones in a whole range
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of social - social inclusion sort of outcones.

Q You've referred in your statenent to there being sone
conpel ling and costly areas to be considered in making that
busi ness case, and areas that are not necessarily nmenta
heal t h-specific; for exanple, honel essness, prison

popul ation, community safety. Can you clarify why you say
t hese areas need to be part of the broader social policy?
A Vell, firstly, | guess they are very inportant areas.
They're not health areas as such, so again, it's been a
difficulty I think with some of the national nental health
pl ans; the national nental health plans are the Health
Mnister's plan, but really, you need al so need to consider
sonme of the inpacts on other governnent portfolios, and
you' ve outlined a nunber of those.

So | think that's why recognition of the - nental
illness is a bit different fromphysical illness inits
i npact on other, and that is, its inpact on other nenbers
of the famly, its inpact on other aspects of our comunity
and ot her aspects of governnent endeavour across the
whol e - particularly the human services portfolios, but
really across a whol e range of portfolios.

Q You' ve stated:

"I think it is tine to be brave again about
the effectiveness of treatnment and the

i mportance of incremental but steady

i nvestnent to pre-enpt outright scandal."

A. Yes, | have.

Q Can you pl ease explain what you nean by that?

A. Vll, it's linked a little bit to sone of ny earlier
coment s about val uing the view of experts. One of the

t hi ngs about psychiatry is, | don't think we've had the
game changers that have occurred in other areas of health,
such as perhaps sonme of the cancer treatnents and sone of
the inprovenents in things |ike stroke or cardi ovascul ar

di sease, but we have nmade inprovenents, and | think we need
to be absolutely up-front and out there to say, there are
effective treatnents for severe nental illness, there are
effective treatnents for things |ike borderline personality
di sorder which has often been thought of as too hard.

We as a profession | think need to be nmuch stronger in
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havi ng nore consi stency and clarity across the whol e range
of services, but to say that it is worthwhile investing
because you do get good outconmes because treatnent is
worthwhile. Regrettably sonetines that treatnment has to be
conpul sory under nental health legislation and with rights
and protections built in around that.

| just feel that sonmetinmes we're backward in com ng
forward about the benefits of treatnent for psychiatric
illness and how good it can be, if it's done well.

Q | have two final questions, Dr Vine. Wen we asked
you the questions about challenges to successful reformyou
referred to activity-based funding in your statenent, and
al so seenmed to suggest that there's yet to be an agreenent
on an appropriate activity-based funding nodel. |Is that
right, and can you explain the difficulties in trying to
get an agreenent ?

A Yes, | can. As | nentioned earlier, particularly in
Victoria but other parts of the country as well, there's
been an activity-based funding that is sonme proportion of
funding that is linked to what you do and how nuch you do
in acute health for sone tinme.

In Victoria this has sort of been - oh, not in
Victoria. 1In nmental health, finding the appropriate
formula for that has been a bit of a Holy Gail. People
started trying to work out an appropriate coding and
formula for that a couple of decades ago now, and around
the world different nodels are in place, but they're all
still a bit flawed.

The problemis that, whereas in other parts of health,
di agnosis is nuch nore closely aligned to the cost, if you
i ke, of providing the care, in nental health diagnosis
al one doesn't really discrimnate. Wat does discrimnate
is much nore social factors, such as honel essness or |egal
status, you know, whether a person - it costs nore to
provide treatnment to soneone under the Act because there's
a whol e heap of other tasks that have to be provided to
someone who's being treating under the Mental Health Act -
so finding the right fornmula for that and then inplenmenting
it has been an ongoi ng program

The | ndependent Hospital Pricing Authority, |HPA has
been working on a nental health cost classification now for
sone years and is getting closer, and does conbine a m x of
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di agnosis, a score on a thing called the Health of the
Nati onal Qutcone Scale, HONCS, which is a sort of

behavi oural tool, as well as sonme of the other social and
| egal paranmeters that | just nmentioned. So, | think it's
com ng cl oser.

The reason | think it's so inportant, is that, at the
nmonent for a nental health service to get better outcones,
they don't actually receive any reward or any particul ar
recognition. It would be helpful, | think, for governnent
tothink, if | spend this much I will get a different or a
better quality service that will have a different or a
better outconme, and that's very hard to define at the
nonent, but |I'moptimstic.

Q Finally, are there any other matters that you want to
raise in terns of lasting inprovenent to the nmental health
systemthat you haven't covered al ready?

A Vell, | think that stignma and discrimnation has been
a focus for this Comm ssion already and | do think that the
anmenity in which people receive care absol utely needs
urgent attention. Sinon nentioned this as well, that it's
a very different experience comng to a bright, warm safe,
wel com ng environnment than it is to comng to a pl ace
that's poorly | ooked after, poorly naintained, and so, our
ability to invest in infrastructure - and | don't just nean
now new buil dings or nore buildings - but just to invest in
i mprovenent and anenity has been al so very constrained in
recent years and | think that inmpacts enornously on the
feeling a person has when they cone to the service, but

al so the norale and wel | being of staff.

The nmental health workforce is probably the nost
critical element in whether you have a good or a bad
service and a good or a bad service experience, SO you
really want to attract the best, the brightest, the nost
commtted, the nost engaged, and | think that that's
anot her area: so, workforce and infrastructure would be two
other areas that I'd Iike to highlight.

M5 BATTEN: Thank you, Dr Vine. Chair, do you have any
guestions for Dr Vine?

CHAI R Q | just have two brief ones. The first one,
Dr Vine, thank you very much for your conprehensive

overview. | was interested in some of the points you were
maki ng when you were tal king about the bed capacity, but I
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did notice in your description of NorthWstern you

i ntroduced sonething | hadn't heard about before which was
that you said sonme of the accomobdation was rented from
private hospitals, can you explain what that was?

A Yes, and the termnology's not quite right. 1In the
context of no bed capacity, the State Government provided
funding for us to effectively buy six beds in the private
sector: so sone in Melbourne dinic, North Park and Wndham
Clinic. They've done that previously, at times of very
constrai ned capacity.

It's useful, but of course the type of patient that
can be admtted to a private facility, firstly, can't be
anyone under the Act and, secondly, it has to be soneone
who you can reasonably rely on wll remain and be able to
provide treatnent in the private sector, so it's a very
small little top up of beds.

Q Thank you. The other thing that you did tal k about
when you focussed on reformthat | thought would be

wort hwhil e just making sure we're clear about your intent
around this, is you did say about the business cases and

t he approaches that we need to nake to the sort of reform
you think's required. You said it should be increnenta
but steady. Wiy do you give the enphasis on increnental ?
A Vell, | think it cones back a bit to ny coment about,
it can't happen in a single electoral cycle.

| f my business case for Sunshine had got through, it
woul d still be five years before those beds cane online.
So, if we are going to build on the system we sort of
know, you can't suddenly build hundreds of beds, it has to
be done in a steady and increnental way that says, here's
where the area is greatest, but in 10 or 20 years the
popul ation of this area will have doubled so we're going to
pl an ahead and maybe even thi nk about purchasing the |and
or, you know, the planning nonies that go into that.

| do think that, despite considerable effort, to have
that sort of increnmental but |onger-term steady investnment
of both capital and workforce just hasn't been nade.
Again, we can't - Werribee built some beds recently and it
took them | think, nearly two years to find the staff for
t hose beds. So, the staffing, getting additional
wor kf orce, has to be done in line with that planning and
both of those are very long-terminvestnents.
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CHAI R | don't have any nore questions, thank you.

COVWM SSI ONER M SHERRY: Q Dr Vine, | think you' ve set
out very clearly how sone people want access to the nental
health system can't get it, sone people are in the system
but don't want to engage. |'mjust wondering in your
opi ni on what m ght hel p perhaps to | essen conpul sory

treat ment under the Mental Health Act?

A Firstly, as | nentioned, | think often, partly because
of the constraints of the system we are seeing people

| ate, and al so, when a person is under a conpul sory phase
of treatnent, because we don't have capacity for really
strong engagenent and assertive treatnent, when that person
stops the conpul sory treatnment they stop treatnment and then
they wll come back again late. And indeed, it has to be
said that, for illnesses |ike schizophrenia, if you have
recurrent relapses your overall prognosis overall gets
worse. You know, with each relapse there is a | oss of
functional ability and the recovery may not be as conpl ete.

| think that, if there were greater capacity for nore
assertive treatnent, be that clinic based or outreach, and
if there were greater capacity to particularly have
| ong-term engagenent with a smaller nunmber of clinicians -
again, people are nore likely to turn up for appointnents
and engage and accept treatnent and want to explore
treatnment if they have a good relationship with the person
who is providing that treatnent.

So I think continuity of care and greater flexibility
and - well, greater levels of expertise. Again, you're
less likely to have conpul sory care if you are not just
provi di ng nmedi cation but you are al so providi ng ot her
psychot herapeutic i nputs, sonme fam|y-based treatnent.

| think it's a multidisciplinary issue, but there wll
al ways need to be conpul sory care. Schi zophreni a and ot her
illnesses by their nature, their preval ence hasn't changed,
their presentation hasn't changed greatly over the
centuries, we will always need that, but | think we could
lessen it if we had greater capacity for nore intensive and
mul ti-faceted treatnent

COW SSI ONER FELS: Q Thank you for your excellent

Wi tness statenment and evidence. You' ve ranged far and w de
but could we just hear fromyou a touch nore on yet another
topi c of workforce, challenges, devel opnent needs,
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et cetera.

A Yes, and | nentioned earlier perhaps a concern about a
| oss of value of the expert, and | do think that one of the
chal | enges for public nmental health at the nonent is that
the workforce don't necessarily feel as valued or protected
as they shoul d be.

| think a startling exanple of that was when the | aw
changed to protect emergency workers from occupati onal
vi ol ence but didn't include people who work on inpatient
units who are daily exposed to verbal and physical abuse.
| nmean, that seened to me m nd-boggling that that woul d not
have been incl uded.

| think, to attract a workforce, the workforce needs
to be assured that: the work can be rewarding, that it wll
be safe, that if it's not safe they' ||l be protected and
responded to, and that they will be appropriately
renuner at ed.

| think that one of the pluses of public nental health
is that we work in teanms, nultidisciplinary teans, so it's
a less hierarchical health workforce than in other parts of
heal th perhaps, so that's a plus, and | think it's
inmportant to build on that.

| think there have been sone gains in the sort of
training we provide to people across nedi cal and nursing
and allied health, but I don't think they're very - they're
not universal across the state. | think there does need to
be a greater attention to the sort of training requirenent
but also the sort of ongoing supports and supervision

| think that there are, probably fromny way of
t hi nki ng, too many constraints in sonme of the psychiatry
trainee rotations. The colleges inpose pretty strict
guidelines that are sonetinmes hard for us to conply with

Regrettably, | think public nental health has had to
rely a lot on international graduates, be they nursing or
nmedical. W get sone terrific people, please don't think
we don't, but nonetheless there are different inperatives
if a person is working in psychiatry because they can
rat her than because they want to, and | do think that's
been an issue for us around workforce.

So, levels of training, the skills expected of a
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person, but particularly the environnment w thin which
peopl e work and their sense of reward, and | don't just
mean nonetary reward, | mean therapeutic reward and
engagenent | think all need attention.

The Mental Health Act is a beautiful thing, but it
does have very high admnistrative burdens, and |I'm not
sure that that is well recognised in sone of the tineframnes
and time availabilities and therefore the workforce |evels,
particularly medical, in some of our inpatient and
communi ty servi ces.

M5 BATTEN. Thank you, no further questions?
CHAI R No, thank you.

M5 BATTEN: May Dr Vine pl ease be excused?
<THE W TNESS W THDREW

M5 BATTEN: Chair, is now a convenient time to adjourn for
| unch?

CHAl R Yes, it is.
LUNCHEON ADJOURNMENT
UPON RESUM NG AFTER LUNCH

M5 BATTEN: Chair, the next witness is Ms Erica WIIlians.
| call Ms WIIlians.

<ERI CA WLLI AVS, affirmed and exam ned: [ 2. 03pn]

M5 BATTEN: Q Erica, with the help of |awers, have you
prepared a witness statenment for the Conm ssion?
A. Yes.

Q | tender that statement. [WT.0001.0017.0001] Erica
you noved out of hone when you were 15 in difficult
ci rcunst ances?

A Yep.

Q And you nove to Mldura and did Year 12 in M| dura?
A M hmm

Q Then you got into university?
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A. Yep.

Q About five years ago you were 17 and that's when you
started your first year of university?
A Yep.

Q Can you please start fromthat point, your first year
of Uni, and tell the Conm ssion about your experience with
the nental health systenf

A For brief context: as you said, | have a conpl ex
trauma background which | think inforns nmy experience with
t he whole system But basically five years ago | was 17 in
ny first year of Uni and | started to experience kind of

i ke anxi ety and depression synptons that | didn't really
know what to do with. So, yeah, | would get really

anxi ous, ny nood was quite | ow.

| also engaged in a |lot of reckless behavi our during
this period of tine, so | was self-injuring. | think | ran
in front of sonme traffic a couple of tinmes, and we didn't
really know what to do with the synptons that | was having.
So, | think during ny first year of university | sought out
kind of health care froma nunber of different general
practitioners and | think during this period | was
di agnosed with depression and anxiety, but I wasn't
nedi cated for any of ny synptons during this period.

| think during this tinme, ny partner Brendan and
ki nd of knew that there was nore than depression and
anxi ety going on but we felt the health care system was
really kind of hesitant in making any other kind of
di agnoses.

