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M5 NI CHOLS: Good norning, Conmm ssioners. W have seven
W tnesses today. The first witness will be Dr Ainslie
Senz, who is the Director of the Emergency Departnent at
t he Footscray Hospital.

The second witness is Ms Tracey Mdrgan who is the
Community Mental Health Services Manager at the Casey Area
Mental Health Service and she will talk about the Enhanced
Crisis Assessnent Teamand its work at the Casey Hospit al

Next we have Assistant Commi ssioner denn Weir from
Victoria Police, who will discuss Victoria Police's
engagenent with people presenting with nental health
probl ens and the nental health system

Next we have Ms Sally Jennings, who is a comunity
wi tness and carer for her teenage son, and she'll be giving
evi dence under that pseudonym

We have M Sinon Thonson, who is the Regional Director
for Barwon South West Regi on Ambul ance Victoria, and he
wi || discuss the managenent of 000 nmental health
present ati ons.

We have Ms Louise danville, who is The Chi ef
Executive O ficer of Legal A d, whose clients of course are
anong the nost di sadvantaged in the Victorian comunity,
and a high proportion of thempresent with nental health
condi tions.

Finally, Ms Vrinda Edan is the Acting Chief Executive
of the Victorian Mental 111 ness Awareness Council. She
wi |l be speaking about the role of consuners and carers in
the nental heal t h workforce.

Conmi ssioners, | now call Dr Ainslie Senz to give
evi dence
<AI NSLI E LYNEA SENzZ, affirmed and exam ned: [ 10. 03an

M5 NI CHCOLS: Q Dr Senz, just nake yourself confortable.
I f you need to stand at any stage because you are
unconfortable, please just do that and we'll manage.

Are you the Director of the Departnent of Emergency
Medi ci ne at the Footscray Hospital ?
A. Yes.
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Q Are you an energency physician and in the course of
that work you deal directly with patients?

A Yes.

Q Do you have quite sone experience in working with
al cohol and drug abuse?

A | do, within nmy role as an energency doctor and | have
previously held a role of alcohol and other drugs portfolio
wi thin the Energency Departnent.

Q Thank you. Wth the assistance of the Roya
Conmi ssi on, have you prepared a statenent which answers the
guestions we have asked of you?
A | have.

Q | tender the statenent. [WT.0002.0016.0001] Can

ask you about the Footscray Energency Departnent. About
how many patients present there annually?

A So it's a 40,000 per year Energency Departnent, which
is kind of a nediumsized Enmergency Departnent, neaning
about 115-120 patients a day.

Q About what percentage of patients present with nenta
heal th probl ens or apparent nental health probl ens?

A The data woul d suggest about 5 per cent of the

popul ation, or 5 per cent of the presentations. | wll
clarify that to say that the data searches are really a
little bit tricky. They do depend on particul ar search
terns being able to be defined. Sone of the search terns
m ght be "suicide", "self-harm', "intentional"

"section 351" mght conme up as a search term

But if someone presents with a laceration and it's
actually not defined anywhere in any of the search terns
that that was intentional, then they nmay be lost to the
data search, so 5 per cent is what we can gather at the
nonent .

Q Speaki ng general ly, what kinds of nental health
conditions do you see in patients who present to the

Enmer gency Departnent ?

A So, we see a range of nental health problens and a
range of severity as well. So, there are acute
exacerbations of chronic problens. So, the chronic

probl ens m ght be schi zophrenia, bipolar, depression, and
t he exacerbation triggered, usually by alcohol and drug
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either acutely or chronically, non-conpliance with
treatment and other triggers.

W see self-harmand suicide attenpts that range from
very, very superficial lacerations with intent to harm
right through to quite significant overdoses and injuries.
We can see just baseline chronic conditions, so people who
are not in an acute exacerbation but are requiring help
wi th anxi ety, depression, schizophrenia and personality
di sorders within that group as well.

We see al cohol and drug use triggering acute nmenta
health issues in people who don't have chronic nenta
health conditions, and we see a range of other things on a
sort of less frequent basis.

Q What have you observed about the trends in the types
of presentations?

A So, Energency Departnent presentations are increasing
in general and | would say that nental health presentations
are increasing as well and the data woul d suggest that.

The severity of presentations is not increasing, so in fact
the rate of adm ssions for people presenting with nental
health problens is reducing. I1t's probably

mul ti-factorial, but the severity of presentations would be
part of that, and the presentations related to al cohol and
drug abuse, or use or intoxication, are increasing.

Q Can | ask you how nental health services are provided
at the Footscray Energency Departnent?

A So, Western Health, which Footscray is part of, does
not own its own nmental health service. So, Footscray is
serviced by Werribee-Mercy Mental Health Service.

Q Can | just get you to say what is Western Health

bef ore you go on?

A Sorry. So, Western Health is a multi-canmpus health
service: so Footscray Hospital, Sunshine Hospital and

Wl lianstown Hospital, as well as a few other day - so
Sunbury Hospital and a few other centres. Sunshine
Hospital is the |argest of them now, especially because
it's got a new Joan Kirner, and Footscray Hospital is the
smal l er of the two emergency centres.

Q So --
A So, Western Health itself doesn't own its own nental
health service. So, Footscray is serviced by
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Vérri bee- Mercy, and Sunshine Hospital, the other mgjor
canmpus i s serviced by North-Wst Mental Health.

Q How does the servicing occur in a practical sense?

A Not very well, to be honest. So, what happens from an
Emer gency Departnent point of view, is that we have staff

wi thin the Energency Departnment who are enpl oyed by

Verri bee-Mercy, they are our Energency Mental Health staff,
and that part works very well.

But then, because the next step is actually provided
by a conpletely different service, the lines of
comuni cati on and the accountability are quite problematic.

Q Can | just take you back. So, you have staff and what
kind of roles do those staff fulfil?

A. So, they're called our Enmergency Mental Health staff
or EMH staff. They range in qualifications and they're
usually nental health nurses or allied health staff such as
psychol ogi sts, and what they do is they provide nental
heal t h assessnments within the Emergency Departnent. On a
shift basis we have one of those per shift 24 hours a day,
so that's three per day.

Q That arrangenent works well, you say?
A Yes, that actually does, they're part of the Emergency
Depart ment team

Q Does that nean you are able to give rel evant

di recti ons when you need to about who needs to see which
patient?

A So, that's not as easy, and | suppose this is one of
t he reasons why owni ng our own health service mght be a
little bit better, and it's nothing to do with the staff
t hensel ves, | might say, it's just about the systens that
go around it.

So, I'll provide the exanple of the nedical and
surgi cal teans which Western Health does own; that dial ogue
is very easy, there are very clear systens around that,
i ncluding policies and procedures which they have to
follow, and so, we all know where we stand and we all know
what our responsibilities are.

When you're dealing with a service that's not provided
by you, that responsibility and the |ines of accountability
are not there, so we sonetines don't have the sane
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rel ati onship and the sanme systens that we woul d have for
our internal services.

Q You started with the nental health staff and you were
about to nove up to the next |evel.
A Yes, so the nmental health staff are managed by an EWMH

manager. So, that role is again enployed by Werri bee- Mercy
and, up until recently, was conpletely off-site. W do
have now the capability to have them have sone office
space, not five days a week, but tenporarily at Footscray.
Al so that role has been vacant quite a | ot and has j ust
been re-appointed to, literally just recently.

Then above that they obviously have their own off-site
managers within the nental health service. One of the
things that Western Health did do to create a little bit
nore of a relationship between the two health services, was
to nake a liaison role; it's called the Service Devel opnent
and QOperations Manager, and that was a Western Health role
that was responsible for liaising and opening the dial ogue
between the two different health services and trying to
break down sone of the barriers and also trying to help
with some of the accountability piece or the governance
piece within there.

That role has been quite inportant, and has been there
for about two years. However, it has had periods of
vacancy and is currently vacant.

Q Thank you. Can you say briefly how is the Emergency
Departnent at Footscray funded?

A So, EDs in general are funded on projections of
activity based on previous nunbers and al so projected
nunbers, so we get sort of a lunp sum of noney to do what
we do. It doesn't actually take into account any kind of
conpl exity of care.

There are obviously projections about conplexity of
care but it doesn't really - unlike other parts of the
hospital which will be managed on the type of patient that
they eventually get and the conplexity of the surgery,
et cetera, we don't have anything like that in ED

Q Can | change topics now and ask you to go back to the
presentation of patients to the Energency Departnent. How
are mental health patients presenting at triage?

A. So there are two different conponents to triage for
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nmental health patients: so there's a general triage for al
patients which divides patients into categories 1-5 based
on the life-threatening nature of their condition. So,
category 1 is immediately life-threatening, inmnently,
possi bly, and then down to potentially serious and then not
serious. So, that's a triage criteria based on urgency to
be seen; not necessarily on severity of the condition

Then there's a nental health triage that goes
al ongsi de that which puts people into, like, a risk
category in terns of their harmto their self or their harm
to other people, and then along with that gives sone advice
on what |evel of supervision they mght need. So, a
level 1 would be that they're very high risk to thensel ves
or arisk to other people and they need a high | evel of
supervision, right down to no risk and no supervision
required.

Q Which patients will the nmental health staff see?

A So, generally speaking the high acuity, so the higher
end of the triage, as in the 1s and 2s. Just to explain
that alittle bit nore, we really don't have a service that
can provide a | ot of assistance to the really |ow acuity
patients.

So, if you really need an adni ssion and you're

obvi ously very unwell, then that's not an issue. But the
peopl e who are presenting for help or assistance but don't
have - |I'Il give sonme exanples - don't have active suicida

i deation and don't have active acute nental health issues,
it's very limted what we do for those patients.

Q Once you' ve got through triage, if you are a | ow
acuity patient and you're assessed as not being a risk to
yourself or to others, what happens next after triage?

A You'll be seen by a doctor, a nurse as well as a
doctor, but if you're a low acuity patient wthout risk,
then you won't be seen by the Energency Mental Health
staff.

Q Once a person's been seen by a doctor, are they then
di scharged into the comunity?

A Yes, if there's no other reason for themto stay.

Q Is there any availability of information that can be

given to patients about seeking out help once they go back
into the comunity?
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A Yes, so we have information about 24-hour help |ines,
we have a card that we can give peopl e about the service,
yes.

Q | s that essentially how you provide that support, by
giving information to peopl e?
A That's right.

Q What about patients who are perhaps nore unwel | but
they don't need to be admtted to a bed?
A So, they'll be seen nedically as well by nurses and

doctors to assess the nedical state, and the people who are
nore unwell will be seen by Emergency Mental Health. The
Emergency Mental Health staff will then determ ne whether
an adm ssion is required or not, and then if in the
scenari o you're suggesting they' re not required, then
they' |l arrange sonme kind of comunity followup for them

Q Can | ask you about the process for admtting people
to a bed: who can nmake that decision and how does it occur?
A So, the Energency Mental Health staff nake that
decision, and this is a unique area within nmy workpl ace.
So, for every other type of patient I am enpowered to nmake
t he deci sion about adm ssion as a senior doctor in the
Enmer gency Departnent. The way that it works: if | think
sonmeone needs an adm ssion under a nedical team and they
don't think so, they need to cone and see the patient

t hensel ves and then manage the care and either agree with
nme or disagree with me and manage t he ongoi ng care of that
patient, and that's very clearly witten in Western Health
policy and is very comobn anongst Emergency Depart nent
practi ce.

Wthin psychiatry | do not have that power. | can
only refer to the Emergency Mental Health staff and then
they will do the assessnent and then they will nake the
deci si on about whether the patient needs an adm ssion or
not .

Q What's the reason for that difference between nenta
heal t h and general health?
A | think for us one of the biggest reasons is that we

don't own the nental health service.

Q What do you say about the availability of beds, even
though it's not within your control, what have you
experienced in terns of the availability?
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A So availability of mental health inpatient beds is at
crisis point, is what I would say. So, bed availability
for all types of patients is really tricky and we do have
sonme targets that are set nationally about how quickly
we're neant to be able to find those beds, and let's just
say that we're not perfect at that for any particul ar
patient group. But the nmental health group stay |longer in
an Emergency Departnent waiting for an inpatient bed than
any ot her group of patients do.

So, if | just give you sone exanples: 70 per cent of
the patients requiring an inpatient bed under nental health
will stay nore than eight hours and 20 per cent will stay
nore than 12 hours, whereas for all the other groups of
patients it's actually half that nunber.

The other part about this is that there's a 24-hour
rule, so essentially no patient is allowed to spend nore
than 23 hours and 59 minutes in an Emergency Departnent.
That's very clearly set and it is not breached at any
point for any patient other than nmental health patients.
And so, what that does is it neans that nental health
patients can breach that 24-hour mark, and unfortunately
it's not very pleasant to say but they can breach a 48-hour
mark and a 72-hour mark as well.

Every nmonth we have around two or three patients
breaching a 24-hour nmark; sonetines it's zero a nonth. The
worst nonth that we've had in the |ast few years that |'ve
been Director is 14 in a nonth.

The | ongest |length of stay we've had in the Enmergency
Departnent for a nmental health patient is five days.

Q What happens when you don't have a bed avail able and a
person is waiting for 24 hours or nore? What happens to

t he patient?

A Essentially nothing. So, this is another area within
health provision within the Emergency Departnent that's
conpletely different for nental health patients and ot her
patients. So, again, if you' ve got a nedical or surgica
patient in the Emergency Departnent, the inpatient teans
woul d cone and review that patient. So, even if there's no
bed available and there's waiting in the ED, there's a

col | aborative care for that patient, they wll receive
their treatnent, their antibiotics, their oxygen and their
pain relief, whatever it is that they need and they will be
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47

reviewed by the teamwho is essentially managing themwth
me in the ED

Q Can you give an exanple by reference to a genera
heal th condi tion?
A So, if sonmeone has pneunpnia, then | will be giving

them t he oxygen and the antibiotics and the IV fluids if
they require whilst they wait for a bed in the ward, and
their team the general physicians, will conme and see them
they will admt them which is essentially a process on
paper, and then they will cone and review that patient
whilst they're still in the Emergency Departnent. So, they
see that they are actually - they own that patient.

If there's sonething that goes wong, so just say that
patient with pneunonia deteriorates and needs some hi gher
| evel care, then | will manage that in conjunction with the
team the general physicians, who will cone down fromthe
ward to do that. That is the not the case in psychiatry.

So essentially a patient waiting in the Energency
Departnment for a nmental health bed will get nedications
charted by ne in the Emergency Departnent. They will get
reviews by the Emergency Mental Health staff, but they
won't get any psychiatry care, and they definitely don't
get anything therapeutic, so there's nothing that they get
in terns of an intervention for counselling or therapy,
there's just nedications.

They al so don't get neals, they don't necessarily get
showers - this is sonmething that we fromthe Emergency
Departnent are trying to work on, but if you can inagine
we're geared towards fast turnover of patients, nost
patients don't need neals or showers, and we're not very
wel |l geared to patients who are staying there for a really
long tinme, so things |like neals and showers can actually be
overl ooked for this group of patients unless they're
actual |y asking us.

Q And so, are there really two parts to the problem one
is that there's no capacity for themto go where they
shoul d be going, and that the Enmergency Departnent being an
Emer gency Departnent is not equi pped to nanage people on a
| onger-term basi s?

A And a third conponent which is that the psychiatry
teamis not involved in their care during their stay. So,

| gave the exanple of the pneunonia patient deteriorating
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before. |If a patient with nmental health problens
deteriorates the usual course for that or the usua
scenari o woul d be a behavioural crisis in which they get
quite agitated and need managenent of that, and that will
all be up to the Emergency Departnent to nanage as well.

Now, we're very well trained in de-escal ation and
behavi oural crisis managenent, so the skill set is there,
it's just that | don't manage anyone el se's deterioration
wi thout the other teaminvolved, but | do nanage the
deterioration of a nental health patient w thout the
i nvol venent of psychiatry.

Q Just returning to the question of wait tines. The
Nati onal Energency Access Target, or NEAT, is eight hours;
is that right?

A. It's four hours for the general popul ation.

Q Sorry, four hours. And is it different for nmenta
heal t h?

A It's set at eight for the nental health popul ati on.

Q s it set at eight officially according to that
target ?

A It's a bit conplicated but that's the one that we run
on.

Q Can you explain that?

A The four-hour one is pretty nmuch for every other part,
but the eight-hour one is giving it a little bit of
flexibility for the nmental health system

Q s it explicitly intended or designed to give
flexibility for nental health patients?
A. Yes.

Q You referred to 24-hour breaches before: does a breach
occur when a patient has been in the Emergency Depart nent
for 24 hours?

A Yes, for 24 hours or nore, yeah.

Q And that applies whether or not they're a nenta
heal t h patient?
A That's right.

Q In the case of 24-hour breaches for non-nmental health
patients, what are the consequences of a breach as far as
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the hospital is concerned?

A We don't breach 24 hours, it creates a very
significant investigation, including the managenent of the
hospital need to report to the Departnent of Health to
expl ai n what happened. That doesn't happen in the breach
of a nental health - let ne say, it's not as rigorous,
there's not as much fear around a 24-hour breach in the
mental health scenari o.

Q Can | just draw you out on that little bit, about not
bei ng as rigorous where there is a breach of the 24-hour
rule inrelation to a nental health patient: what do you
mean by not as rigorous?

A It's probably best said that we tol erate the 24-hour
breach in the nmental health patient because we know t hat
the systemis rmuch nore difficult and al so because, at
Western Health in particular, we know that we have little
control over the systemof getting the beds. So, for the
non-nmental health patient it's very much in our control to
make that bed happen, and so, therefore if it doesn't
happen the accountability is with us and there is a very,
very detailed investigation that goes into what happened.

Wth the nmental health patients, there's less - or
there's no control over finding a bed, and so therefore,
think it's felt that we could investigate and find out that
we couldn't do anything extra. | think there is also this
idea that, if you breach, it will be sending a nessage that
the systemis broken rather than hiding it.

"1l just explain that a little bit nore. So, there
used to be a practice where for sone of the |ower risk
patients who needed admi ssion to an inpatient nmental health
bed, we would put themin our short stay area or waiting a
bed. Now, there's lots of reasons to do this: so it frees
up the bed in the Enmergency Departnent to use for other
patients. Qur Enmergency Cbservation Unit is a nicer ward
environnent with a nicer bed, and it's a bit quieter, so
fromthe patient perspective - it's got a TV, it's a bit
nicer. But it also had the effect of stopping the clock,
whi ch neans that you could never get to 24 hours.