So, fast-forward a little bit of tine. In ny
second year of Uni we kind of got some noney together to
see a psychiatrist privately. W at that point didn't have
any access to public psychiatry apart fromthrough
Headspace, and | felt that Headspace wasn't able to help ne
wi th any of ny kind of bigger synptons aside fromny
depression and ny anxiety. So, | only went to Headspace
twice, | think, and then, yeah, we saw a psychiatrist in
the private system

| think it was kind of difficult for the psychiatri st
to diagnose ne with anything because we were only able to
see himonce, but he diagnosed ne with bipolar disorder and
| was put on nedication for bipolar disorder, which I'm now
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not now di agnosed with but that renained ny primary
di agnosis for about two years | think.

After that point, we were kind of - actually, we
didn't really know what to do with the nental health care
systemfor alittle period of time. M synptons kind of
got worse and worse and ny rel ationship with Brendan was
very tunul tuous and | was increasingly suicidal,
increasingly self-injuring.

W noved a couple of tines, | think, and | didn't have
really any contact with the nental health care systemafter
| was di agnosed with bipolar until things kind of hit a
head at - in ny fourth year of Uni, so that was at the end
of 2017, but before that |I had kind of been failing
subj ects at Uni, everything was getting worse. But because
| didn't have a long-standing relationship with a GPin the
city I wasn't able to get any docunmentation for why | was
getti ng worse.

| think it's inportant to know that, like, with ny
di agnosi s which I now know i s borderline personality
di sorder, | can present very well and be very unwell at the
same tine. So, | think it was very difficult for GPs to
understand that, if | was presenting as a suicidal patient,
| would al so present kind of well dressed and appearing to
be very well within nyself, and so, | think it was
difficult for GPs to take what | was sayi ng seriously.

So, at the end of 2017, | was very unwell, | don't
think I was |eaving the house very often. Yeah, | found it
very hard to get outside. My synptons have di sassoci ati on,
so | lose track of tine. So, | can be kind of walking
sonmewhere and then there will be just a gap in ny kind of
tenporal awareness, and then | kind of cone to and I'l| be

somewhere and | don't know how |'ve got to that place.

The di sassoci ation also neans that | can kind of
injure nyself wthout realising that |1've done a | ot of
damage to ny body, and so, that was happening quite
regularly at the end of 2017 and | was al so quite suicidal
as wel | .

So eventually | self-referred to Orygen Youth Health.
| found the service on the internet, | wasn't referred to
them by a doctor or anything, | just kind of found the
service out of the blue, which we were very thankful for
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we were very lucky that we found the service and they kind
of took me in. After that | was diagnosed formally wth
BPD as well as mmj or depressive disorder and anxiety.

| started sone nedication to conbat the depressive
synptons of BPD but, as far as | understand it, BPD isn't
an illness that can be conpletely conbatted with
nmedi cation, it involves intensive psychotherapy as well
whi ch Orygen offered through the formof CAT, which is a
formof therapy that seens in the literature to be very
ef fective for borderline personality disorder, but

basically it understands BPD as a relational illness which
means that it can conme about in relationships that we have
with other people. It can also energe in relationships

that we have with our services.

So our services, we're nore aware of the fact that
with borderline personality disorder, the illness itself
can energe in how we relate to our services. | think
Oygen did that for nme, so they were really great in early
2017. And | was seeing a therapist weekly, | think, and
al so had a few brief adm ssions to Orygen's inpatient
facility for suicidality and self-injury, and these
adm ssions to Oygen's inpatient facility have al ways been
quite helpful. | found themto be really supportive,
except for the fact that they're also part of NorthWstern
Heal th. So, yeah, as Doctor - what was her nane?

Q Dr Vi ne.
A Dr Vine was saying earlier, yeah, NorthWstern Menta
Health still has really linmted beds, and so Orygen was

[imted within that system So, ny discharges were
sonetinmes a little bit too early, but ultimately | found
that | was getting better in 2017.

But then | ended up devel opi hg anorexia as well, so |
had an adm ssion for ny anorexia in 2017 that wasn't
t hrough Orygen because there weren't beds avail abl e at
Orygen, but Oygen also don't have eating disorder-specific
treat nent.

Q So, where was that adm ttance? Don't nane the
hospital, but that was a hospital other than Orygen?
A Yeah, that was at a separate hospital other than
O ygen.

Q Can you tell the Comm ssioners about that inpatient
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adm ssi on?

A Yeah, so that eating disorder-related adm ssion: | was
first admtted to another hospital other than Orygen. And
then, it was interesting what Dr Vine was saying earlier
about the public systembeing able to buy beds fromthe
private system | was one of those patients.

So | was transferred fromthe public hospital to a
private hospital with the, kind of - we were infornmed that
nmy eating disorder would be treated by the private hospital
that | was transferred to, and so, that's what everybody
was ki nd of hoping for and by that point | was quite
underwei ght and quite unwell, like, with the anorexia. And
so we ended up being transferred to the private hospital.
But often the private facilities have different wards
within them and so | was transferred to a general ward and
a general bed, and the public systemhadn't paid for an
eating disorder bed, so | ended up being in the general
hospital and then physically deteriorating for, | don't
know how long it was, maybe a week or two weeks whilst we
kind of were tussling with the private/public system and
whet her or not | would be able to have an eating di sorder
bed.

It's funny because the ward for the eating disorder
treatnent is just upstairs. | was bel ow just downstairs
kind of waiting to get the go-ahead so that | could get
treatnent just upstairs.

Q Were you on a general ward at that point?

A | was on a general ward at that point, yeah

Q Was there treatnent for your eating disorder at that
poi nt ?

A. No, | never received any treatnent for ny anorexia.
So, | didn't end up getting a transfer upstairs to the

eating disorder ward and |I physically got worse and worse
and worse until the private hospital was afraid that | was
physically deteriorating too much for themto be liable to
care for ne.

So, | was transferred, w thout any warning, | was put
in an anbulance. | got told that I was going to be
transferred to a different hospital fromthe private
hospital. And then, | think 20 mnutes later I was in an
anbul ance with all ny belongings - | had a | ot of personal
bel ongi ngs because |1'd been in hospital for a while at that
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point - and | was transferred with all ny stuff, in ny
pyj amas, to an energency departnent straight fromthe

private hospital. Yeah, none of ny famly were contacted.
Q How were you transferred there?
A By an anmbul ance. Fromthat point everyone was really

concer ned about whether or not | was nedically stable. So,
| stayed in the enmergency departnent for about 14 hours,
and because everything had happened so rapidly, and there
was so little communi cati on between each different hospital
that 1'd been in about the conplexity of ny case, because
have multipl e di agnoses, people were kind of uncertain
about which one they were treating when | arrived at a

hospital. But, yeah, there was no - ny famly didn't know
what was going on. | had all ny bel ongi ngs and, yeah, |
was in the ED

Q You said you were in the ED for about 14 hours.

A. Yep.

Q Sorry, we just need to slow down a little bit. You

were in the ED for about 14 hours, and then what happened
after you were in ED?

A After that | was transferred to Orygen inpatient unit,
and fromthere, | think just wwth the help of the team at
Orygen, even though they don't have any facilities to treat
anorexia, ny treating teamwas just amazingly -

ast oundi ngly supportive of ny recovery, and | think they
just really pushed for me to get physically well while I
was at Oygen's inpatient unit, and so | eventually
recovered fromthe anorexia while | was with Orygen, even

t hough Orygen don't have the formal facilities to treat
anorexia in the first place.

Yeah, and after that | had a period of kind of
wel I ness, | think, for about six or seven nonths after ny
di scharge the last tine wwth ny eating disorder, and
t hroughout this whole period |I've always had contact with
Oygen, so | was never fully discharged fromtheir service,
even though I wasn't - they kind of adapt care so that if
you're in a really intense period of tine you'll have
mul tiple points of contact and, | don't know, if you're
having a nmore cal mperiod of tine the points of contact
nove away. But there was al ways the know edge that, if
t hi ngs got worse, we would be able to contact them and
they'd pick up that |evel of care again.
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Q You said you were re-admtted to Orygen in |ate 2018?
A That's correct.

Q Can you tell the Comm ssioners about that adm ssion?
A | was readmtted to Orygen late 2018 and ny nental
health was the worst that it's ever been at that point.
Sonetimes it's hard for people with nmental illness to know
what causes a relapse, |I'mnot sure what causes rel apse, it

just kind of happens sonetinmes, but | think things were
really bad at that point and | was put on a conpul sory
treatnent order. So, there's different |evels, everybody
probably al ready knows, of treatnment orders. So, it began
as a tenporary treatnment order which is, | think, only 24,
48 hours. And then, after that, it was decided that | was
too unwell and too unsafe to stay in the hospital as a
voluntary patient.

| think it's also worth noting that, as Dr Vine was
saying earlier, compul sory treatnment or treatnent orders,
sonetinmes they're used - even if | felt like I could be a
voluntary patient in a hospital, sonetines ny psychiatrist
woul d put me on a treatnent order so that | would be able
to stay so that we could avoid premature di scharge. But at
that point | was on a conpul sory treatnent order which
it's along period of time, I don't know how long it is,
but it's a long period of tine, and that was with Orygen so
t hey had decided that | needed to be involuntary at that
poi nt because | wasn't safe.

Q You said you were very unwell at that point. Did you
try to | eave Orygen?

A Yeah. | absconded from Orygen four tinmes. | think
that's a serious, like, infrastructure issue. | was able
to clinmb over the fence on four different occasions, and
was brought back by police and physically detained with
handcuffs each tinme, and with each time I was leaving with
the intent to commt suicide, so it was very |ucky that
ener gency services were kind of made aware of ny situation
as it was happeni ng.

| have heard of other absconsions where the hospita
hasn't infornmed energency services straight away, which
obviously puts the person in i Mmense danger of conmtting
harmto thenselves or to other people. But, yeah,
absconded four tines.

And, after this, it was decided that | would have ECT.
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So, ECT, electric convul sive therapy. Basically, you're
put in a brief induced seizure, but you' re not conscious
for any of it, it's not scary, everyone thinks it's so
scary, it's not particularly frightening. But because |
have a trauma history | found it really difficult to

tol erate ECT.

| think that's another point; the system probably
needs to be very aware that trauma really inpacts how a
person can tolerate certain nmethods of treatnent, even
being in a hospital can kind of trigger a person's trauna.
And so, yeah, | had the ECT but | was only able to have
about six sessions just because of how ny body was
tolerating the procedure, just in relation to ny trauna.

Q Then you were eventual ly di scharged hone after this
adm ssi on?
A. Yep.

Q How did you go at hone?

A Yeah, so | was discharged honme. It had been a | ong
adm ssion and at that point we were kind of - everyone was
so uncertain about what to do with the case because there
was a lot of different things going on: there was kind of
issues with eating and the BPD, major depression and ny
trauma history, so we tried a |ot of things.

Eventually I was di scharged hone, but we weren't
ready - nobody was ready for that to happen, and | think
that the hospital, or Orygen as a service kind of
acknow edged that, but there was a real |ack of mddle
ground being intensive hospital and being at home, and we
just kind of had to test the waters and see if things would
get better, and they didn't.

| had ny partner with ne nost of the tinme. |If he
wasn't there, ny friends would be with ne. Basically, |
was on 24-hour watch while at hone. So, nmy conmunity was
asked to play the role of a hospital for about two or three
weeks, | think, and things weren't getting better. |
wasn't safe and it was just |ike an enornous strain on
everybody around ne too, because nobody kind of has - not
everybody is a nental health nurse, we don't all know what
to do in these situations, and a lot of the tinme that's
what they're being asked to do when we di scharge patients
froma kind of really high intensity inpatient service to a
honme environnent .
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And so, eventually |I did end up back in hospital. And
this time | think on ny second - so this happened tw ce,
was re-admtted and then admtted to Orygen tw ce, but on
ny second re-adm ssion | wasn't admtted to Orygen straight
away because there weren't any beds.

So, | was admitted to a different public hospital and
in this hospital | was admtted to the H gh Dependency
Unit. So in public nental health hospitals there's
di fferent kind of areas, inpatient areas. The Hi gh
Dependency Unit, there's no - in the particular hospita
that | was in | found the experience to be very traumatic
and | think it's also maybe quite an invisible part of the
hospital. Because nost people in the H gh Dependency Unit
are very vulnerable to begin with, and so, it's very
difficult to have your voice heard in a way that isn't, |
don't know, it's often understood that you're | ooking for
attention or being sensitive about the things that go on in
t hese units, and so, your voice is kind of overlooked a
little bit.

Q Erica, if you can, can you tell the Conm ssioners
about why you found the experience in the H gh Dependency
Unit traumatic?

A Yeah, so when | first got there - | have never been a
risk to other people and never been kind of violent or
never resisted being admtted to hospital, but when | cane
to the Hi gh Dependency Unit ny partner was with nme and
there was, like, six or seven guards and they all wear

bl ack, kind of like the guys downstairs except a bit nore
scary, and they kind of herded ne in, and I was with ny
partner at the tinme, and | was kind of herded in to these
doors, and | | ooked around and he was gone and | didn't
know where he'd gone because he'd been herded the ot her
way.