That practice was stopped for lots of reasons, one of
t hem being that we al so need to use our short stay beds, so
we can't actually have a patient in there for 24/72 hours,
whi ch was happening. |It's also because sone of the
behavi ours of the patients were difficult within our short
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stay area, especially after they have to wait for 24 or
nore hours, and the other thing is that we realised that
hi ding the problemwasn't actually solving the problem

Q So, who are 24-hour breaches reported to?
A So, nme and sonetines --

Q Beyond you?

A Yes, so then upwards through the hospital to the CEQ
The CEO or the Executive Director of Operations will then
have to answer to the Departnent of Health.

Q On the basis of your know edge, when you say the
24-hour or nore breaches in respect of nental health
patients aren't rigorously investigated: firstly, do you
nmean at a hospital CEO | evel ?

A. |"msorry, | can't really coment on that. | just
know that | don't have to do the investigation that | would
for anot her patient.

Q | see.

A | imagine, but | don't know, that the CEO still has to
have a dialogue with the Departnment of Health about it,
there's an understanding that these will happen.

Q So your know edge only goes so far as your
i nvol venent ?
A That's right.

Q And your experience is such that you don't have to do
the same kind of investigation or reporting at your |eve

t hat you understand would occur if a 24-hour breach
happened for a non-nental health patient?

A That's right.

Q Thank you. Can | ask you about what occurs with
patients who are brought to the Energency Departnent under
section 351 of the Mental Health Act?

A. These patients are brought in - essentially they're
brought in against their will to have a psychiatric or a
nmental health assessnent within an Enmergency Depart nent;
they're usually brought in by police with anbul ance

assi stance as well. So, these patients can - not really
want to be in the Emergency Departnent and may be quite
angry at the fact that they are there, hence why the police
are invol ved.
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Q What nanagenent issues arise for you in the Energency
Depart ment ?

A These type of patients are nmanaged very simlarly to
someone who is conming in with quite an urgent nedica
condition, so they need very quick attention from nedi ca
nursi ng and Emergency Mental Health staff. They are quite
resource-intensive usually, and they al so invol ve our
security staff. W obviously need to get the police back
out to the community, and so, our security staff will take
over sone of that role.

What happens with some of these patients - so there's
a fewdifferent groups within this: the first group would
be people who are easily de-escal ated, and by that | mean
t hey becone calmand they realise that they're in the
Emer gency Departnent for a reason, they're agreeable to
havi ng a nental health assessnent.

Qobvi ously you have the other spectrum where people are
not agreeable to be there, and that can either be because
they intentionally don't want to be there, or it can be
because they're actually quite unwell and they're not
t hi nki ng well enough to actually nake a deci sion about
whet her they should be there or not. |In those situations
peopl e can be incredibly agitated and violent and require
behavi oural nanagenent and usually chemi cal restraint. So,
by that I nmean we give people nedications to help
facilitate themto be calm and unfortunately in sone
situations we al so have to physically and mechanically
restrain people, and I do nean by that that we have to
strap them down to the bed.

Q What are the challenges that your staff face in
dealing with that sort of situation?

A So they're very challenging | think for any staff
nmenber, no matter how experienced you get with dealing with
behavi oural crises, they're quite confronting. There's

al ways the risk of violence and injury to staff. There's
also quite a lot of disruption to the remaining - the other
patients and other relatives within the Energency
Departnent and it's quite distressing for them

It's not easy to hide what's going on fromthe rest of
the departnent, and at Footscray in particular we don't
have a behavi oural assessnment roomyet, it's being built,
but it's not there so nost of this happens in front of
everybody el se, and that can be very distressing.
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Violence is a big risk within there scenarios, or
infjury is a big risk within these scenarios, and we do have
staff being injured. |'mhappy to report that our staff
injury rate is actually quite | ow and we've got sone ot her
structures in place to help with that, but these particul ar
crises can end in injury.

Q The bringing on line of the behavioural assessment
unit, do you think that will provide real assistance in
t hat respect?

A. It provides it - so, you're tal king about the
behavi oural assessnment roonf

Q Sorry, room | beg your pardon

A Yeah, no, that's fine. Yeah, so it provides a

di fferent space. So, the idea of the behavi oural
assessnment roomis to provide a space in a place that's
nore conducive to the patient's dignity and the distress
| evel s of the other patients and relatives. So, you're
usually a little bit out of the way, closer to the
enmergency and the anbul ance entrance of the Enmergency
Departnent and a bit nore soundproof ed.

Q Can | ask you a bit nore about the physical nakeup of
t he Energency Departnment. You say in your statenent that

t he environnent of the Enmergency Departnent is not suited
well to nental health patients. Can you el aborate on that?
A So, Footscray Emergency Departnent itself is very old,
it's very small and cranped and | ow ceilings, and it sounds
really silly to nmake that point, but it is actually really
inpressively small. And it's also very busy and it's a

24- hour business, and so, the lights are on all the tine
and there's lots of noise and there's lots of stinulation
so none of those things are very good for patients who are
acutely unwell with nmental health issues and they're al so
not good for other patients who are not as well but stil
needi ng to be there.

Q You' ve nade the point in your statenent that Wstern
Health is in the process of inplenmenting a crisis hub at
Sunshine Hospital. Wat's your view about the utility of

t hose hubs and how conpatibly they sit with the practice of
enmer gency nedi ci ne?

A So, | think one of the things about all of the
different types of strategies that people use is, everyone
wants to nmake the Emergency Departnent better for every
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single patient group, and one of the things that | always
say is that, ny environnent is designed to see patients
quickly and to institute their imedi ate and urgent care,
and then nove themon to the next place.

And so, | would prefer to manage t he nunber of
patients who are coming to ne and the need for the
Emer gency Departnent, but al so then nanage getting them out
of the Emergency Departnent to actually the destination
they need to go to, rather than create an environnent that
is better for people to stay |onger in an Emergency
Departnent. So, |1'd prefer the process and the systemto
be fixed rather than to nmake the environnment better to stay
| onger, if you understand.

So, fromthe crisis hub point of view, | think there's
sonme elenments of that that are really, really useful, but
the problens that | have with it are that they, again, nake
t he Energency Departnment seemlike the centre of care for
all of the community, whereas | don't actually think that
that's what we're there for, and it feeds into that idea of
a one-stop shop, and that's the concern that | have, is
that, the other part of this frommy Emergency Director
point of viewis that |I could do this for all different
patient groups.

So, the sanme concept happens for the elderly
popul ation, that | should nake an Enmergency Depart nent
that's beautiful for the elderly population to be there for
| onger than anyone shoul d ever be in an Energency
Departnent, so how about | just fix the scenario of noving
the patient through to their actual appropriate destination
and we coul d nake that environnment appropriate for the
el derly popul ation rather than the Energency Departnent.

Q Can | ask you about discharge planning: what's
i nvol ved in discharge planning insofar as that occurs with
nmental health patients?

A So, as a doctor |I'mnot involved in nuch of the
di scharge pl anning, the Energency Mental Health staff are
involved in the discharge planning. | inagine that it's

conmmunity foll owup, sone of that will be general, as in go
back to a psychol ogi st, here's the way you can do that;
sone of that will be coordi nated through the community
strategi es such as having a caseworker

Q So, you don't do it yourself?

A | don't personally arrange the follow up.
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Q But is it ultimately your responsibility as the
Director?

A This is again a difficult space. So for the nental
health patients, no. For every other patient, yes.

Q Can you say one way or the other what the options are
for discharge if a person is honel ess, do you know?

A So, the honel ess patients, we do actually provide a
safety net for. So, honelessness is slightly different to
nmental health, and so our social workers will be involved

i n managi ng the di scharge of the honel ess patient.

Q | probably asked the question a bad way. |f a person
has presented with nmental health issues but has no place of
resi dence to be di scharged to?

A. So, we don't discharge those patients honme until we
have sorted out sonething that we can do for them So, the
typical scenario is if soneone is after hours, or

overnight, then they won't go hone until we've been able to
sort sonething out for themin the norning.

Q And, by sorting sonething out for themin the norning
do you nean you will put themin touch with the soci al

wor ker who is at the hospital ?

A So, social worker input, yes, and also crisis centre,
Honmel ess Crisis Centre contacts. |1'll say, nost of the
honel ess people actually have all of those contacts in the
first place.

Q W' ve asked you a question which is addressed in your
statement which is, what are the nost critical areas of
unnet need? You have said, firstly, that |ow acuity
patients represent a group suffering unnmet need: what do
you nmean by that in the context of an Energency Departnent?
A So, Energency Departnents provide very, very little,

if anything, to the low acuity patients. Unless you really
neet criteria for seeing an Enmergency Mental Health staff
menber, which usually nmeans sonme kind of risk to self or
risk to others, then you won't be seen by them and you'l
really have little, fromny point of view | wll just be
maki ng sure that you haven't taken the overdose you haven't
decl ared yet or harned yourself in sone way, but other than
that | can't provide anything.

So, | really feel Iike | do nothing for that group and
|"ve said, | think everybody who conmes to an Energency
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Departnent should get sone kind of value-add, and that's
not necessarily what the patient thinks that they were
comng for, so it's not necessarily a diagnosis, but it can
be reassurance, it can be education, it can be a diagnosis,
it can be synptom nmanagenent .

For nmental health patients, especially in the | ow
acuity, | provide nothing. | mght provide a card for a
phone nunber, but that's about all.

Q W' ve al ready addressed, | think, the needs of
patients requiring adm ssions. Can | ask you your views
about how demand on the Energency Departnent, at |east in
your area, is changing?