And then | was just told to sit in the main sitting

area of the Hi gh Dependency Unit. | was one of two wonen
on the unit and the rest of the patients were nen. Wth ny
trauma history, which the hospital knew about, | already

found that quite frightening, but there aren't any |ocks on
the bathroomin this unit that | was in either, which I
understand because it's a safety issue. But with aratio
of 1:1 nurse to patient, | found it quite surprising that
no nurse woul d make sure that nmale patients wouldn't cone
into the bat hroom when you're using the bathroom and that
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happened to nme a couple of tines.

| also had nmy period whilst | was in the unit and I
wasn't allowed to have nore than one nenstrual product on
my person at a tinme, even though | had - you know, | had
expressed |I'mnot going to eat anything or |I'm not gonna -

yeah. And so, | had to go and ask my contact nurse, who
was nmale, every tine | wanted to use nmenstrual products,
and then | wasn't safe, | didn't feel safe to go into the

bat hroomto use them because | was afraid that the nmale
patients were going to come inside.

At this sane hospital | was very, very anxious, and
so, | recall asking one of the staff for her PRN, which at
that time | had been using the sane PRN nedications for
gquite a long tine because |I had been in hospital for such a
| ong period on and off, so it wasn't surprising that | was
usi ng these nedi cati ons.

But the nurse, | renmenber being very belittling. She
took ne to a room a private roomwhere | couldn't see
anybody el se, and talked to ne for, |ike, 25 m nutes about

why on earth I would need ny PRN. So, PRN nedication is,

i ke, whenever you need nedication if you' re feeling really
anxi ous or something. She was just asking ne why on earth
|'d be needing this nedication, and if 1'd tried anything
el se, all of these things at the sane hospital.

And this all occurred kind of in a high dependency
setting which neans it's really difficult to have visitors.
I f you want to have visitors, you' ve got to have themin a
kind of Iittle box room It's really difficult to have
out si de contact w th anybody.

| wasn't allowed to have ny nobile phone, but | also
wasn't allowed to use the nursing phone very often. |

think that's illegal. | think you re supposed to have,
kind of, outside contact in sone format every point, even
if you're not a voluntary patient. So, | found the whole

experience to be quite traumatic.

And, after that, | think it's inportant to note as
well that with mental health care, | don't know if when you
break your armif you present to the energency depart nment
and sonebody is rude to you, but they still fix your arm
you probably still have a better arm But if you have a
mental illness and sonebody isn't kind to you or you aren't
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regarded with enpathy, your illness gets worse, so the way
peopl e treat you can directly inpact the course of illness.

| think that's what happened when | was admitted to
t he Hi gh Dependency Unit. After | was transferred from
this H gh Dependency Unit back to Orygen, | felt things
were worse than what they had been before I got there.
Because | stayed in Orygen at this point | think for
anot her few weeks or sonething, and then yeah, | was
eventual |y di scharged back into the comunity.

Again, that was a really difficult tine because, once
you' ve been in hospital for so long, you kind of forget
i ke when to take a shower or when to eat food or how to
have a job or howto interact with other human beings, and
| think there's a real |ack of kind of occupationa

t herapy, | guess, mddle ground services for people who
have been in hospital for a long time, or even for people
who have experienced really intense periods of illness.

And, yeah, we just had really little contact with
Centrelink services and services regardi ng enpl oynent. And
that's not because - |'ve been exceptionally |ucky in that
|"ve had a service at Orygen who has probably saved ny life
multiple tinmes, but I think they just don't have the
resources to provide sonme of this mddle ground for people
who are severely unwel |

Q Thank you, Erica. Along the way you' ve identified
different areas where there is roomfor reform Wre there
any other matters that you wanted to touch on that you
think are in dire need of refornf

A | think, comng fromnmny perspective as sonebody with a
di agnosi s of borderline personality disorder, I think that
the way the systemunderstands this illness probably needs
alot of reform | think it's often regarded as sonet hing
that's frightening or sonething that people don't want to
di agnose and treat, and | think the treatnent of the
illness is often shrouded in stigma rather than actual

treat ment.

As Dr Vine said earlier, there's a lot of literature
around how BPD is actually a very treatable illness, it's
not untreatable. It's not non-understandable, it's very
under standable and it's very treatable.

There's a |l ot of research that we have around how we
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can treat this illness and I think Orygen's nodel of care
and CAT therapy is a good exanple of how BPD can be treated
successfully to a point of, I don't know, m ddle ground
recovery.

But | think that in emergency services and in a |ot of
ki nd of general practise nmedicine as well, BPDis still -
it's scary and we don't know what to do with it and there's
not a standardi sed cause of action for treating sonebody in
BPD crisis like there is for treating sonebody with a

broken | eg, people just don't know what to do. | think
maybe there needs to be a | ot nore understandi ng about how
to treat the illness, and also a | ot nore enpathy and

ki ndness towards it, rather than so nuch rejection and
fear.

M5 BATTEN. Thank you, Chair. Are there any questions from
t he Comm ssioners for Erica?

CHAI R Prof essor MSherry.

COW SSI ONER Mc SHERRY: Q Erica, thanks very nuch for
telling us your story. Just one question: when you were in
t he H gh Dependency Unit did you ever neet an advocate, a
human rights advocate or a peer worker who could help
support you?

A No. No, in other units definitely, but in this
particul ar Hi gh Dependency Unit, yeah, we were never

of fered, even if there would be | egal counsel, |et al one
| egal counsel ever occurring at all. W didn't know, yeah.
COW SSI ONER Mc SHERRY: Thank you very nuch

CHAI R Q Thank you, Erica. Just one thing fromne: |
noticed in your witness statenent you say that Orygen had
been your primry source of support since late 2017 and you
had your GP, psychol ogist, psychiatrist and case manager

all in one place.

A. M hmm

Q You al so then went on to explain how they hel ped and
persisted - you said, persisted with you even when things
were very severe. And so, | guess it's helpful for us to
have that understanding, what was it about their
persistence that you found so inportant to you?

A | think having a service that keeps faith in you even
when you're very unwell was very, very inportant. And al so
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knowi ng that there was a whol e team of people around ne
that all spoke to each other and had a decent understandi ng
of ny illness, |I think that's a big one. And al so, just
had a decent understanding of my case and ny indivi dual

hi story.

So, ny treatnment with Orygen was al ways really,
really, individual and | think that the CAT therapy node
allows for that to happen. | think the point of it is that
it's individual. And then that kind of know edge that you
come to understand through CAT, everybody in the team
under stands that, not just your psychol ogi st, everybody: so
the doctors, all of the doctors, even the GPs, dieticians,
group workers, everybody has the sane kind of baseline
understandi ng of what this illness is through the CAT nodel
and how it can interact. And then, with everyone's
persistence | think that that just - | don't know, having a
teamthat has faith in you, | guess, is really inportant,
and a teamthat treats you as a person is really val uabl e.

Q Thank you. One other thing you tal ked about was what
happened when you were di scharged from hospital and your
partner and friends provided the support role. Can | just
confirm did you have any followup fromthe hospital at
that tinme and were they given any gui dance on how to care
for you?

A Un we had a little bit of guidance. So, | was

di scharged from O ygen. So, Oygen always had contact with
us, especially in nmy second adm ssion, because | think as a
service they really learn and they don't keep making the
same m stakes that they nmade before with you again.

So they learnt about how | wasn't in contact with ny
famly and they brought ny famly in for me when | couldn't
do that nyself. But | think, again, as a service they can
only do so nuch. And so, even with all the information
about ny illness that nmy famly had, and kind of all of the
support that we had - which we did have, we had over the
phone support, it's just the day-to-day stuff is really
hard. Like, having to be with sonmebody when they're having
a shower and having to be with sonebody to nake sure that

they don't not eat for 48 hours by accident. It's just an
intense role and | think it's really hard for services to
kind of fill that place. So, yeah, we did have follow up

support, | just don't know whether it - Oygen had this
system c, kind of, neans to make it enough.
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CHAI R Thank you. Thank you very nuch for sharing that
with us.

M5 BATTEN: Thank you, may Erica pl ease be excused.
CHAI R Yes, thank you.
<THE W TNESS W THDREW

M5 NI CHOLS: Conmi ssioners, the next witness is Dr Neil
Coventry, | call himnow to give evidence.

<NElI L DOUGLAS COVENTRY, affirnmed and exam ned: [ 2. 32pn]

M5 NI CHOLS: Q Dr Coventry, have you prepared a
statenent, with the assistance of the VGSO, which is in
response to a request by the Royal Comm ssion that you do
S0?

A Yes, | have.

Q | tender the statenent. [WT.0003.0004.0001]
Dr Coventry, are you Victoria' s Chief Psychiatrist
appoi nted under the Mental Health Act?

A. Yes, | am

Q Noting that your role is defined under the Act and
described in sone detail in your statenment, in sunmary do
you have a strategic systemw de role with responsibilities
for clinical |eadership, quality assurance and i nprovenent
in the delivery of nmental health services?

A Yes, | do.

Q Do you have a particular role in pronoting the human
rights of people receiving nental health services?
A. Yes, | do.

Q Conmi ssioners, | note that at a | ater phase in the
Conmi ssion's work we may ask sone further matters of

Dr Coventry, but we're concentrating particularly on access
i ssues today.

Dr Coventry, it's not your role, is it, particularly
to investigate and resolve individual conplaints?
A. No, | don't. Under the new Mental Health Act - well,
it's not new, but 2014, conpl aints managenent changed. So,
it was quite appropriately thought that that should be
managed i ndependently, so there was a Mental Health

.08/ 07/ 2019 (5) 447 N O COVENTRY (Ms Nichol s)

Transcript produced by Epiq



O ~NO O WNPEF

Conpl ai nt s Commi ssi oner appoi nted which has the authority,
the statutory authority, to investigate conplaints. Hence
| was able to actually take nmuch nore a strategic

| eadership role.

Q In relation to your strategic |eadership role, can we
just get an understandi ng about how it is you engage with
nmental health services in your day-to-day work, and
starting particularly with the nanagenent of nental health
services across the state.

A Yes, it's a good question. It's really a variety of
ways that | engage with nental health services, really it's
nmy core business.

So | have a statutory role which is defined. So, ny
statutory role is around nonitoring the provision of
el ectroconvul sive therapy, ECT, as we heard fromthe
previous witness. | also have a role in nonitoring and the
reporting of restrictive practices, so these are things
under the Mental Health Act such as seclusion and
restraint.

| also have a role of nonitoring deaths, so these are
call ed reportable deaths to ne as Chief Psychiatrist for
any consuner in inpatient or comunity care or people who
have left comunity care within three nonths of their
deat h.

But, much broader than that, | have really a daily
rol e of engagenent with services. So, services m ght
contact me because of ny | eadership role when they're
struggling with an issue. | also have the authority under
the Act to do various types of investigations such as
audits, clinical reviews or formal investigations, always
with a safety and quality framework to | ook at the
| earni ngs that can cone fromthat.

|"mal so avail able with ny col |l eagues, particularly
the Chief Mental Health Nurse, to go out to visit services
on a needs basis when there's been a particular issue that
we have concerns - or a service mght actually invite us to
cone and assist themw th managenent.

Usual |y when I'minvol ved after doing a forma
investigation, | will partner with the service for a
consi derabl e period of tine to help theminpl enent the
changes that |'ve directed themto do and to undertake the
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change managenent process.

Q So, is it fair to say that you' ve got a pretty good
wor ki ng know edge of Victoria' s nental health services?
A Yes, | think I do.

Q Does your office gain input fromconsuners and carers?
A Yes, we do, and |'ve been fortunate | think in ny |ong
career over 40 years to see the involvenent of consuners
and carers which has been, I'd have to say, the single nost
i mportant driver of inproving safety and quality. W have
to do this in partnership.

So hence, in ny own office to try and nodel hopefully
good practice, | have a nunber of positions for people with
| ived experience, both consuners and carers, at every one
of ny clinical neetings, ny statutory neetings that | have
and sub-comm ttees and investigations, devel opi ng Chi ef
Psychi atri st guidelines or franeworks; we do this with
i nput and col | aboration and partnership with consuners and
carers.

W also link in through the consuners and carers in ny
teamw th the peak bodi es such as VM AC and Tandem and many
others as well, so |l think it's really vital to have that
input to really shape and devel op and i nprove our services,
particularly froma safety and quality | ens because these
are the people who have the nost vested interest in getting
t he best outcones.

Q Do you al so engage with the Departnent of Health and
Hurman Servi ces?

A Yes. Well, nmy office sits within the Mental Health
branch, so there's another teamthat's involved wth
engagenent with |lived experience and, as | said before, we
al so engage with the peak bodies as well and we have them
represented on all of ny advisory conmttees so that |'m
al ways havi ng that |ens.

W aspire to co-production, co-design. W haven't
probably got all those principles Iined up but we certainly
try and utilise those principles. And the practice, w sdom
and advi ce has been i mreasurable really with that process.

Q | was asking you actually about your engagenent with
t he Departnment of Health and Human Services, do you have a
supporting line into the departnent as well?
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A. Yes, | do, so | sit within Health and Human Servi ces
and | al so engage with a nunber of other parts of Health
and Hunan Services that are outside the nmental health
branch such as Safer Care Victoria, Child Protection,
Disability, et cetera, so all the key other stakehol ders
that need to be joined up.

Part of ny role, | sonmetimes think I'msort of the
glue as Chief Psychiatrist to get the right people around
the table to develop the right wap-around service.

Q W' ve asked you a nunber of questions about the nenta
health system Can | just start with some definitions so
we can be clear about what we're tal ki ng about ?

A. Yes.

Q You' ve said in your statenment that:

"The specialist nmental health system
i ncl udes both clinical and non-clinical
servi ces."

What do you nmean when you say "specialist” in this
cont ext ?
A Yes, good question. So, we've heard fromthe other
wi tnesses. The specialist nmental health service is the
area- based designate - what are called designated nenta
health services under the Mental Health Act which, probably
the sinplest way to understand that is, under the Mental
Heal th Act, they have the capacity to provide care and
treatnent for people in a voluntary or in an involuntary
capacity.

So these are what we call the specialist nental health
services. W've heard that they see sonewhere between
1 per cent to 1.5 per cent of people with nental ill ness.

The non-clinical - and these are not great terns, |
must say - so that's the clinical services which are |inked
in with health services or they' re situated in the
community. The non-clinical services are what we call the
mental health community support services, MACSSs. The
reason they're called non-clinical is they're focused on
psycho-soci al rehabilitation, they're non-government
agenci es. They have in-reach fromnental health clinicians
and can provide a nunber of services, including supported
residential accommodation. So, that's the non-clinical
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mental health part of the service system

Q Do the non-clinical services engage clinicians to work
in --

A Yes, they do and need to when they take consuners with
significant mental health conplexity. | also have

jurisdiction and oversight of those services when they have
nmental health patients/consuners as part of their clients.

Q And both clinical and non-clinical aspects of the
system have peer work?

A Yes, this is areally interesting and innovative
approach. W now have quite a nunber, |I'mnot sure how
many totally in Victoria, but it's quite a considerable
nunber and growing. To add value to our existing clinical
wor kforce, with people with |ived experience previously
t hese peopl e have been enpl oyed as consul tant positions.
Now we have them as peer workers working al ongsi de the
clinical service with a different sort of role and
function.

The feedback from consuners of carers is inval uable,
that they are able to relate and get support that really
can't be provided from people who don't have that Iived
experience, so |l think it's a great asset to our workforce.

Q | asked you about the difference between acute and
subacute in the context of those definitions.

A When we tal k about acute, or when |'mtal ki ng about
acute, I'mneaning the acute inpatient beds that we have
that are in health services. So, that's about, sonething
like half or a bit over half of our bed stock.

The subacute are the step-down or the step-up
services - and the Conm ssioners have heard about sonme of
those - so these are things |like PARCs which are prevention
and recovery, residential services for time-limted period.
W have community care units, we also have - we | ove
acronyns, SECUs, which stands for secure and extended care
units which can take consuners for a |onger period of tine.

We al so have PAPUs, again a |lovely acronym in
ener gency departments which are psychiatric assessnment and
pl anning units, again short stay units. So we have a
nunber of subacute plus our acute services.

We al so have our acute forensic hospital, which is
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Thomas Enbling Hospital.

Q Thank you. Can | ask you a question about catchnents?
A. Yes.

Q You make a point in your statenment that:

"Catchnments are a system design and fundi ng
i ssue over which you don't have
jurisdiction under your statutory
functions. ™

But you do say that you often play an informal role
negoti ati ng out comes when services are unable to reach
agreement about where a particular consunmer is to be
treated

What kinds of difficulties do you see consuners facing
when they get thenselves into that situation where they are
falling in between one catchnent and anot her?

A Look, it's very challenging and |I'mthinking
particularly, this was challenging during the terrible
bushfires, where our catchnent areas didn't nake sonetines
a lot of sense for where people were actually living - or
wher e peopl e's houses had been destroyed.

So really the goal is, well, we have catchnent areas
to try and be sensible and have sone degree of flexibility.
As we've heard from previous speakers it's inportant that
our consuners and their famlies don't fall between the
gaps and it's very clear with the catchnents that there is
a desi gnated service provider.

However where | find the challenge is when we're
dealing with people who unfortunately suffer unstable
accommodation or are incredibly itinerant, so they don't
have a stable address that |inks themw th a catchnent.
Then you try and be sensi bl e about where their networks may
be.

W al so have situations where there are practi cal
reasons where the local service or the inpatient service
may be further away than anot her catchnent area's service
SO you try - or | try to negotiate what would be in the
best interests of the consuner and their famly and what's
really going to be the nost sensible way to proceed that
has the best sort of outcone, particularly long-term
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So | always encourage within the catchnent area
boundaries that we work with in conme degree of flexibility,
and at the end of the day | also have the authority of the
Chi ef Psychiatrist to direct a service. | don't use that
authority very frequently and find a sort of roundtable
di scussion that | ooks at the sensible issues and the
patient's request and famly's request and the
practicalities can in nost cases resolve that dil emm.

Q Can | ask you a further clarification question
You' ve descri bed conmunity-based nental health services in
your statenent in these terns. You say:

"They're provided in clinics and as
outreach services to people's homes or
other locations in the community. Services
i nclude crisis assessnent, case nanagenent
and individual fam |y and group therapy."

Wul d you agree that that's a description really of
the function in the systemas it's intended to operate nore
than a conment on whether or not it's being effectively
i mpl enent ed?

A Yes, good question. | do believe that's howit should
be operated and was intended to.

W' ve heard from ot her speakers this norning that
there's been sone slippage really due to denmand.
Previ ously we had discrete teans who m ght be providing
these functions. W still have that in sonme services but
ot her services have gone to a nore integrated nodel which
nmeans a nore sort of generic approach rather than having
these discrete teans so that people m ght be doing various
t asks.

For instance, the staff designated to be working in
t he CAT Team nay al so be managi ng i ntake and triage. |
think that's diluted sone of the capacity to offer the
variety of interventions that we should be offering.

Because we need to renenber, for our consuners and
carers, generally they're going to require nultinoda
i nterventions, which just nmeans that they need a | ot of
different types of intervention, there's not one single way
of hel ping people, it's usually got to be multiple
different types of intervention.
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Q You used the words both "integrated" and "dil uted"
when you were answering ny question.
A Yes.

Q s it correct that really what you were sayi ng was,

t he functions have been dil uted because staff are trying to
fulfil nore than one role at one tine?

A Yes, | think that's certainly the case, and as an
exanpl e we see that, | think, particularly with after hours
triage which is done by staff who are al so covering the
enmergency departnments and dealing with those sort of

crises, soit's very difficult for themto bal ance the
priorities of a tel ephone triage role with providing
support to the enmergency departnent, and | think we've al so
diluted our capacity to provide the sort of safe outreach
service that we used to provide.

Q "1l ask you nore about triage shortly, but can | just
get you to explain what you nmean by the capacity to provide
t he safe outreach service?

A | think, if you don't have a teamw th a | ow

caseload - | think we've gone to a situation where we have
generic teans with what we call generic case nanagers, and
| think that's created sonme difficulty to provide a nunber
of the subspecialty areas such as the nobil e outreach
support in a safe way. It really needs a teamthat has, as
we heard this norning, |ow nunbers of consuners that they
are involved with so that they have that capacity to be
avail able to do that sort of outreach

And we know that, for sone of our consunmers and
carers, having an office-based approach is never really
going to cut it for them

Q Can | get you to explain what you nean by generic
teans, and firstly, can you contextualise it? Wat |evel
of service are you discussing in this context?

A Well, 1'"mtal king about comunity, so these are the
nmental health specialist teans that are in the community.
And when | say "generic", what I'mneaning really is, we
aspire to multidisciplinary teamwrk and that's what we
shoul d be doi ng.

What's happened is, positions have been recruited as
generic positions so they haven't been discipline-specific.
It's quite conplex but it's also due to sone industrial
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issues as well, but I think we would find in nost services
in the coomunity that we have | ost some of our expertise
havi ng clinical psychol ogists as nmenbers of the team

| think that's a particular concern that | have as
Chi ef Psychiatrist where we really need nultidisciplinary
input fromclinicians who are well trained in a |ot of
di fferent disciplines: nursing, social work, occupationa
t herapy, speech and | anguage therapy, clinical psychol ogy,
neur opsychol ogy, et cetera, et cetera. W have |ost that
capacity | think with enploying what we call generic
clinicians, which doesn't acknow edge that every discipline
has a specialty background that they can offer for our
CONSUITEr S.

Q | s that sonething that you see right across the state
inrelation to community-based nental health clinica
services?

A To an extent, yes, | think it's pretty nmuch the case
in many adult services. | don't think it's the case in
Child and Youth Services and Aged Mental Health Servi ces,
they still aspire to having nmultidisciplinary teans and
have the variety if disciplines.

But in adult services, for the conplicated reasons
was nentioning, | think we've noved nuch nore to a generic
nodel that doesn't have the variety of the
mul tidisciplinary input.

Q Can | ask you a question about comrmunity support
services. You have discussed in your statenent the

provi sion of continuity of support for clients of prograns
that are transitioning to the NDI'S where the programis no
| onger funded. Wat kind of gaps have you observed occur
for consuners whose service is no |onger funded under the
NDI S?

A Yes, this is an absol ute headache for ny office and
for nyself really.

So, the NDI' S schene - again, | can only really speak
fromthe perspective of people who are falling between the
gaps, and I'msure for the magjority of consumers this has
been of great benefit.

Where | think we struggle with nental heal th consuners
is the definitions that NDIS use. So, they use terns |ike
"permanent and enduring psycho-social disability", which
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isn't really well defined.

This is particularly a problem | think, when we're
tal ki ng about young people to be able to present their
situation where it may not be permanent. One hopes that it
woul dn't be and we keep a recovery focus.

It's very difficult when we tal k about a person
needi ng epi sodes of hi gher needs and hi gher |evel of care.
So, | don't think the ND S system has really been able to
grappl e appropriately with nental health disability and
what that actually nmeans. |t does nmean unfortunately sone
of our consuners fall between the gaps and one of ny roles
is, again, to get the players around the table to try and
| ook at where we need to get the right funding.

It al so appears, again fromwhere | sit, that the NDI S
process isn't a tinely process, it can take quite a |ong
period of tinme before you can actually get the package
that's required and | think the expertise of the ND S
coordi nators can be | acking in understanding the
conplexities of the nmental health system and the specific
needs.

In answer to your other question about MHCSSs, as this
was being rolled out in Victoria, it nmeant that it was a
di fferent funding nodel, so there was |oss of staff from
t he MHCSS sect or because they needed to have the funding
package to know they could actually enploy the staff.

There probably have been sone people, certainly sone
mental health patients, who despite the best intentions
were nmeant to have their packages of support rolled over
but it hasn't in practice turned out that way. So, | think
we still have a way to go with ND S system particularly
with respect to our nental health consuners.

Q Can | just get sone clarification about that. So,
does the gap arise where a consunmer has been a client, if
you like, of a service which is no |onger being funded
because of the change in the funding structure, but the
consunmer has not yet or will not at all get a package under
t he NDI S?

A Look, it's quite conplex. People who were previously
on packages were neant to roll over. ND S involves the
consuner being active in determ ning what their w shes are.
Sone of our nental health consunmers struggle with that and

.08/ 07/ 2019 (5) 456 N O COVENTRY (Ms Nichol s)

Transcript produced by Epiq



O ~NO O WNPEF

probably do need people to advocate for them they don't
have the capacity.

| think sonetines there has been an absence of
appropriate providers to do this. Probably the nost
extrene exanple that | see is when, for various reasons,
peopl e have ended up in inpatient settings which often
aren't really the nost appropriate setting, and their issue
i s having a package that can provide sone nore stable
acconmodat i on.

These people can stay, as we're hearing al ready about
the man with the acute inpatient units, |'ve certainly
worked with situations where peopl e have stayed nany,
many nonths in an acute inpatient setting, while I've tried
to work with services and NDI' S and ot her support services
to get them an appropriate package that can actually assi st
themto nove into the comunity which is where they really
shoul d be.

So, it's certainly not a tinely response and, as | was
saying earlier, | think there are problens with the
definition and al so problens with the need to reassess. In
one case | was tal king about where the person had been in
an inpatient unit for many nonths, there was a weal th of
assessnments that had been provided by the staff and
inpatient unit, so there was actually no need for NDIS to

go through another cycle of getting nore assessnents. It
was sonetines just the | anguage that needed to be put in a
di fferent phraseol ogy, | suppose. But, fromthe consuner’'s

point of view, it's a very, very untinely sort of process.

Q Thank you. W' ve asked you about the design
principles intended to be enbodied in the nmental health
system and you've set out in your statenment the principles
whi ch are of course recorded in the Mental Health Act.

You' ve said in answer to our question about whether or
not the system enbodi es those principles and the extent to
which it does that:

"On the one hand the principles are
becom ng enbedded in the phil osophy of
treatnent."”

And you' ve given sonme exanpl es about how t hat works,
and on the other you say:
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"In practice, however, these principles my
be conprom sed due to resourcing and demand
pressures.”

So ny question is, when you say "may be conprom sed",
are you in fact saying that there are aspects of the
Victorian nmental health systemthat do not in fact reflect
the 12 principles enbodied in the Act?

A | woul d hope that every service does aspire to that.
| guess what | was neaning there, in terns of the
practice - maybe if | give sone exanpl es about this.