A So, we're growing; | think every Enmergency Depart nent
is growing. The rate of growh at the nmonent for Footscray
Enmergency Departnent is about 5 per cent, and that's been
consistent. Sonetines it goes a little bit higher than
that but it's consistently about 5 per cent over the | ast
few years. That's higher than the population growth rate
and | think that's probably reflected around a | ot of

Emer gency Departnents, that the growth of Energency
Departnent presentations outstrips the popul ati on grow h.

Q You' ve nentioned the grow ng use of drug and al coho
in the comunity: does that inpact on Enmergency Depart nent
presentations, do you think, in ternms of trend?

A Yes.

Q The col | ege, our Energency Departnent Coll ege does
research on alcohol in itself and says at |east 10 per cent
of presentations to Energency Departnents are

al cohol -related, that's not including other drugs at all
and the trend is, yes, that they are increasing.

Q W' ve asked you about your ideas for reformand you
have al ready nentioned Western Health needing to have its
own nmental health service, which is | think your nunber one
recommendat i on?

A Yes.

Q You' ve nentioned the need for additional capacity
whi ch we've already discussed. |In terns of the changes
out si de of Footscray Emergency Departnent, what do you
think are the inportant changes that need to be nade?

A So, | do think there needs to be a |ot nore
comuni ty-based resources. | actually think that it's
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probably an untapped - | think there's an el enent of
unt apped dermand in there, because we're not neeting the

needs of the community at the nonment, | don't think,
because they're conmng to the Energency Departnent and not
being admtted, so clearly not acute. But also, | think

that there's a lot of - we've tal ked about the stigma and
the discrimnation around nental health and | think there's
actually an untapped denmand for comunity services as well.

| did nention in ny statement that | think one of the
t hi ngs the Royal Conmi ssion could do was - is very powerfu
around the awareness of nental health and the way that
enpl oyers and insurers could actually manage nental health
risk. | made the point that nental health exclusions at
insurance levels is actually not based on any type of risk
assessnment or severity level, unlike any other kind of
illness, and | think that that's a formof discrimnation
And, al though that does not inpact on Footscray Energency
Departnent at all, | actually think it's a very powerful
thing that the conmunity could benefit from

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

CHAI R Yes, please, Professor MSherry.

COW SSI ONER Mc SHERRY: Q Thanks very nuch for your
conpr ehensi ve statenent. Just a couple of questions.

Wul d you have any data about how often patients would be
transferred and treated on a conpul sory basi s?

A. |"msorry, | don't. It's not an uncommon request that
patients are brought to the Enmergency Departnent because
they're on a conpul sory treatnent order; that would be one
of the main reasons that soneone would be referred to the
Emer gency Departnent by the conmunity teans, but |'msorry,
| don't have that data on ne.

Q Ckay. You' ve described some circunstances that m ght

| ead to the use of physical or chemcal restraint. Can you
per haps explain what chem cal restraint nmeans in this

cont ext ?

A So we do use it as a bit of a broad termand it can
be, at the lower end of it, using oral sedation, so tablet
forms of sedation such as Valium or there's another one
that's commonly used which is called O anzapine. To take
an oral medication a patient has to be fairly conpliant and
cooperative with that, and so that's the | ower end of
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t hings and we generally use that after de-escal ation, or
talking with the patient is what we nean by that,
addressing their concerns, and then we'd offer sonething
like Valiumto say, | ook, you' re probably going to be
waiting a little while, do you think that this would help
you to nmanage your synptons and your anxieties whil st
you're here? So that's the |lower end of the spectrum

In the behavioural crisis that we were tal ki ng about
before involving a lot of security guards and the idea of
nmechani cal restraint, we're usually giving an injection of
a sedati ve.

Q And, what happens then?

A So then the patient is asleep. So, there's a few

di fferent conbi nati ons to what happens then. So, what
happens then is the psychiatrist has to be infornmed that

t hat has happened. There are a whole | ot of conpliance
things that we need to do as Emergency Departnent staff:
so, regul ar observations, regular checks of the restraints
to nake sure that they're not causing injuries.

The patients are actually managed in resus, which is a
one-on-one nursing area so that we can identify if there's
any problens. Because the other side of things is the
sedation part, so the drugs are very powerful and we need
to continue to nmonitor themlike an unconscious patient
essentially.

And then what happens is that we wait for the
nmedi cation to wear off; during that time we may have
rel eased the restraints and, when they wake up, we do a
further assessnment. Sone patients wake up and that's
really all they needed, was a really good sleep and sort of
renmoving all of that anxiety and the really high crisis
state and the tinme under the nedication has actually hel ped
that occur. O her people wake up and they're still very
unwel | and, dependi ng on what goes on, people unfortunately
could require further sedation.

Q How often woul d that occur, that extrenme circunstance?
A So, we're doing nuch better at this now. Wen | say
“much better at this", we have a systemin Footscray

Emer gency Departnent where we actually identify behaviours
of concern proactively, so we're trying to reduce the
nunber of tines that patients get to a crisis point.
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Qur code greys, which is the crisis point, have
reduced about 11 per cent via this new process that we've
got, and the proactive way of managing it has increased
above 60 per cent. So we're actually seeing a reduction
and probably about once in every two days woul d we have a
crisis point.

Not every crisis point or code grey requires someone
to be retrained or to be given injections of nedication, so
that m ght occur two or three tines a week. It does
depend, we get peaks and fl ows.

Q Just to clarify, so two or three tines a week a
patient m ght be sedated to unconscious |evel s?

A Yes. It mght be nore than that on sonme occasions, it
m ght be less. The other part of that is that sone
patients require it repeatedly.

COW SSI ONER Mc SHERRY: Thank you.

CHAI R: Q Thank you. Dr Senz, thank you very nuch for
the overview, | think you' ve given us a very good
illustration of how an ED departnent works and the
challenges in managing it. 1'd like to clarify: you do
say:

"'lce' is a particular problemw th nenta
health as its harnful effects are nore

i mrediate and it has a significant

rel ati onship with psychosis."

You have referenced that a fewtines. Can you
describe for us what in fact occurs in relation to that and
if there are any particul ar managenent chal |l enges you face
that are --

A Wth psychosis or with ice?

Q Bot h.

A. Pati ents who have acute psychosis have, in layman's
terns, lost touch with reality, they're very difficult to
rationalise with: so, sonme of themare not a problem at

all, their delusions are really internal and they're not

di stressing to them and so, they're very easy to work with
and manage.

Sone patients with psychosis are paranoid, and if
their paranoia is very real for themand they think that
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people are actually out to get themthey can be incredibly
agitated, as you can inmagi ne, and scared.

There's obviously variations on a thene within that,
but ice can trigger a psychosis, and again, that could be a
spectrumbut it tends to be very acute. Mst of the
phar macol ogi cal psychoses are very real and very acute and
patients are incredi bly scared or angry.

Q Thank you. We have heard from a nunber of w tnesses
al ready before the Royal Conmi ssion about their experiences
of going to Emergency Departnents, and | think that fear
that you' ve tal ked about is very often what they wll

descri be.

They have al so tal ked about though the inpact of the
waiting tines in an Enmergency Departnent, and hence, eight
hours m ght seema very, very long tinme for soneone in
acute nmental health crisis, let alone the other extrenes
you' ve tal ked about, and so, we do hear fromtinme to tine
peopl e have tal ked to us about the fact they just can't
wait in that environnent, they find the loss of dignity,

t he noi se that you' ve described very eloquently, the | ack
of privacy overwhel mng and they | eave and don't seek the
assi stance that they've cone to get. Wuld that be your
experiences in ternms of the inpact of those wait tines?

A Absolutely. | think all patients do a good job
waiting, the level of tine that they have to wait. And
obviously, if we could nake it a shorter wait, we woul d.
But I think for nental health patients in particular it's
very challenging to wait that long, and, |ike you've just
expl ai ned, the stimulating environment is not conducive to
themwaiting, and also, if they're very acutely unwell,
they're actually not as well understandi ng what's goi ng on.

So | think it is very challenging, and I'll say, even
once they get inand if we're waiting for a bed, one of the
bi ggest reasons for a behavioural crisis or an escal ation
of behaviour is just waiting.

Q And that mght nmean a response with security guards as
aresult?

A Absol utely, yeah, and it's just awful. It's
especially awful because we can't do anything about it. W
feel powerless as well, but it's a trend that patients do
get to - and nost patients I'mgoing to say, nost patients
woul d get frustrated, but the behavioural crisis is a
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reality for this particular group of patients with respect
to waiting.

CHAI R: Thank you very mnuch.
M5 NI CHOLS: May Dr Senz be excused?

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

<THE W TNESS W THDREW

M5 BATTEN: Conmi ssioners, the next witness is Ms Tracey
Morgan. | call Ms Morgan.

<TRACEY LEE MORGAN, affirned and exam ned: [ 10. 42am

M5 BATTEN: Q Thank you, Ms Morgan. Have you, with the
assi stance of Monash Health's | egal advisors, made a

wi tness statenment to this Royal Conm ssion?

A Yes, | have.

Q | tender that statement. [WT.0002.0013.0001] You are
the Comunity Mental Health Services Manager of the Casey
Area Mental Health Service; that's right?

A That's correct.

Q Coul d you pl ease outline what that role involves?

A So, Casey Area Mental Health Service is part of the
Monash Health Service. W have a nunber of sites and

ar ea- based services, Casey being one. M current role

i nvol ves oversight of the CAT teans, the Continuing Care
Teans, our PARCs units and our psychiatric triage service,
and |'ve previously as well been involved both in a
manager's position and in this position, and as a clinician
in working in our Enmergency Departnent services.

Q Previously you were involved in overseeing the

Emer gency Departnent, could you just elaborate for us what
that role involved?

A Yes, so | was the manager of the ECAT services, so the
mental health clinicians that were based in the Energency
Departnent providi ng assessnment and treatment for clients

t hat presented.

Q What is the ECAT service?
A. So, ECAT is the Enhanced CAT TEAM So essentially CAT
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Team | evel clinicians or acute conmunity nental health
clinicians who are based in the Energency Departnent, to be
able to provide that assessnment in that Energency

Depart nment space.

Q You' ve said they're clinicians: can you just clarify
what rol es people occupy in that teanf
A Yep, so we have a mixture; the majority are usually

nmental health nurses or psychiatric nurses. W do have
soci al workers, we do have OIs, we do al so on occasi ons
have psychol ogists, so it's usually a m xture.

Q Referrals are nade to the ECAT Team by Energency
Departnent staff; is that right?

A That's correct, so soneone may present to the triage
wi ndow, describe having a nental health issue and then that
referral can cone directly to the ECAT clinicians, or it
may be that people have presented for sonething different

al together, but in the course of investigating that,

medi cal staff in the Energency Departnent have discovered
that there's a nental health conponent and as a consequence
t hey have made a referral to the team

Q Peopl e may al so cone to the ECAT Team t hrough t he
psychol ogical triage service, which is a phone service?
A That's correct, yeah.

Q Peopl e can ring that service and be referred to the ED
and conme to you that way?
A That's correct, so that's our 24-hour contact service,

so it may be that people have called that phone nunber,
there's been a concern about their level of risk, so that
they don't feel that people can wait to be seen in the
community and they may be directed to present to the ED and
present to that triage wi ndow, but will be contacted to be
advi sed that they're com ng and what information's been

di scussed so far.

Q Can you clarify for us, what's the criteria to be
referred to the ECAT Tean? Wat do you have to satisfy to
cone to your teanf

A Look, we are | think probably nore flexible than sone
ot her services. So, for us - | know we were hearing
before, that very acute sort of end of the service. W
woul d tend to see anybody in our Energency Departnent that
presents with a mental health issue. So, we don't wait for
acriteria that's about risk or suicidality or the acuity.

.11/ 07/ 2019 (8) 714 T L MORGAN (Ms Batten)

Transcript produced by Epiq



O ~NO O WNPEF

| f you' ve presented with a | ower acuity presentation, it
doesn't nmean that we won't see you, so we will see people
in those circunstances where there's a nental health
conmponent irrespective of the identified risk.

Q You' ve st at ed:

"Most of our patients present in crisis.
Sone who feel they are in crisis do not
satisfy the objective criteria for access
to crisis support services."

Can you first just clarify, what crisis support
services are you referring to there?
A So in that circunstance |I'mtal king about either
potentially adm ssions, or CAT Team foll owup as a specific
community treatnent team W have clients that wll
present that we may refer to other services as well outside
of that particular crisis space. So, it mght be - we
don't tend to refer very nuch to our Continuing Care Teans
directly fromthe Energency Departnent, but we m ght use
programs |ike The Way Back who provide sort of three nonths
support in the conmunity but it's nore psychosocial in
nature. W mght use other non-governnment organisations,
we m ght send people back to GPs for referrals to
psychol ogi sts or private psychiatrists, so we ook at a
nunber of options in terns of what's available in the
comuni ty.

Q You've referred to the objective criteria for those
services: are criteria for those higher than getting to the
ECAT Teanf?

A Yep. Sorry, can | just check: so, you're asking about
the criteria of how people would be referred to the CAT
Team what that would ook |ike?

Q Yes.

A I n doing the assessnent people woul d be presenting
either as at risk but able to work with us in terns of
bei ng kept safe in the community and havi ng support, or
they nay be very psychotic or very unwell but their risk is
ot herwi se manageabl e, so they're not acutely suicida

per se but still very unwell and able to engage with us in
treat ment.
Q In reference to the Emergency Departnent you have
st at ed:
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"There is a growi ng need for nental health
services and waiting tines are increasing."”

Coul d you outline for us what the grow ng need is?
A Yep, so Casey is based in a growh area of the
catchment; we sort of have a | arge anount of housing
devel opnent in an area that doesn't have |ots of existing
infrastructure necessarily in ternms of other services that
you can access in crisis. It also has its own stressors
with people noving into these sorts of areas, they may be a
long way fromfam |y and other supports, they're often
taking on nortgages that place themat financial stress.
W see a | ot of people, probably nore than | would have
five or ten years ago, who are presenting nmaybe with
sui ci dal ideation but in psychosocial crisis: they're not
being able to nmake their nortgage paynents, they may have
| ost their jobs, they are having relationship difficulties
or rel ationshi p breakdowns, nore donestic violence, and so,
the build up of those stressors has led themto a point
where their nental health is then conprom sed and they're
at risk.

Q When you say "the waiting tinmes are increasing”

wai ting tinmes for what do you nean?

A Across the board really, so the waiting tines in the
Enmer gency Departnent when people present there just to see
peopl e are increasing. For Casey Hospital the average over
the last 12 nonths would be five hours, but that's the
average, sone people may wait an hour, sone people may wait
eight or nine. It's a 20-bed department and it's very
smal|. Casey over the last four nonths has averaged about
360 nmental health presentations a nonth, so it's a |lot of
people to sort of nove through what's a fairly snal

Ener gency Depart nment.

But al so, as community services are put in place, so
any of those non-governnent organi sations for exanpl e,
there will be an influx of referrals as they start and then
things will get to the point where there are waiting lists
and it's difficult to access those servi ces.

There are al so a nunber of conmunity-based services
that exist, but they' re tendered, so they're only there for
short periods of tine, and after a couple of years they may
change nanes or location and it's very difficult to track
that, so if you're in the community trying to find support

.11/ 07/ 2019 (8) 716 T L MORGAN (Ms Batten)

Transcript produced by Epiq



O ~NO O WNPEF

before you get to a crisis, it can be very hard to know
where to go and what to do.

Q In the Enmergency Departnent you've said that clients
can wait - the average is five hours, is that what you
sai d?

A Yes, and that's just for the initial assessnent, to
see a nmental health clinician, that's the average, but it
can be nuch | onger than that.

Q I n your statenment you said:

"When | was first working wth ECAT over
10 years ago | saw nore patients with
depressi on and psychosi s but now we see
patients with a wi der range of nental
heal th issues."

Can you el aborate for us what are the w der range of
mental health issues that you're seeing?
A Yes, so | think we're seeing a lot nore clients who
are, as | say, in that psychosocial crisis and have nental
health inpacts as a result of that. W're seeing a | ot of
clients whose behaviour and nental health has been inpacted
with substance use. [It's not that those clients weren't
there before but | think the increase in the use of
stinmul ants has neant that we get a | ot nore presentations,
| think, with quite agitated and behaviourally disturbed
clients who then have nmental health inpacts as a result of
t hat substance use.

We still do see clients obviously who are either
psychotic or having nore traditional presentations |ike
bi pol ar disorders and nore chem cally driven depression,
but I think we have a greater nunber of people whose nental
heal t h has been inpacted by what's going on within their
lives, as well as a behaviourally/biologically presented
il ness.

Q Are you able to conment on what proportion of patients
who cone to the Emergency Departnent are involuntary
patients?

A | couldn't tell you off the top of nmy head t he nunber

| know that we work very hard to try and keep as many
peopl e as voluntary as possible, but there certainly is a
conmponent of people who are brought there against their
will either by the police under the section 351 that we
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were tal king about before; we do al so have clients who are
sent to the Energency Departnment by our community teans: by
psychiatrists, by GPs, on an assessnent order or on a
variation of their treatnment orders.

Q Staying in the Emergency Departnent, when sonmeone's
cone to the Energency Departnent and they' ve been triaged,
where are they physically waiting then?

A So it sort of depends on how they' ve presented and
where they present. |If they' ve presented thenselves to the
wi ndow, unless they're triaged as being at high risk,
they' Il nost likely be waiting in the waiting room For
those clients who may present with police or anbul ance, the
ED staff will do a triage of their presentation, and again,

depending on their risk, they may go directly through to a
cubicle or it may be that they go to the waiting roomto
wait as well.

Q You said in your statement that the ED environment is
not hel pful for patients who present in crisis or who are
exhibiting nental illness. Can you elaborate on why it's
not hel pful ?

A | think very much, as we were hearing before,

Emer gency Departnents are very busy places, they're fully
it 24 hours a day. You know, they m ght turn sone lights
off at night, but it's never not lit up there. They're
noi sy, they've got a | ot going on

Sone of the noises that you hear and the voices that
you hear across the Enmergency Departnent are not only | oud
but very distressing. You'll have families in there who
are in the process of being given the news that their
fam |y nmenber's not going to survive; you' ve got people
coming in wth trauma incidents and that's noisy and quite
chaotic; you've al so got people comng in behaviourally
di sturbed either because they're substance intoxicated or
because of other things that are going on for themat the
time, or because of pain, and so all of those noises are
sort of constant and 24 hours.