So, one of the significant additions of the Mental
Heal th Act in 2014 was the capacity for consuners to maeke
advanced statenments and to have nom nated persons that
coul d assi st when they weren't able to nake the deci sions
t hensel ves. The take-up hasn't been great for those and
think that's probably due to a nunber of things: one would
be, our consuners don't necessarily know that they have
that right and treating services with this short |ength of
stay aren't actively encouragi ng people to do this. So,
when we' ve done audits the take-up has been fairly limted.

| think we al so are concerned that people should be
told what their rights are when they cone into a service.
Sonetimes this is done in a very robust manner and it's
done in a repeated way with different ways of talking to
the person and their famly.

At other times it's done at the acute entry to the
service and it's giving people a docunent to read, and we
don't have enough of our docunents translated into all the
di fferent | anguages, and we al so have people who aren't
literate, so we need to have different ways of
comuni cating that.

| firmy believe that you don't do it at one single
entry point when people are the nost unwell when they cone
into aunit, this needs to be revisited, so it shouldn't
ever be a sort of tick the box approach that we've given
soneone a docunent to read. So, that concerns ne. As I
say, the practice is variable, there are nany exanpl es of
servi ces who do that very robustly and really spend a | ot
of tinme to do that and involve their consuner and carer
consul tants who are nmenbers of their service, but | also
hear other stories that are very worrying that the person
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was only exposed to that on their first point of entry and
it wasn't revisited and there was no di scussion.

Q Can | perhaps take you to the exanples that you
mention in your statenent about the way in which the
principles set out in the Act are not being reflected in
the system

One of the things you say is that:

"Resourci ng and demand pressures nean that
the focus has to be on the nost acute and
severely ill consuners.”

Whi ch neans that consuners are receiving | ess
treatnent and they're receiving it later in an epi sode of
illness and, as a result, severity of synptons increases.
That's a general trend that you' ve tal ked about in your
evi dence.

A Yes.

Q I n what ways does that not reflect the principles
enbodied in the Mental Health Act?

A Well, look, certainly our principle is to have

voluntary treatnment and deci si on-maki ng, voluntary
deci si on- maki ng wherever possible, so it's not too
difficult to hypothesise, if we're not seeing people early

in their stage of their illness early in their episode,
we're running the risk of people getting nore and nore
unwel | and probably, because of their illness, having |ess

capacity to be nmaking i nforned decisions about the sort of
treatnment that they would want, so that's really very
concer ni ng.

It's also very concerning that, as we've heard from
ot her speakers and it's certainly fitting in with ny
evidence, length of stay is falling dramatically, and
that's not a good thing, it's really to do with demand.

So we woul d have gone froma situation maybe a decade
ago where our length of stay was roughly around 15 days, to
sonet hi ng now of the order of about 9.7 days, which nmeans
the time that someone's actually in an inpatient acute unit
to get those sort of interventions has really di m ni shed
dramatically, which is primarily due to the pressure as
we' ve been hearing about the demand at the front-end to
nove peopl e through before perhaps they're really ready to
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be able to be di scharged.

Q You al so nentioned that the transition to supported
deci si on- maki ng has been

sl ower to occur than desirable."

Can you say briefly what supported deci sion-nmaking is?
A Yes, this is really a change fromwhat used to be
cal | ed substitute decision-nmaki ng where sonmeone woul d be
maki ng the decisions for the patient, on behalf of the
patient, to basically supporting the patient - the
consuners - | slip into "patient"” because we use the Mental
Heal th Act term nol ogy which has "patient”, so | apol ogise,
it's very confusing.

The idea is really that consunmers wherever possible
shoul d be abl e to make deci sions thensel ves. They may | ack
capacity in sonme areas, but capacity isn't a universa
thing, so that we need to consider, for instance, |ike
el ectroconvul si ve therapy, we've really changed our
approach and ny office has provi ded sone docunentation for
consuners and for our clinicians working with consuners to
assist themin know ng that people can actually have a
capacity to be nmaking a choice, and that m ght not al ways
be the choice that the treating teamthinks is in the
person's best interest but allow ng the consuner to
actually do this.

| think we need to beconme nore sophisticated at
under st andi ng t hat sense of capacity, and al so when we are
confortable to all ow people to nake deci sions thensel ves
that m ght involve sone degree of risk. W have services
that are incredibly risk-averse and we need to all ow peopl e
to have sonme degree of autonony when it's appropriate,
think, to be able to be taking a | evel of risk and naking
t heir own deci si ons.

Q "1l take you up on that point. You said in your
statenent that the principle of being able to make
decisions with a degree of risk is of course required to be
observed by the Act.

A Yes.

Q And that the inplenentation of it is less than
desirable. Wat causes a risk averse culture in your
experi ence?
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A There's probably a nunber of features with this. |

t hi nk soneti nes our whole health service is very risk

aver se, and when sonet hi ng happens or goes wong, it may be
a particular cause, it nay be multiple causes, but
clinicians are very concerned that they' re going to be

bl amed for this, so this can then |l ead to a sense of taking
over from soneone's autonomnmy. You know, right from even
shoul d soneone be in hospital under an involuntary

treat nent order.

W do have a systemin Victoria that uses the Mental
Heal th Tribunal, that is our separate independent body that
deci des whet her sonmeone does need to be having involuntary
treatnent. So, the person might be on an in-treatnent
order but the tribunal has the authority to actually take
themoff if they don't think it nmeets their need.

So, how !l would like to see this in the future, is
that, particularly our consunmers who have a nunber of
epi sodes where they require a higher level of care, at a
time when they're well can be presenting what we call an
advanced statenment where they're able to say what woul d be
the sort of care they'd like to receive when they're
unwel | .

Now, it's not black and white and we have sone people

who are very grateful that other people are able to nake

t he decision for themwhen they're unwell, but that woul d
be good to know that as an advanced statenent. So that,
whi | e advance statenments don't necessarily have the | ega
authority that perhaps they should do, services need to
give note, that's very clear under the Mental Health Act,
to give note to soneone's particular w shes.

So, ny goal and idea would be a nuch nore partnership
col | aborative way of doing this, even for patients who are
under involuntary treatnent orders which, as | said
earlier, doesn't nean that they |lack capacity to nake any
deci si ons about anything in the various donmains of their
life.

Q Can | ask you about the extent to which neani ngfu
carer involvenent is occurring. You' ve said in your
statement that it's not always occurring.

A. Yes.
Q I n your assessnent, how far short are we fromthe
.08/ 07/ 2019 (5) 461 N B COVENTRY (Ms Ni chol s)

Transcript produced by Epiq



O ~NO O WNPEF

extent to which carer involvenent should occur under the
Act ?

A | think we are falling short in adult psychiatry,
adult nmental health. dearly in child and youth, that's a
key part of the treatnent, and I think in aged nenta
health as wel|.

This should be a key part of adult nental health
services. W should always be considering a consuner in
the context of the people around them whether it's famly,
soci al network, whatever that m ght be.

It's also inperative, | think, to be getting what we
call collateral information so that we get information from
mul tiple sources that wll help us understand the
signi fi cance of what m ght be happeni ng.

Havi ng said that, we al so have to respect
confidentiality too and an individual may decide that they
don't want their carer or famly involved in their
treatnent. |'ve certainly been involved in sonme cases
where we've actually not thought that was perhaps in the
best interests of the person and may not be safe when they
need to be cared for by their carers, but we also have to
respect at the end of the day a person's autonony and, in
some cases, that's very appropriate.

Havi ng said that, | think when we get people comng in
at the first point of entry through energency to acute
inpatient unit for adult consuners, with a very tight
I ength of stay, it seens to nme that there's not al ways
sufficient tine to be taking that sort of care and
diligence to be involving the consuner's fam |y and maki ng
sure that we've even got that accurate information. | do
get worried that we don't even necessarily sonetines record
t hat appropriately.

Q Are the demand pressures making it nore difficult to
involve carers to the extent as is expected under the Act?
A Look, | think it's partly that. | don't think it's
totally that. | think we have noved to a culture that's
much nore crisis-driven.

We did invest a lot well over a decade ago in what we
called fam ly-sensitive practice and we did a | ot of
training in both inpatients and in the conmunity. | think
we' ve | ost some of that expertise and that culture, so |
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think it's - while it's partly driven by the denmand
pressures and time, | think it's also a practice issue as
wel |l that we need to invigorate.

Q You said in your statenent that:

"The separation of treatnent systens such
as al cohol and other drugs systemis a
barrier to people having their nedical and
ot her health needs responded to and that at
times this separation can result in
consuners being | ost between two systens.”

Can you say what you nmean there by two systens and why
t hey' re separated?
A Yes, | can. |'ve been around for |ong enough that I
trai ned when al cohol and drugs was actually part of nental
health, it was an integrated system

W' ve got different nodels really. So, we have one
that's in nmental health, bio-psychosocial or a nedical
nodel and we have nore a psychosocial nodel with al coho
and ot her drugs services.

So what | think this has done in practice, which is
very concerning given the high degree of what we call
conorbidity, which nmeans nental health patients who have
ot her conditions |ike a substance use condition. So,

t hi nk we' ve deskilled our nmental health clinicians to be
abl e to appropriately assess and have expertise in the
different forns of treatnments for drug and al cohol services
condi tions.

| think we've also deskilled the AoD, al cohol and
ot her drugs sector to have sufficient expertise with people
with significant and serious nmental illness who present.
So, the dilemmas | think are - there can be nmultiple
entrance points and, as we've heard from ot her speakers,
it's often very challenging for people with these sort of
problens to engage in a service, so when they do engage
that's when you need to provide the w ap-around service
regardl ess of which point of entry.

So I think we've actually got the separati on and when
sonme consuners are being referred to an al cohol and ot her
drugs treatnent service, we're not doing - what did Ruth
Vine call this - or Sinon Stafrace, the sort of warm
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referral? | think you need to actually walk with the
person to assist and they're still your responsibility
until you' ve been able to have them engage with a servi ce.
I nstead what | think we do is we give thema referral and
expect that they will use that and often they don't.

So, | think that idea of actually cross-referral and
engagenent is our responsibility, not the responsibility of
t he consuner and we --

Q And to what extent are the demand pressures on the
systemall owi ng those warmreferrals to occur in your
observati on?

A | think that's right and | think it's particularly
with the rapid throughput and discharge, that it can be a
sense of just, let's link in with the support services by
gi ving soneone the information and hoping that they wl|
engage, rather than taking the tine to actually assist in

t hat engagenent process which | think is our responsibility
to do.

Q W' ve asked you to think about how the system now
conpares to what we had in the 1990s, and you' ve said that
whi | st communi ty-based treatnent is always to be preferred,
at times hospital adm ssions wll be necessary.

Acknow edgi ng that, you've said that:

"Where that occurs, treatnent should be in
high quality environnents with a safe and
t her apeuti ¢ approach.”

A Yes.

Q You' ve gone on to say that:

"Infrastructure investnment is not aligned
with the needs of the community."

I n what ways do you see that?

A Vel |, again, the Conm ssioners have heard frequently |
think over the |ast few days, the concern that in the 90s
when we went into the cycle of mainstreaming, | think the

aspiration was very worthy and to try and bol ster comunity
servi ces because the previous era of the institutions was
focused very nuch on the stand-al one institutions rather

t han conmunity care
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But in the process we |ost the inpatient beds that
were already existing in health services. So, we had two
separate systens of the gazetted institutions, but we al so
had psychiatric inpatient and outpatient services in all of
our | eading hospitals. They got eroded as we had this
amal gamati on, so what's happened is we have an insufficient
bed base so that - | really struggle with this, because we
real ly shoul d expect the sane standard of health care
what ever your health problemis. W shouldn't accept that
mental health is a second cousin to general health.

However, we know that we don't have sufficient beds,
we' re hearing about the 4-hour, 8-hour and 24-hour del ays
in energency departnents, primarily driven by nental health
patients and consuners who can't get access to inpatient
care.

So, that's what | was neaning in terns of the
infrastructure, that to actually drive change in comunity
services and nodel s of care, we need to have the foundation
of a back-up of sufficient acute and subacute inpatient
beds when necessary. The bul k of service provision stil
needs to be in the community, but we need to make sure we
have that appropriate mx, | think, of services.

Q Can | ask you about the occupancy rates you nention in
your statenent. You've said:

"Si nce 2007/ 2008 the state-w de average
occupancy rate for acute inpatient beds is
92 per cent and 94 per cent for

nmet ropol i tan services."

Can you explain why it is that an occupancy rate at
that level is problematic?

A Yes, and | ook, that's an average.
Q Yes, sure?
A. We woul d al so have services that are running at

100 per cent or actually over 100 per cent, which sounds
really strange to understand due to the sort of bed
pressures.

So, ideally what we need to have, | think, is an
occupancy around about 80-85 per cent. |If we have that
occupancy, it means you have the flexibility to | ook at the
m x of people who are comng into your unit to make sure
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that's done safely. You can provide a tinely response when
a bed is required rather than, as you were hearing this
norni ng, you have to di scharge soneone and then admt
sonmebody el se back into that bed pretty quickly. So, we
need to be doing that at the tine when we need to do that
with the consuner rather than, they have to wait until we
can actual Iy di scharge soneone.

So, having occupancy rates in the 90s or even higher
takes away that flexibility. It also neans that - |
struggle with our issue of sexual safety in inpatient units
and having areas that are designated safe areas for
predom nantly vul nerable fenal es, and hearing that at tines
t hat capacity goes because of the pressure on beds and
males will be admtted to that area, which is totally
agai nst the whol e phil osophy and approach.

So, | think that |evel of occupancy then drives
particul ar nodels of care and | ess than safe practices
really, and so, this has sort of crept up over a decade.

I f we went back to that sort of approach, | think we
woul d have nore capacity during the |l ength that soneone is
staying in the unit, we'd have better discharge planning,
we could manage a nore tinmely response when soneone is
needing to cone in. So, | think universally, everyone
woul d agree, that over 90 per cent capacity occupancy rate
really limts the flexibility to do that in a safe way.

Q What nodel s of care does high occupancy rates drive?
A One of the particular concerns | think with the high
occupancy is the need to be discharging people far too
early in the course of their treatnment, in a way that we
woul d never do in general health.

W heard fromthe previous wtness about the burden
that sonetines we create on carers and famly. In no way
woul d we do this for instance in a coronary care unit and
expect the famly to have that expertise to be coronary
care nurses and | ook after sonmeone because we needed the
bed for the next patient who's had a heart attack com ng
in.

What this neans in practice is that we don't have
periods of trialling for getting close to discharge, we
don't have the capacity to allow our consuners to have
trial |leave necessarily with their famly to see how
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they' Il cope in the comunity. W're often discharging
peopl e, unfortunately, at various hours of the day and the
ni ght when there will be less in the way of any support
services imediately in that vul nerable period of tine.

So, | think that drives the sort of throughput that's to
create the bed access and puts incredible pressure on the
communi ty services to be managi ng peopl e who are high at
risk.

And we do have evidence of this: again, we heard this
nor ni ng about ways we | ook at severity of conditions. W
use many tools, but one of the tools is called HONGCS, the
Heal th of a Nation Qutcone Study. W've certainly got
trend data that shows that the people who are coming into
our units are scoring higher, in other words their illness
is nore severe. There's sonetinmes unfortunately not the
significant drop in change in the HONCS scores at the tine
that they' re discharged, and we're seeing the HONOS scores
of the patients, the consuners who are in the community, at
a much hi gher level then they need to be.

So, our community services are dealing with nore
severely unwel |l people, inpatient units are taking in
peopl e who are nore severely unwell, and they're
di schargi ng them before there's been the significant change
in their level of severity, so that's very concerning.

Q You' ve said that the resources of comunity-based
services do not allow themto provide:

"evi dence- based psychol ogi cal interventions
whi ch assist with longer-termrecovery."

A. Yes, | am concerned about this. Again, | think the
variation is across the age range. | think child and youth
services still are able to do this to some extent and aged

mental health services.

But we need to recognise that there should be
continuity of care. Although we talk about nmental illness
havi ng t hese epi sodes, often people need different |evels
of care depending on what stage they are in their illness.

What's happened, | think, is that we have a comunity
nodel of care that's nuch nore focused, |ike our inpatient
nodel of care, on crisis intervention, and probably much
nore focused on single nodality of treatnents, so we're not
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offering the famly treatnents that we used to offer
We're not offering the psychol ogical treatnents that have a
strong evi dence base.

There's a wealth of different approaches for what |
call "psychol ogical, cognitive behavioural treatnents",
inverted commas, we tal k about psychotherapies, but it's
really quite a broad school to talk about all the different
evi dence-based, particularly cognitive behavi oural
t herapies, for specific conditions that require trained
staff but also the capacity to be able to deliver this,
they're often not short-termtreatnents either. So, |
think we've deskilled what should be being provided in our
community mental health services because it's rmuch nore on
this risk/crisis nodel of care.

We al so don't have the variety of the disciplines to
actually deliver that, so | think in ternms of workforce
devel opnent, that's got to be a key aspect, that we train
and supervise our staff to nmake sure that they are capable
and have the conpetencies to deliver this sort of
treat ment.

Q Havi ng had an overview of the systemfor quite a
nunber of years and having worked in the nental health
system for nmany years, what's the | evel of your concern
about the unavailability of inpatient beds and the pressure
that places on the rest of the systenf

A Look, that's probably the one thing - well, nmany

t hi ngs keep ne awake at night, but that's probably one of
the nost concerning. And really, it's around, | suppose,
the stigma and the dilemma that we - collectively we, |
say - have accepted this situation in a way that would
never be acceptable in any other parts of health.

| firmy believe that, as |'ve been in nental health
for over 40 years now, that we should be providing the sanme
standard of health care in nental health as we woul d expect
i n physical health.

Can | just add with that point, because | don't think
it's been touched upon today as yet: one of the areas that
agai n causes ne enornous concern is the interplay between
poor physical health outcones and nental health. W' ve got
a lot of evidence now, a |ot of |ongitudinal data that
shows our nental health patients are dying, if they' re nen,
up to 15 years earlier than their counterparts. [If it's
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female, up to 10 years.

Dare | say, the double jeopardy, if you' re Aborigina
or Torres Strait Islander person with a nmental ill ness,
it's a double-whamy really. So, these are terrible
out cones and we need to, again, get nmuch better integration
bet ween our nental health services and our physical health.

Because, when we | ook at the causes of this decrease
inlife expectancy it's not, as we mght think, that it's
due to our nental health patients commtting suicide, it's
actually fromthe sane illnesses that we all suffer from
which are treatable. So we have patients who are dying of
cancers because they're diagnosed | ate and woul d have been
treatable early on; we have them dying from cardi ovascul ar
treatabl e conditions, diabetes. Again, |late recognition,
| ate onset.

| use this sort of termthat the Royal Australia and
New Zeal and Col | ege have used about sort of diagnostic
shadowi ng, because | think it's a problemboth in nental
heal th and physical health. | think in mental health the
nmental health diagnosis can sort of overshadow the physical
di agnosi s, so that we have staff who don't see it.

W al so have problens with physical health services
about the different ways they need to engage people com ng
froma nental health background, who nay not be easily
engaged in the usual sort of nodel of care, so we have to
have nore creative ways of managing this, but I think it's
aterrible dilemma that we have peopl e dying so many years
earlier and it's really because of treatabl e physical
illness that we're not managi ng appropriately.

Q In relation to the forensic conponents of the system
are there adequate facilities to provide treatment to
prisoners with serious nental illness problens?

A No, there are not, there certainly aren't. | probably

need to explain for people who don't understand the system
that if you're a prisoner, obviously involuntarily
sentenced to prison, you can't receive nental health
treatnent in a prison against your will.

So, to receive the sort of treatnent, if you're
refusing treatnents, you have to be transferred to our
forensic secure hospital called Thonmas Enbling, and you
becone what's called a security patient. So, it neans
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you're a prisoner under the Mental Health Act.

Qur dilemmas with that are that we're in no way
neeting the demand. So, if we think it's bad in our acute
inpatient units in health services where we have del ays of
24-hours, for in sone cases in our prisons, prisoners can
wait up to three nonths before they're - so they're
untreated. These are usually people who are severely
unwel | , people who are suffering conditions |ike psychosis,
so they're very, very unwell.

So they arrive, if they eventually get to Thomas
Enbl i ng after having had three nonths w thout any
treatnent, or even nore concerning | suppose is that
sonetinmes the prisoners are reaching the end of their
sentence, so they're being rel eased from prison and because
they're so unwell they're being put on an assessnent
order under the Mental Health Act and they're sent to
whi chever is their closest hospital.

|"msure Dr Ruth Vine woul d have comments to say about
t hat because her hospitals are geographically located to
some of our prisons so that's nore |likely to happen. So
we' re expecting then our acute nental health services to
t ake these people who are ex-prisoners who shoul d have been
treated early on during their prison stay but are ending up
on their doorstep through the energency departnment with
three nonths or nore of untreated serious nmental illness.
So obviously very hard to treat when we're getting them so
late in the situation and this is sonething we could so
easily do differently.

Q W could so easily do differently, by doing what?

A Havi ng access to beds. | think, to have the sane
expectation that we have for soneone who's in the
community, we don't expect themto wait three nonths if
they' re severely unwell because they can't get access to a
bed, although they do sonetines wait 24 hours which is
terrible. But we should have that sane expectation for
prisoners in our community; they should be able to get
ready access when they require.

So, they do get access to treatnment in prisons when
t hey accept treatnent, and we have a robust forensic system
of in-reach into prisons but it's really at the pointy end
when they need inpatient psychiatric care that we really
struggl e.
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Q Dr Coventry, we've asked you sonme questions about how
the system has got to the point at which it now exists, and
you' ve said that:

"One of the factors is that growth in
demand has increased at an unexpected
rate.”

Has that led to higher thresholds for consumers
seeki ng access to services?
A. Look, | certainly think it has. The way that people
are managi ng this high demand is really, instead of triage
being, as we heard earlier this norning, it should be no
wr ong door approach, so if soneone makes contact with a
triage service we work out what we need to do. |Instead,
it'sreally trying to work out, | think, how this can be
sonmeone el se's probl em because we just have no capacity to
manage this. So, the bar is getting higher and higher.

It concerns ne that we have not a consistent approach

across our nental health service. So, I'll give you two
exanpl es, and | should say, I'mcomng as a child and
adol escent subspecialty psychiatrist as well in my role as

Chi ef Psychiatri st.

So, we have conditions, as we heard from our previous
wi t ness, eating disorders such as anorexia nervosa, and
what we call pervasive devel opnental disorders which really
covers a group of disorders but includes autism spectrum
di sorder. Child and youth services would regard those two
types of problens as being their core business and would
have staff that are very skilled in diagnosing and
assisting famlies and young people with those sort of
condi tions.

However, once they turn 18 and nove into the adult
service, autismwould be regarded as a disability and woul d
not be seen as core business of the adult community nental
health service, nor would they necessarily have clinica
staff who are well trained and experienced to nmanage this.

Simlarly with eating disorders: while we have a few
inpatient - state-w de inpatient beds and regional beds for
i npatient eating disorders, the nmgjority in the conmunity
are managed in private community services, such as private
psychol ogi sts under the Medicare arrangenent.
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So this is really concerning that we have these
di scontinuities, particularly with these conditions which
aren't episodic in the way that other conditions m ght be
and eating disorders may need treatnent over a nunber
of years. Autismobviously will need treatnent over
many years or the l[ifetinme to assist.

So it's concerning that we have these discontinuities,
| think, in the level of care we provide which is very
difficult to explain to consuners and their famlies why
they were eligible.

| even have an aversion to the term"eligibility",
whi ch sounds incredibly restrictive, that people are being
told "you're not eligible for our service" or "you' re not
si ck enough to need our service", when we should be really
aspiring to our rhetoric, whichis, early inlife, early in
illness and early in episode. W know the best outcones
are fromprevention, early intervention, so to actually set
up these barriers and say that someone's not sick enough to
get our service is a terrible blight, I think, on how we
of fer.

Q Dr Coventry, we've heard that quite a bit from
consuners who have said that's what they're told and
gather you as the Chief Psychiatrist agree that that is a
refrain that's often heard in the system that people are
not sick enough?

A Yes. Look, we hear this in various ways. One of the
extrene exanples, just getting back to eating disorders,
is, "You haven't |ost enough weight to be really so
dangerously unwel | ", when all of our research shows that
the earlier you can treat a disorder |ike anorexia nervosa,
t he better outcone.

So it's terrible to hear that soneone, when they nake
that attenpt - and we al so need to renenber, it takes an
enor mous anount of courage for either consuners or their
carers to actually contact a triage. Not only is it
difficult to navigate your way through our system to
actually have that capacity to make that first contact is
often very, very challenging, so it's an opportunity really
and we're wasting that opportunity if we don't provide that
sort of response.

Q W' ve asked you, as | said before, about how the
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system has got to where it is now, and one of the things
you have said is that:

"The funding systemis unresponsive to
demand. "

What do you nean by that?
A It's quite challenging to explain our strange system
of funding. | think perhaps ny coll eague, Dr Ruth Vine,
did a good job when she was tal king about the bl ock
funding. So, we're not funded agai nst what we call
activity funding, it's bl ock funding.

W' re also sort of cross-supporting services when we
have our expensive inpatient services that aren't funded at
the actual real cost, so it means there's diversion of
funds from our conmmunity, which paradoxically makes the
probl em even worse because it nmeans that we're not nmanagi ng
and hel pi ng people at the right stage in the community that
m ght actually prevent them needing to access the acute
poi nty end of inpatient care.

So that's what | was nmeaning, that we don't have that
capacity and I think we've got to be | ooking across the
whol e system So that would be ny plea to the
Conmi ssioners in terns of recomendations, that we need to
see this hopefully as a much better integrated system and
we need to be supporting both community and inpatient care
because they go hand-in-glove, | think

Q Thank you. You've also said that:

"Pl anni ng and demand forecasting nechani sns
are not able to access information required
to deliver targeted capital and workforce
infrastructure investnent."

When you tal k about "planning and dermand forecasting
mechani sns", what do you nean?
A Vell, look, I'Il give a practical exanple.
Unfortunately, we sonetines get stuck in sort of historical
arrangenents in nental health that don't necessarily
reflect the current denographics.

So, you've heard quite a bit this norning, | think,
about some of the bed bl ockages and when people are in
energency departnments for unreasonabl e | engths of tinme.