And when you've cone in in crisis and you don't know
quite what's going to happen, and you're scared and
overwhel med and you're in this environment where you're not
necessarily going to get any sleep, your support people or
your famly may or may not be there, and people aren't in a
position to spend a ot of time with you to provide any
reassurance. | nmean, we will provide what we can in terns
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of nedication and treatnent, but you were already feeling
pretty terrible before you got there and to spend
potentially 24 hours or nore in an environnment |ike that
isn't doing anything a lot - to any degree that offers you
any help or assistance or gets any better, it's very

over whel m ng.

Q When soneone sees the ECAT team where is the
assessnment conduct ed?

A It's usually in a cubicle. Cubicles in Casey
Hospital, sone have physical walls, there are sone specific
roons that are there, but the majority of cubicles are sort
of paper curtains and things that you can draw around to
get at least a little bit of privacy. Casey, unlike sone
of the other departnents, doesn't have a specific interview
area that we can use to see people, so we're reliant on a
cubi cl e bei ng avail abl e.

Q Can | turn to the issue of treatnent. You've stated
t hat ECAT does not turn anyone away.

What does that nean? Does that nean everyone who i s
referred to ECAT gets assessed?
A (Wtness nods).

Q Do they al so receive treatnent?

A Yeah, so what we will do is we'll do an assessnent; to
do an assessnent properly in ternms of an ECAT assessnent,
so that nmeans talking to the client, talking to their
famly or next of kin, their stakeholders that are taking
care of themfor those that you can get hold of depending
on the tine of day and actually witing that up, it's about
an hour and a half. Everyone will get that assessnent.
Sonme of those people will go on to then need adm ssion to
hospital, sonme may be able to be linked in with our
community teans. For others where we may not be picking
themup for treatnent, we wll still ook at what options
are available and try and provi de some specific plans and
ideas to put in place.

Q |"d like to go through each of the options but just at
t he outset can you clarify what they are: one option is
adm ssi on?

A. Yes.

Q One option is linking to community services?

A. Yep, so that would be nore primarily our acute CAT
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Team ki nd of follow up, or we have an option through Monash
Heal th which is our APMclinic which is a psychol ogi cal
service that's available that | can book an appoi nt nent
through a diary at the tine.

Q | will ask you sonme questions about that. But in
ternms of the options, is the only other option discharging
peopl e?

A By and |large they're the sort of acute options. W do
have Continuing Care Teans, but when peopl e have presented
incrisis that's not normally the sort of treatnent that's
best suited. It may be that you get followed up by our CAT
Teaminitially and then we | ook at those | onger-term sort

of referrals at that point.

Q Can we turn first to the option of adm ssion. Wat
proportion of people who present to ED with nental health
i ssues get adm tted?

A Look, I think it is sort of between about a third and
50 per cent, and then we get skewed a little bit because
sonme of those people comng to the Emergency Departnent are
com ng specifically for a bed because our community
services aren't able to provide themw th that support in
the comunity any nore, but that woul d be the nunber from
t he Energency Departnment that goes through to wait for a
bed.

Q You' ve st at ed:

"The biggest driver in assessing whether
someone should be admtted to hospital or
treated in the community is their risk to
t hensel ves and to ot her people, especially
a famly nenber."

Can you explain to us, why is that the assessment
criteria for whether soneone gets a bed?
A Adm ssion to hospital at the nmonment, so our inpatient
unit stay, is around about nine days. The inpatient unit
does a great job and they provide contai nnent and support.

But there's also acute community treatnment options in
the comunity. So, if we think that we can work with you
and keep you safe, you've got the support of famly or
friends or people that can cone to offer you support, then
that's often a better option for people when they're in
their own environnent. W can cone and see them at hone,
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t hey can cone and see us dependi ng on what suits best, but
we're able to provide the sorts of treatnents for people
who are acutely unwell in the community to at | east get
things started and get themon the path to recovery; that
doesn't have to happen in a hospital.

But if we can't keep you safe at honme or if you've got
to a point with your fam |y and your | oved ones, because
it's taken quite sonme tinme for themto be able to get to a
poi nt of getting treatnment and support, they are just not
in a position to be able to continue to offer that support
and we can't keep you safe, then we woul d again | ook at
hospital and that option

Q When the person is admtted on that risk criteria, is
the underlying condition treated or is the crisis just

managed?

A So | ook, they will be started on treatnent for the
condition itself, but that treatment won't reach a point
where we'll see whether it's going to resolve the synptons

or not. For nost medications and treatnments that we start,
and it's really that nedication treatnent that we're

| ooking at initially, it will take a couple of weeks before
| even start to see whether it's having nmuch inpact on your
synptons. Mostly I'll knowif it's giving you
side-effects, that if it seens |ike the right kind of
choice, it wll take quite sone tinme fromthere to see
resol ution of synptons.

So people aren't going hone from hospital, you know,
with a full recovery of their illness, but medication wll
be started.

In ternms of the nore psychol ogical kind of treatnents,
agai n you m ght speak to sonebody during your inpatient

stay but that's longer-termwork that will happen in the
conmuni ty.

Q |"d like to turn to the issue of suicide. You have
st at ed:

"Adm ssion is necessary where there is a
risk of suicide or a high risk of self-harm
or harmto others."

Does Monash Heal th have experience of people who
present to the ED who are suicidal who are not admitted?
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A. Yes, we do.

Q Wiy aren't all people who present as suicida

adm tted?

A So, suicidality and the experience of that for people
is very different. For sonme people, it may be the first
time they' ve experienced this, it may be in the context of
either their first onset of synptons, their first onset of
illness, their first experience of being psychosocially in
a position where they're feeling really stuck and they
don't have options. That presentation of suicidality may
be very different to sonebody el se who has, over a period
of tinme, devel oped what we call maybe a chronic path of,
they nmay have had a life where they've had a | ot of trauma
or a lot of distress, and part of the way that they
experience that is that suicidality may be with them al
the tinme, they may not ever get relief fromit, but there
may be a capacity to distinguish between, |I'mfeeling
suicidal and I want to do something about it right now,
versus |I'mfeeling suicidal which is always there but I'm
| ooking for help to be able to work through that and get
assi stance with that.

So, suicidality in and of itself isn't the sane for
everyone that presents, and so you need to assess what
that's about, what the risks around that are, and try and
do the best that you can to try and work with the client
about that and find some plans that help themto nmaintain
safety and to access the kind of treatnment that's going to
try and help to either reduce or resolve that.

Q If a person is suicidal but is not admtted, what
treatnent or support is provided in that scenario?
A. So sone are referred to our acute community team so

they may go to a CAT Teamfor followup. For sonme where
the suicidality may be about that nore chronic kind of
pi cture but not an acute experience of it, it would be
| ooki ng at what the best sort of treatnent is for that.

I n a nunber of those cases it's psychol ogi cal
treat nent and support around devel opi ng different
behavi ours, which is longer-termworking. It can also be
quite difficult to access so it's not necessarily an easy
path to Iink sonebody into, but there are certainly a
variety of options |ike that that you would | ook at.

Q Does Monash Heal th have experience of people who

.11/ 07/ 2019 (8) 722 T L MORGAN (Ms Batten)

Transcript produced by Epiq



O ~NO O WNPEF

present to the ED, who are suicidal, who are not admtted,
and then who die by suicide?

A Yes, we do.

Q Have you been involved in reviews of those situations?
A Yes.

Q Have there been systematic changes as a result of

t hose revi ews?

A Yep, yep

Q Coul d you outline for us sone exanples of the types of

systemati c changes?

A Yep, so we've done a variety of different things,
guess, over the years. One of the nore recent ones is

gui te extensive review about how we do risk assessnment and
how we capture sort of what | was tal king about before,
that difference between that very acute picture of
suicidality and then a picture of chronic suicidality that
may have becone nore acute, so we've done quite a bit of
work in ternms of working with our staff and our
docunent ati on around trying to be able to predict those
sorts of factors better than what we had.

W' ve al so | ooked at, for clients who are in our
Emer gency Departnent, and as we were hearing they can be
there for 24 hours, rather than being in a position where
we do the assessnent and then it's like, alright, well,
then you'll go on to a bed. W have asked our clinicians
to be making sure that they're going in regularly and doi ng
nmental state and risk assessnent.

So, if you're sick enough to stay there and wait for a
bed we shoul d be checking how you' re doing. W' ve got our
medi cal support for - our ECAT teanms going in and starting
treatnent, rather than waiting to start treatnent when they
get to the ward. W're getting those staff involved
earlier in trying to get those things rather than waiting
for people to get to the next stage in their treatnent.

Q And so, there's been a change to the assessnent
process, that's been inpl enented?
A Yes.

Q Since that change, has anyone presented to the ED
sui ci dal, not been admtted and then di ed by suicide?
A. Yes.

.11/ 07/ 2019 (8) 723 T L MORGAN (Ms Batten)

Transcript produced by Epiq



O ~NO O WNPEF

Q I n your experience, is that situation unique to
Monash's ED?

A | don't believe so, no.

Q W were tal king about the options when soneone

presents to the Energency Departnent and we were talking
about adm ssion. Can we now turn to the issue of when
sonmeone is not admtted: what happens in that scenari o0?

A Yep, so where sonmeone is not admtted they will often
go onto our CAT teans for community support, so that's a
communi ty-based team wusually geographically |ocated. They
will go out and either see people at home or have people
come into a clinic to see them That's sort of the prinmary
teamthat we offer.

We al so have the APM service, our psychol ogica
service, that we can nake a referral to, or alternately we
can | ook at what other services are available in that |ocal
area that people may be able to access: it may be a program
that we're currently involved with called The Way Back
where a non-clinical person provides three nonths worth of
support in a catch up with people and al so hel ping themto
wor k through sonme of the psychosocial challenges that are
contributing to their nmental health distress.

It may be ot her non-governnent organi sations who are
able to provide sort of follow up and support for periods
of time.

Q One of the options you just referred to is the Agile
Psychol ogi cal Medicine. The Comm ssion has heard evi dence
that the nunber of people who could benefit fromthat

servi ce hugely outnunbers the actual referrals they
receive;, are you aware of that?

A Certainly at the beginning, yes, | was, and |I'm aware
of the evidence, yes, earlier

Q Can you explain for us what is the barrier, why aren't
the referrals making it to the Agile Cinic?

A | can sort of talk to the Casey experience of it
probably nore than anything else. | know that certainly
initially it was a bit of a challenge for people to think
about things in that different way, and triage is probably
the other area |'maware of in terns of how they can refer
directly into this clinic.
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| think initially there was a chall enge for our
clinicians to think about those treatnents in a different
way. | think also, as they got nore famliar with it and
started to use it - you know, what | would say at the
nmonent, our issue is nore about being able to get access to
appoi ntnents and resources nore so than an unwillingness to
refer, so it is sonething that's changed over tine.

Q You also refer to the fact that you manage a PARC?
A. Yes.

Q You've said in your statenent:

"PARC performance is not tied to KPIs of
any kind but occupancy need is directly
linked to hospital demands."

Can you pl ease explain what you nean by that?
A So | think PARCis - | know there's been a previous
wi tness during the week as well - PARC is a residential
recovery service that's available for people to use for a
sort of two to four week period depending on the nature of
their presentation and their recovery goals.

Wat we are finding is that, because of the pressure
on beds at that end of the service, we're finding that the
kinds of clients that we're having cone, is what we call a
step-down. So, there's always been the option of people to
come fromhospital to a PARC to continue to have support,
working to integrate back into their hone life or going
back to work and those sorts of things, that's always been
avai | abl e.

Wat we're finding | think nore is that people are
com ng to PARC as wel| because we needed sone pl ace for
themto go to be able to create acute beds for people who
are comng from Energency Departnents or who need that nore
sort of contained environnent, and that nmeans that sone of
the clients that we've got are not as engaged in the
recovery progress and the referral is nore about having
sonme place for themto go to reintegrate to goi ng back
home. So it sort of conprom ses the programto a degree.
But peopl e need sone place to be, they need that support.
There are still things that we can help themw th and work
on but it just neans that things are not exactly the sane
and the stay is shorter than what it nay have been, you
know, if | conpared it to a couple of years ago.
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Q Can | turn to the issue of honel essness. 1In relation
to patients who are honel ess you' ve st at ed:

"I'f the patient does not need treatnent or
adm ssion, we keep themin the ED until
accommodati on somewhere is found or they
are able to be linked to a crisis
accommodati on service."

Can you give us an indication of how many patients
that you see would fit into this category, how many
patients are honel ess?

A Yeah, it's unfortunately a grow ng nunber. CQur
information so far suggests | would think probably around
about a third are experienci ng honel essness, but we
consider that quite a broad category, so it's not just
peopl e who don't have a honme full stop although there are a
nunber of people in that circunstance.

What we're finding is nore and nore clients who either
financially are not able to afford the housing options that
are avail able, they may have been di spl aced from hone
ei ther agai n because of nortgage stress, relationship
breakups, donestic violence. They're not able to return
there but they can't afford accomobdati on to go anywhere
el se.

There's al so peopl e who, because of the nature of
their illness they're just not in a position where they
have the skill to sort of nmanage being in what is sone
fairly unpl easant acconmopdati on services that are out
there. | was hearing the other day of a client who had
been sent to an accommodati on t hrough an accommodati on
service to sone place that didn't actually even have a door
on the roomthat they could close.

So the nature of the accomopdati on services that are
avail able if you either don't have access to any kind of
Centrelink or any kind of financial support, or you're not
able to return to a hone for other reasons, whether it be
an AVO or a relationship breakup, your options are very,
very limted.

From an Enmergency Departnment and from an ECAT
perspective we can link you with an acconmodation crisis
service but they still have difficulty actually accessing
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accommodati on services - you know, suitable accommobdati on
People will be put up in hotels for a couple of days which
i s not sustainable.

What we find is that, while people are struggling with
those sorts of issues, it's incredibly difficult to make a
pl an about how to engage with a psychol ogi st or a
counsel l or or anyone around your psychol ogi cal needs when
you're trying to figure out where you' re going to sleep
safely tonight. And, by the tine people get to us, they've
often worked their way through couch-surfing and staying
with friends and famlies, and that's no | onger a viable
option for sone of these people either and nakes it really
difficult for them

Q You' ve said in your statenent that you have staff on
t he phones in the ED trying to find a place for people in
the comunity. What staff do that role, who's performng
t hat rol e?

A Primarily it's trying to contact crisis enmergency
services, and that's ECAT primarily. W' ve had di scussi ons
wi th our social work services in the Energency Departnent
but they don't have any better options either, so
essentially if we were to ask them for support, they would
be providing the enmergency accommodati on servi ce phone
nunbers.

Q You' ve also referred to the ED being a stressful place
and the pressure on staff. Can you el aborate on the
pressures that are experienced by staff in the Emergency
Depart nent ?

A Yep. So, look, froman ECAT perspective, there isn't
ever not really people with a nmental health issue in the
Emergency Departnent. | know when | | ook through, | get a
text every norning that tells ne how many people are in the
Emer gency Departnent, and every norning you start your day
with six or seven people in the departnent that have been
there fromthe night before, sone are there waiting for
beds, sone are there waiting for reviews, sone are there
waiting for us to try and help with accomodati on or

| i nkage to other services because they' re being di scharged.

That's sort of where you start, and so, you start
wor ki ng your way through those clients, but in the neantine
you' ve got other clients continuing to conme into the
depart nment .
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So, for us we've sort of changed our - where we place
our resources. W've got two clinicians in the norning as
wel | as our nedical staff support, two in the afternoon and
one person at night. But in a 20 bed departnment you can
have a lot of clients in there that are either waiting for
ECAT, waiting for transfer somewhere else, waiting for us
to hear back from people so that we can tie up a plan that
keeps themsafe. That's incredibly frustrating for
clients, for the Emergency Departnent staff, and so, you
know, there's only one or two of themand you' re trying to
assess people, you're trying to absorb their stories,
you're sonetinmes talking to clients that don't want to talk
to you and that can be quite confronting when people are
agitated and angry and frustrat ed.

You' ve got a departnent and staff that are al so kind
of saying, what are you doing? Wy are people still here?
Where are they going? I1t's not an easy place to work.

Q Finally, M Mrgan, what changes to the system do you
t hi nk woul d hel p ECAT better neet its objectives?

A. Look, | think there is a big gap in terns of people
bei ng able to access services before they get to the
Emergency Departnent. | nean, things have been added: we
have things Iike our PACER units which is where clinicians
go out with police to try and see peopl e, where things have
got to a point where 000 has been cal |l ed because of
enotional distress or the situation in terns of

contai nnent, but a clinician who can go out and assess
situations there and nmake direct |inks to our CAT teans and
adm ssion beds as well to try and support peopl e not having
to cone to the Emergency Departnent for that assessnent.

But | think, you know, | speak to a nunber of famlies
and a nunber of clients who tal k about being - you know,
knowi ng that things aren't going well, but not being able
to access help, there's a huge gap in terns of being able
to identify services who can provide help before it gets to
that crisis point.

And, whilst it was a service that we used to be able
to offer in our comunity teans, the denmand at that crisis
end now nmeans that we don't get as involved with people in
t hose earlier stages where you could avoid people getting
to crisis point.

And, in terns of the non-governnment organisations,
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because they' re tendered, because they nove, because they

change; | know they're there and | have trouble finding
themand figuring out who it is and who doesn't have
waiting lists. |If you don't know the system and you're

going to look, it's really, really hard to find people.

Then, you can | ook at GP and private psychol ogi sts and
private psychiatrists, but that's not necessarily
financially sustainable. There are not many that actually
do bulk bill. So, even though there is governnent support
for accessing those services, it's not necessarily enough
sessions or long enough to address the kind of issues that
people are trying to deal with, and they don't have the
capacity to financially sustain those gap paynents and
trying to access the treatnents and services that would
help themto devel op better coping strategies or help
people to understand their illness better and how to nmanage
it, you know.

That m ddle part of the system has kind of disappeared
and fam lies understandably are very distressed, that they
know that their famly nenber is going unwell, the famly
menber m ght not think they are, but they know that they
are and they don't have capacity to get help for themin
the way that they think would be useful.

M5 BATTEN. Thank you very nuch, Ms Mdrgan. Chair, are
t here any questions for Ms Morgan?

CHAI R No, thank you very much, Ms Morgan, for your
overvi ew t hi s norning.

M5 BATTEN:. May Ms Morgan be excused?
CHAI R Yes, pl ease.
<THE W TNESS W THDREW

M5 BATTEN. Thank you. Chair, is now a convenient time for
a norni ng break?

CHAI R Yes, thank you very mnuch.
SHORT ADJOQURNMENT

M5 NI CHOLS: Conmi ssi oners, the next witness is Assistant
Conmi ssioner denn Weir, | call himnow to give evidence.
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<G.ENN CHARLES WEI R, sworn and exam ned: [ 11. 46am

M5 NI CHOLS: Q M Weir, do you have the rank of
Assi stant Comm ssioner within Victoria Police?
A. Yes.