.08/ 07/ 2019 (5) 473 N O COVENTRY (Ms Nichol s)

Transcript produced by Epiq



O ~NO O WNPEF

When | | ook at how this gets napped across the state, the
sort of hot spot areas are all the areas in growh
corridors where clearly the demand for services,
particularly inpatient bed access, hasn't been matched by
t he actual nunber of beds. So we're stuck in the

hi storical perspective of the beds that m ght have been
adequate for a different period a decade or nore ago, but
clearly are not adequate for what we now know about the
growth corridors and the m x of people conming in, and the
fam lies and the age denographics.

So, that's what | was neaning, that we're not sort of
scanni ng the horizon to be aware of these hot spots where
we could actually anticipate, if we don't invest, we're
actually going to have a probl em because the beds stock and
the other services don't match the denographics and the
popul ati on.

Q Yes. W' ve asked you about what you think are the
nost critical of the unnet needs and | think you' ve
nmenti oned sone of themalready. |In your statenment you
ment i on:

"Unmet needs for children and young peopl e
l[iving with dual disability."

Can you say a little bit about that?
A Yes, | was alluding to that before. So, dua
disability, these are somewhat confusing terns. But we
tal k about dual diagnosis, dual disability. Dual diagnosis
nmeans patients/consunmers who have a substance use probl em
as well as a nental health problem

Dual disability is tal king about the group |I was
mentioni ng before, the consumers or young people who have a
mental illness and al so have a coexisting disability, so it
may be an intellectual disability, it nay be a disability
i ke autism spectrum di sorder, which is what we call again
a confusi ng name, pervasive devel opnental disorder.

So ny concern with that particular group, both
children and adults who have that diagnosis of autism is
that at times they absolutely need to be able to access
i npatient assessment; that we know that there are
significant other nmental illnesses that could be conorbid -
coexist with conditions |ike autism
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However, what can often happen is that the community
service, and particularly accomobdation, is stretched
beyond their capacity to cope or it nmay be a young person
and their famly where the famly are stretched beyond
their capacity to cope.

So what can sonetinmes happen is that there's a crisis,
but it's really a crisis on a sort of chronic deterioration
really, so it's not necessarily an acute crisis. Usually
comng to the energency departnment, sometinmes after hours,
the person gets admitted to hospital, and |'d say our
i npatient services can be very good at doing reasonably
qui ck assessnents to see if there's a coexisting other
mental illness that needs a different sort of treatnent.

But what can happen in reality is, these people have
no exit plan to be discharged because there's no

accommodation. And, even with the best will in the world,
an acute inpatient unit is not the best environnent to try
and manage and hel p people. |In fact, in sone cases it

probably makes their behaviour worse with the sort of
approach and the m x of patients.

The sort of situations | get involved with as Chief
Psychiatrist is then trying to work out sone way of joining
up the dots and getting an exit plan, and usually it's
around provi ding stabl e accommodati on or a non-gover nnent
agency that will be able to care and working out the
fundi ng mechanismto assist that. Sonetines we use MACN
the Multiple and Conplex Needs Initiative as well.

Unfortunately, even with the best will in the word, it
usual ly takes ne weeks-to-nonths to get an outcone, in
whi ch case I'mal so seeing sone deterioration. | think

there's a degree of conplacency, that obviously for these
very vul nerabl e people, no-one would want themto be

honel ess, no-one wants themto get involved with the
crimnal justice system so people do everything to avoid
that. That sonetines neans they' re then occupying an acute
i npatient bed when that's not really what they need or it

m ght actually be making their behaviour deteriorate, if

t hat nmakes sense.

| get very concerned about the fact that we don't have
the right mx of services for this particular vul nerable
group, both as children and adol escents and as adults,
i nappropriately having themin our acute inpatient units
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and then we don't seemto have good mechani snms to actually
be able to discharge themsafely into a wap-around service
with the appropriate | evel of accommobdation and service

i nput .

Q I n asking you about the key drivers of unnet need you
said this:
"Overall insufficient acute beds and

comunity treatnent capacity which can
provi de evi dence-based psychol ogi cal
interventions and intensive support are the
key systemdrivers of unnet need."

You go on to say that:

"Substantial investnment is required in
t hese areas to resol ve denand pressures."”

What is the scale of investnent that's required, if
you can describe it?
A. Look, I"Il try. 1'lIl go to the pointy end about the
beds. It's not easy to actually think what this is or what
t he nunber is, because | think we need to rethink our m x
of beds: so I'mnot just tal king about acute beds, | think
we need acute and subacute because we will use our beds
differently depending on what else is available. This is
why sonetines the conparisons with other state
jurisdictions is a bit confusing because they don't
necessarily have the sanme m x of beds.

| think we need to be | ooking at our nodels of care,
our subacute bed m x, and our acute, and how we're using
both of those. As an exanple, thinking about the PARCs
t hat you' ve heard about today.

We need to be thinking that the subacute services can
be both step-up and step-down. W shouldn't only be using
them as a step-down fromour acute inpatient units as a way
of managi ng the beds, they should actually be a step-up,
and one woul d hope we'd be able to hel p people nuch earlier
in their stage of episode and illness where they don't
necessarily need the intensity of an acute inpatient unit,
and we've heard that sonme of our consuners would far prefer
to be admtted to a PARC than an acute inpatient unit.

So, | think it needs considerable investnment to try
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and have sufficient stock that we can actually provide
ready access, that we can get to an occupancy rate
somewhere around the 80-85 per cent with the flexibility,
and that we need to fund those inpatient services so

they' re not stealing noney fromthe comunity nental health
services. | think that will then drive a different node
of care so that we can start to do nuch nore early
intervention, early in episode comunity care which one
coul d hypot hesi se woul d hopefully dimnish to sonme extent
the need for acute care, that we would actually be able to
treat people earlier in the comunity in their stage of
illness.

So | think there would be a flowon. | think then we
woul d al so have the capacity to offer a variety of
different sorts of interventions. One of the things we
don't want to do is, we don't want to be a nental health
speci alist service that only provides what we call
phar nacot herapy or mnedication, we need to provide a whole
variety, and there's an enornous weal th of evidence-based
interventions, as we were hearing earlier, if we think
about different psychotherapies for conditions |ike
personal ity disorder or traunma. W've got a wealth of
treatment that we should be offering in the community to
peopl e who are experiencing those sorts of disorders.

So, | think there needs to be consi derabl e i nvest nent
but it's not just investnment, it really needs - like, it
shouldn't be nore of the sane, in other words. Wile |
t hi nk our bed stock is inadequate, | would certainly

suggest we need to | ook at the m x of bed stock and have a
variety and really seriously consider the mx of subacute
and acute beds, and also then | ook at our nodel of care
that we have in the comunity that we can do nuch better
and differently.

Then 1'd also like to look at integration between
physi cal health and nental health so that we don't have
this problemof our patients with physical illness not
getting di agnosed and treat ed.

Q And so, when you say in the context of answering our
guestion about how the Royal Conmi ssion could nmake nore
than increnental change, you say that:

"The specialist nmental health system needs
to be rebuilt and it will take tine and,
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once the core system el enents have been
stabilised and strengthened, then there is
enor mous scope for reform™

| s that what you nmean when you tal k about stabilising
the core el ements?
A Yes, look, | do, and it's interesting thinking about
t he ot her speakers and the other w tnesses and the
guestions asking about, are we tal kinng about increnental,
are we tal king about transformational change, and | think
it's actually both.

Clearly, even if we had huge investnent tonorrow, to
actually create extra beds takes a long period of tinme to
actually get that. But we shouldn't think we will be
conpl acent over that tine w thout |ooking at nodel s of
care.

So, | think there's a ot of work we need to be doing.
| guess what | see as being increnental and
transformational, we need to sort of not throw the baby out
with the bath water, and renmenber, we still have a
responsibility to be assisting vul nerabl e consunmers while
we rethink this, so we can't stop providing care and
conpassion and treatnent for people while we redesign

| think it's transformational in the sense that |
think there's much nore we can do about putting consuners
at the core of all our treatnent decisions, and we have
done that to sone extent. But that's the big
transformati onal change for me, to actually do that in
partnership and really do it in a - talking this norning
about power and power inequalities - |I think to actually do
that with sharing of power and | think that will actually
guide us with the advice fromconsuners and carers to new
nodel s.

So, | think it's got to be increnental or
transformati onal, and we need to think about the whole of
the system not just one aspect of the system [|'m
probably not quite answering your question, |I'msorry.

Q That's alright. 1Is it right then that in your view

the systemcan't be transfornmed or inproved w thout dealing
wi th the i nadequacy of beds probl en?

A | think that's the foundation but | don't think that's
t he only thing.
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Q No.

A So for ne that woul d be absolutely the foundation, to
| ook at beds, both acute and forensic beds and subacute
beds as a foundation. But the other aspects that go on
with this, I think we need to absolutely | ook at our
wor kf orce and our workforce capabilities, because it would
be ludicrous to open up nore capacity with inpatient beds
if we can't staff it. W knowthere are dilemmas wth our
current workforce, it's an ageing workforce, so we need to
be anti ci pati ng, succession planning.

We need to think about the m x of the workforce. W
know across health generally people are struggling with
i nsufficient nunbers of trained nursing staff, for exanple.
So, | think we need to consider a m x of disciplines, the
nodel that we want to have, and al so the conpetencies and
capacity.

| think probably over ny career |I've seen that we've
per haps deskilled our workforce to sonme extent by needing
to focus on a crisis nodel of care, so | think some of the
core capacities and conpetencies that our staff had maybe a
generation ago we've actually lost to sone extent, so we
need to have a workforce that's well and truly well
trai ned.

| think we also need to see - this is a speciali st

skill. It's a bit like, you know, you don't send a nurse
to a coronary care unit and think they're going to be a
coronary care expert. It takes years and years to devel op

that and they need appropriate training and professiona
devel opnent and supervi sion and on-the-job nentoring,

et cetera. That's what we need to do for our nental health
wor kforce, | think, and we need again to be making sure
that - hopefully the Royal Conm ssion will be an
opportunity - that this is the best tinme ever to be

t hi nki ng about a career in nental health and we will

support people through this as a career so that they
develop the right skill mx that we expect.

Q Can | go back to a nore particular question and that
is about triage, changing topics for a nonment?
A. Yes.

Q You' ve explained that triage services are managed on
an area basis and so what is in place in any particular
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area will vary with the denpographics and so on. W've
asked you about sonme of the constraints on triage services
recogni sing that they are different in different places.

You have said, anong other things, that:

"Demand for triage services is resulting in
extrenely long wait times and high
abandoned call rates. Feedback fromhealth
servi ces, consuners, carers, energency
services and referral services is that
there are often long waits."

And that your office itself often experiences |ong
wait tinmes. Wen you say "long", what do you nean?
A Vell, very long; hours in sonme cases. This is
particularly a challenge I think for after hours, as | was
expl ai ni ng before, where the tel ephone triage function nay
also - in fact nmany times - is nanaged and organi sed
t hrough the CAT Team or the ECATT team who are the
clinicians providing emergency assessnents in the energency
departnment of a hospital

So, I think it's incredibly problematic, when people
are trying to juggle these dual tasks that they need to do,
and it's easy to see why the tel ephone triage task will be
given a lower priority than the patient/consumer that's
actually in the energency departnment. So, | think that's a
probl em

| think the system sonetinmes gets overl oaded. From ny
experience ringing triage services where they may not have
the capacity to take a nunber of calls sinultaneously, so
the calls just drop out. So, | hear that from consuners
and their famlies saying they give up because they' ve
tried a fewtinmes and the call just can't get through; or
there's a recorded nessage and they don't feel confortable
| eaving a contact nunber on a recorded nmessage, they want
to speak to a real live clinician. So, | think that's a
problemin terns of the denmand.

It's done a bit differently across the age spectrum
So, aged/nmental health tend to do their own triage; to somne
extent the child and youth will do their owm triage in a
different way, so there are different nodels that you need
to do.
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| deal |y, one would like triage workers to have the
right amount of time to be getting the assessnent that they
need to be able to do over the tel ephone to work out what
is the best outcone. And to make sure that anyone ringing
triage feels listened to and supported and, if it wasn't
the right door - but we should say there is no wong door -
but if it wasn't the appropriate door, that they get
assisted into accessi ng what woul d be the nost appropriate
servi ce.

Q The things you' ve been describing in the |ast few
nmonments are prefaced with your statenent that ideally
that's what you would like. Can we infer, fromwhat you've
just said, that that's not what's happening by and | arge?
A | don't think that's what's happening, and | know
triage tel ephone services are being overl oaded because |
need to ring themat tines in ny work, in hours and
sonetimes after hours, and it's very chall engi ng and
sonetinmes | need to escalate when | need to speak to
sonebody after hours because | can't be on the phone for an
hour or longer waiting for a call. But | do understand
that the person who's actually taking on that task is
actually trying to juggle two diverse tasks really and how
they prioritise.

Q You' ve said that:

"Sone individuals may be appropriately
triaged but they're not accepted into the
services to whomthey' re referred by
triage."

So, what's the disconnect that's going on there?
A | think it's, again, part of our dilenmm about dermand
managenent, so that, basically we're putting the bar up to
|l et as few people in, because we know the nental health
services are so overwhel nmed they're not able to cope, so
this is really giving people the wong nessages to peopl e
who ring in.

They're being referred to services that may not have
the expertise to nmanage. So, we're sonetines referring
people to primary care, where it's been primary care that's
actually referred themto the specialist service, so
t hey' re bouncing back. And primary care, w thout sone
in-reach fromthe specialist mental health service, doesn't
have the expertise to be able to manage that sort of
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per son.

At other tinmes we're referring people to other
servi ces and, because it's a tel ephone triage, we don't
actually facilitate that referral process. W could do
that much better because | think that is our
responsibility. If it wasn't the right door that they
entered, we need to really assist the person to be able to
access nore appropriate services and we should actually be
doing that referral process, not expecting our consuners
and carers to do that; which again takes tine, but | think
that's what our role should be at triage.

Q In relation to people who need to speak to someone
through an interpreter, what services are available for

t el ephone triage, do you know?

A It's pretty poor, in ny experience. In having tried
to use that nyself in nmy clinical role, it's incredibly
chal l enging to have a tel ephone interpreter service with
sonmeone who's on the tel ephone; an interpreter service
where the interpreter may not necessarily have any
expertise about nmental health and the | anguage. There can
al so be other cultural issues about the appropriateness of
the particular interpreter that's being used because of
their cultural issues.

So, | think that's poor generally, | wouldn't say just
with triage. | think our use of appropriate interpreter
servi ces across our whole nmental health systemis not
ideal. We're not funding that appropriately and we're not
encour agi ng people to use that when they really need to, so
it means that sonmetines our consuners or their carers are
acting as interpreters and that's not appropriate. W
shoul dn't have fam |y nenbers acting as interpreters.

Q You pointed out that other jurisdictions, apart from
Western Australia, have a single point of contact for
triage. Do you think that's sonething we should have in
Victoria?

A | don't probably know enough information about that.
W have changed our triage system so many services have a
sort of 1800 nunber.

However, what we don't want to do is to have a whole
series of triages, and | think that can be the case when
you have a totally centralised nunber that takes sone
prelimnary information then refers you onto anot her
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process, and we hear from our consumers and carers, the
nost frustrating experience they have is having to tell
their story over and over and over again.

| think, whatever triage service, we should assi st
themto do the job they have to do rather than actually
refer on to anybody el se. So, regarding having a
state-wide triage, | probably just don't know enough
information, and | would struggle to see howin reality
that's not just putting another |layer of triage that would
be challenging, | think, for our consunmers and carers.

Q Just a couple nore questions. W' ve asked you about
the data anal ysis capacity that your office has and you' ve
said the office collects a range of data that could be
useful ly anal ysed and i nter pr et ed.

But we gather, fromwhat you' ve said, that you don't

have sufficient capacity to do that. 1s that right and
what additional resources would you |ike?
A Resources are inproving, but one can always have nore

capacity, and | think our responsibility is to get

nmeani ngf ul data and then anal yse that in partnership with
services and give that back to services, because the data
is really for the purpose of driving service inprovenent,
gual ity and change.

So, having said that, we do have a much better data
coll ection systemthan we had when | first cane into the
departnent, but it probably needs sone tweaking. W would
like to be able to make sure that people can enter the data
in as efficient a way as possible fromthe field.

We partner with organisations |like VAH ; this is the
Victorian Agency for Health Informati on who publish now, in
col | aboration with us, what's called Inspire Mental Health
Report, where we select a nunber of the areas of data and
KPIs that we collect, or they collect, and publish the
vari ance data so that people can actually |look at this and
do benchmark conparisons and actually have their services
naned. This is really inmportant | think to drive change.

| think there's lots nore we could be doing, there's
no point collecting this sort of data w thout anal ysing and
giving it back. So, while |I've got sone increasing
capacity in my service to do that, | think it's probably
been a shortfall generally, but |I'm pleased that we' ve
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addressed it to some extent through partnership with VAHI

Q Can | just go back to quite early in your statenent
where you were describing your role, and you said your role
is to:

"Intervene at a system | evel through
pronotion through cultural and clinical
practice inprovenent."

And you

"Operate as a resource for the speciali st
nmental health systemto drive continuous

i nprovenent and enbed the principles of the
Act . "

G ven the pressures on the systemthat we' ve been
tal king about this afternoon, how difficult is it for your
office to drive continuous inprovenent and enbed the
principles of the Act?
A Quite challenging, | have to say. One of the
chall enges really is Victoria's geography and having the
resources. So, | really try and do this engagenent at a
nunber of different levels. At the nost basic level it's
actual ly being visible and going out to services; not
sitting at the departnent's ivory tower, we've actually got
to be actively engaging with services, and that means
actually going out to visit.

So, we do a lot of visits and at the nonent |'ve got a
rolling programto do visits to Aged Mental Health Services
and al so to services that provide ECT, el ectroconvul sive
treatnment. But we would like to do nmuch nore if | had the
resources; it's very tinme-intense but incredibly val uable
to do that.

So, | have the sort of pointy end of ny role where |
can give directions and instructions and Chief Psychiatri st
gui delines, but to actually drive service inprovenent it's
got to be much nore than just publishing a docunent that
you hope people actually read at the end of the day.

You' ve actually got to be seeing how people are conplying
with it, what are the barriers to doing that, what's the
training needs that are required, what's the feedback that
we're getting?
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So, it's got to be a really conprehensive suite of
different ways with engaging with the service to make sure
that, you know, I'mfulfilling my function, whichis to
drive safety and quality inprovenent at the broader systens
| evel, as well as using sone of the specific instances to
do a nmuch nore detailed analysis to see if, froman
i ndi vidual situation, we can get sone |earnings as well and
maki ng sure that gets di ssem nated wi dely.

| do this to an extent wth ny annual report, which is
a requirenent under the Mental Health Act, to try and give
sonme transparency to the work that ny office does and
provi de sone of the data, so it's a summary of the |ot of
the activity that we do, but with nore resources obviously
one could do this in a nmuch nore robust way.

Q Under standi ng you do a lot of visits and engage in a
| ot of activities, focusing rather on the features that
exist in the systemthat you yourself can't change, are
there problens in the systemthat nmean it's really, really
difficult to drive change and i nprovenent?

A. There are lots of challenges, and one of the
chal | enges can be having really experienced staff to be
taking on | eadership roles. W have | eaders who, you're
hearing, are very stressed at the sort of work we're
expecting to do around a crisis nodel. | think anyone
going to an inpatient unit, if you were responsible for
runni ng that and having to work out who is your | east
unwel | person to discharge, is incredibly stressful. So,
|"mworried that we're burning out our |eaders and we don't
have enough people in ternms of succession planning.

W' re al so probably not training themfor the sort of
skill set that they need to have to take on these tough
roles as | eaders and how to nmake that better, and al so, how
to actually have a really robust quality and safety
framewor k that people can use, despite the pressures of
t heir work.

So that's a concern when we see there are gaps in
particul ar disciplines. Sonetines this can be around
seni or nedical staff, particularly outside Metropolitan
Mel bour ne where we can struggle, when soneone | eaves, to
actual ly have a suitable person to step in and repl ace.
And, at tines ny office has actually needed to help out as
an interimto provide sonme stability whilst sone
recrui tnment happens. So, that's probably one of the
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bi ggest chal | enges.

| think the other challenge we see is the need to
provi de nore robust teaching and training to our workforce;
as we expect themto do nore and nore in a different way,
we' ve got to make sure they have the right skills to
actually do this.

| guess the other thing | try to do in my work is sort
of nodel the inportance of having the consuner and the
carer at the centre of everything we do. So, when | do
visits, when | do investigations, when | set up Chief
Psychiatrist commttees, we always have consuners and
carers with lived experience and we will nodel that to the
services to say that's what we expect services to be doing
as well.

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

CHAI R: Q | just have a nunber, please. Dr Coventry,

t hank you very nmuch for your conprehensive overview. W've
heard a | ot about sone of the pressures on the systemthat
are, in your words, conprom sing the quality of care that
soneti mes can be covered and the inpact that has.

| guess I"'mdrawn to a point in your w tness statenent
where you tal k about planning, policy and service
devel opnent. So, obviously anticipating, planning for,
doi ng the nodel I i ng about what the |evel of need is
et cetera.

| note in your statenent you say that these are
functions that are separate to your office and are
undertaken el sewhere in the departnent. Can you just
confirmwhere else in the departnment the planning, policy
and servi ce devel opnent occurs and, for exanple, who has
responsibility for developing a capital managenent plan for
mental heal t h?
A | actually wish | could answer that question. The
departnment's a very conpl ex organisation. So, |'mpart of
the Mental Health Branch, so | bring the clinical expertise
and the clinical know edge to the Mental Health Branch.

But there's another part of the departnment which I'm
not involved with which | ooks at the sort of
epi dem ol ogi cal study, |ooks at the denographics, and
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woul d have to say |I'm not sure how nmuch nental health is
actually configured in that; | think they take a nuch

br oader general health perspective. So, |I think that it's
i nportant that we should be using that sort of data and
considering how it's relevant for nental health and nental
health planning to try and see where the future devel opnment
needs to be.

So, I'd have to say on a sort of daily basis, while |
feel | contribute the clinical perspective to informthat
t hrough the Mental Health Branch, outside of the Mental
Health Branch |I'mnot involved in that sort of planning.

Q Thank you. For exanple, we've also heard about the
i mportance for people, if they do require inpatient care,
consuners have tal ked to us about the physical design of
t hose; collocating, shared accommodati on, and certainly
sone of the observations about the standard of
infrastructure is pretty minimal in ternms of what we've
been heari ng.

When you do your reviews and find shortfalls in termns
of practice that m ght be able to be possible and sone of
that being limted by physical infrastructure, how do you
i nfl uence the design principles for our future nenta
heal th infrastructure?

A VWhat | tend to do in practice is give imediate

f eedback, and sonetinmes that's involving a significant
pi ece of work. Sonmetinmes it's not, sometinmes it's just
creating an atnosphere that's much nore wel com ng and
inviting.

|"moften intrigued that people who work in an
environnent that's substandard over tinme will accept that
as being the norm And we cone in with fresh eyes - and
particularly with my consunmer and carer colleagues with
lived experience - to actually point out sonetines very
sinmple things that could be done to nmake the environnent,
right fromthe first point of entrance, nore effective.

So that's what | would do on-the-spot. 1'd also
follow that up with services, in sone cases directly with
their leaders and in sone cases with the CEOto actually
say, this is a very inportant priority that needs to be
addr essed.

In terns of your second part of the question which is
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around sort of future planning and design: that's pretty
fluid, 1'd have to say, because | don't think we have
necessarily the perfect ideal design sort of structure that
we want to do.

What | will get involved with is when services
t hensel ves m ght be coming up with a particular proposal to
provi de sone oversight to | ook at whether that |ooks |ike
it's sensible, whether it's safe, whether it's practical,
whether it would still neet the requirenments under the
Mental Health Act in terns of space.

So, | guess that's not trying to m cromanage that, but
also to be thinking at the end of the day, while we have to
manage | evel of risk, we need to nmake services that are
warm and wel com ng to, not only the consuners, but their
famly and friends who cone to visit. And I think as much
as possible trying also to have services going out to visit
ot her services to see exanples of really good practice and
good st andards.

As | say, sonetines | think people have blind spots
and accept sonething that really shouldn't be tolerated,
soneti mes because they have never worked in a different
sort of service.

Q And one final point, Dr Coventry. |In your statenent
you tal ked about the fact that you don't have jurisdiction
over private nental health services. But we've heard many
exanpl es whereby consuners nove between the public and the
private system

How i s the oversight function that you have and the
requirenment to drive continuous inprovenent conprom sed by
your inability to |look at those transition points?

A | "' massum ng you're tal king about when we've actually
had peopl e that have needed to access beds in the private
sector?

Q O when soneone's noved out of a private facility into
a public systemor the other way round, and you don't have
an opportunity to look at the continuity of care or the
handover, for exanple?

A Sure. Wiat | try to do at a systematic level is link
in the departnment with ny coll eagues, who have the
responsibility of oversight for private hospitals, to talk
about what we do in the public sector, the sort of |evels
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of governance, how we go about investigations of serious
incidents, to sort of give thema nodel of how they can
i nprove safety and quality.

We have to renmenber that the systemin private
hospitals is very, very different to the systemin public
mental health services. So, ny line of authority in public
mental health services is with the clinical |ead who's the
aut hori sed psychiatri st under the Act, so | have certain
powers that |ead up or devolve through that person.

Private hospitals function in a very different sort of
manner, so that sort of nodel wouldn't work in that sort of
envi ronnent .

So, I think it's sonmething that's worth obviously
t hi nki ng about, and it was a change in the previous Mental
Health Act where | had jurisdiction over ECT, for exanple
in private hospitals, which isn't the case now.

So, | don't have an easy solution to that, but it does
troubl e me, when peopl e nove, about the |evel of oversight
that | should be able to provide to ensure that they get
the same quality of care regardl ess of where they m ght be.
CHAI R Thank you.

M5 NI CHOLS: May Dr Coventry be excused?
CHAI R: Yes, thank you.
M5 NI CHOLS: That concl udes the evidence for today.

AT 4.05PM THE COW SSI ON WAS ADJOURNED TO
TUESDAY, 9 JULY 2019 AT 10. 00AV
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