Q Are you responsible for the eastern regi on of
Victoria?
A. I am

Q Can you describe what that enconpasses geographically
speaki ng?

A So |"mresponsible for all police operations fromthe
Cty of Monash in the south up to and including Wangaratta,
and then as far east as the Shire of East G ppsland, so to
t he New Sout h Wal es border and enconpassing all the border
areas al ong Wangaratta, down to Shepparton and G ppsl and,
and back through to Knox and Boroondara, so a |large part of
Victoria.

Q A very diverse region?
A It is diverse in terns of community, denographic and
requi renments for policing.

Q How nany police are there assigned to the eastern

regi on?

A | have just on 2,800 sworn police and Victorian public
servants.

Q Before | go any further, have you prepared a statenent
whi ch answers the questions the Royal Conm ssion has asked
you?

A. | have.

Q | tender the statenent. [WT.0003.0002.0001]

Assi stant Commi ssioner Wir, can | ask you to explain
briefly the role of Victoria Police that is set out in very
general terns in s.19 of the Victoria Police Act?

A Sure. So, Victoria Police has a range of
responsibilities that are articulated in the Victoria
Police Act. In particular, a nunber of it obviously

focuses on detecting and preventing of fences and

appr ehendi ng those who conmt. But nore particular,
think, in this context is around hel ping those in need of
assi stance and that's certainly one of our key roles.
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Q Police are often the first responders to situations

i nvol ving people with nental health issues and their needs;
that is right?

A That is true.

Q W1l 1l those situations include tinmes where nental
health issues are explicitly called out when police are
contacted but also tinmes when it is not?

A Yes, so there's generally three ways that we cone into
contact with people, and that is either those people who we
come in contact through the crimnal justice system there
are those that we conme across by virtue of calls for

assi stance, that can be from nenbers of the public, famly
menbers, or people in the nedical sector; or those that we
just conme across in everyday policing, including random
connections in the street, through traffic intercepts,

t hr ough attendi ng people who m ght be victins of crine,
road policing intercepts, or attending accidents. There is
a broad range of ways we cone into contact with people
experiencing nental health.

Q Do nental health clinicians sonetines ask you to do
wel fare checks?
A Oten. That is a duty that we performmany tines

every day and to varying degrees of severity, and varying
out cones and varyi ng ways that we woul d respond dependent
on what we know or find out during that contact.

Q You' ve said in your statenent that police are not
mental health clinicians but are neverthel ess expected to
nmake deci si ons about an appropriate response in those

ci rcunstances you' ve just described, including whether or
not to engage ot her services?

A Yes. In ny experience of 38 years, whilst we're not
mental health clinicians, you quickly beconme experienced in
recogni sing attributes of nental health for those people
experiencing nmental health. Qur experience |evel and our
structure around supervision, risk assessnent, seeking
information prior to engagi ng soneone, in particular when
we're called for a planned response to, in particular from
a nental health clinician or fromthe health sector varies,
but we try and obtain as rmuch information as we can, and we
nmake assessnents based on the facts as they present and
take a course of action as those circunstances dictate.

Q |s there a protocol between the Departnent of Health
and Human Services and Victoria Police which is intended to
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provi de gui dance to police about howto interact with
mental health clinicians?

A There is. The Mental Health Act provides us with

| egi slative powers to do certain things in response to
certain incidents. The practice guide, the protocol, has
been devel oped to informwhat the legislation allows us to
do in a nore prescriptive and assisting manner and it's
used daily and it's of great assistance.

Q Is one way that the Police Act is a conduit between
people in the community and the nmental health system by
making a referral under the Victorian Police e-Referral

syst enf?
A It is. So, there's two streans here, and one enabl es
us to - | suppose we have three options: one is to do

nothing if the circunstances dictate that there's no
requirenment; (2) is to nake a referral for a non-crisis

i ssue through the Victoria Police Electronic Referra
System and I'll explain that a bit further in a nonent.
The third option, of course, if the circunstances present,
is for us to enact our powers under the |egislation and
take that person to a place for assessnment or further
treat nent.

Q We' || go back to that in a nonent, but can we return
to the e-Referral systenf

A. Sure.

Q Sure. So, we have a system an El ectronic Referral

System that is utilised for 26 different circunstances,
excluding famly violence which has its own particul ar
referral system For nental health referrals, people
experiencing nental health, we gather data, fill in a form
and that is transmtted to Monash Health which has the
contract and responsibility with us to receive, triage and
action those referrals.

W have a "no wong, door approach.”™ By that | mean,
the referral may be for sonmeone who has a drug and al cohol
i ssue, as the non-clinically trained police would attend
and think that m ght be the issue, and that m ght be
referred off, but then it mght turn out that there's
actually a nental health issue, so there's a re-referral

And Monash Health certainly work the other way: if
they receive a referral for someone who's experiencing
mental health and through their contact realise that, well,
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actually this person has a significant drug and al cohol
issue or there's other factors of conorbidity that m ght
need a re-referral, they certainly do re-refer on. So, it
doesn't matter how people get there, as long as they get

t here.

Q So, this as consent-based system for non-urgent
situations?

A Yeah, correct, and that can be problematic, is that it
has to be consent-based. However, with respect to people's
privacy and their human rights we nake that call that we
don't refer people if they don't consent.

Q So essentially, the police officer involved, with the
consent of the person, will take their details?
A Yeah.

Q And enter theminto the portal and then Monash Heal th

will contact the person?
A That is, in essence, what happens.
Q | s another nore direct way in which the police are

i nvol ved in connecting people with the nmental health system
t he one you nentioned before, which is where they are

call ed to apprehend sonmeone under section 351 of the Mental
Health Act?

A Yes, so that particular provision in the Act, it gives
us the legislative power to apprehend people and to take
them for assessnent. However, that power is not used
lightly and it is often the end point of a considerable
period of engagenent, discussion, intelligence and
information gathering fromas many areas as we can before
we take that decision to apprehend sonmeone, which can be
quite traumatic for the person, for their famly, for
observers, for the police, and to then take them by either
police transport, which is not ideal, our preferable nethod
is that they are transported by anbul ance if possible.

O course, sone people experiencing nmental health are
extrenely violent and are extrenely, by nature of their
illness, irrational and are not able to be tal ked into
going to an anmbul ance. We woul d never put anbul ance at
risk and we have quite good di scussions and we have a
really good relationship with Anbul ance Victoria around
what happens.

In the past there have been significant issues with
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del ays in anbul ances attending and the decision has often
been made, and still is, that we will transport people in
police vehicles, in divisional advance. That is not deal
that is a last resort for us.

Q | s the objective of doing so, in order to get them
nore qui ckly to an Energency Depart nent?
A Yes, but it's also - it's often done for a coupl e of

reasons. One is that sitting and waiting with a person
experiencing nmental health issues can sonetinmes be fine and
you'll build up great rapport and assist the famly. O her
times it heightens their stress, and so we do that.

There's a practicality too to our service demand
requirements. Whilst the police are there dealing with
that person, they're not doing all their other duties. It
shoul dn't be our core duty to be a transport for people
experiencing nental health, but practically we realise that
sonetinmes that will always happen, just like we shoul dn't
be the agency of first resort rather than last resort, we
seemto have becone the agency of first resort over
t he years.

Q Just followi ng that journey, if you are dealing with a
response to a section 351 situation - and we'll go back to
the criteria for that in a nonent - one option you have is
to seek the attendance of the Mental Health Police Response
Unit, otherw se known as PACER, to conduct an in-field
assessnment, and the other alternative is to arrange a
transfer to the Enmergency Departnent. Are those the two
pat hways?

A Those woul d be and then the sub-pathway to the
transport is either us or anbul ance, yeah. But the
attendance of a clinician through the PACER programis
absol utely beneficial, which I'Il expand on in due course.

Q Yes, we'll get to the PACER in due course. Wen you
get to the Emergency Departnent, what, if you can say, is
t he experience of the police in terns of wait tines?

A It varies and it has inproved, 1'd |ike to say
significantly but | can't say that. W work really well

wi th hospitals and Energency Departnments who do their best
inareally difficult situation to give priority to police
who have presented at their facility with soneone needi ng
assessnment who's been detai ned under section 351 of the
Act .
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It is not unusual for police to be waiting two hours.
It is not unusual for nmultiple police units to be at one ED
with multiple people needing assessnent, and the service
delivery inpedinents for the rest of the community, by us
having all our avail able resources tied up there, is
significant.

One of the barriers is that, the legislation dictates
t hat when we apprehend soneone under section 351, we cannot
di scharge our duty that we've enacted under that
section until a person is seen and assessed by a nedica
practitioner or a qualified nmental health practitioner, and
appropri ate handover and transfer of relevant information
has occurred.

Readi ng that in isolation you think, oh, that sounds
simpl e enough, but it is a tinely, inpactful process. |
sort of outline sometimes there are multiple police there
with multiple patients. W cannot transfer between the
police. Once you enact that power, then you nust stay
there until that is discharged.

A lot of EDs, of course, are not designed to have
police and peopl e needi ng assessnent sitting there with
ot her patients. Sonme do have areas where they go. You
know, they all have security that we can't discharge that
responsibly to but do assist, but it's inpactful and it
doesn't de-stignmatise the experience that nental health
patients have because, if the police are there with them
everyone's | ooking: everyone's |ooking and I'm not sure
what inpact that has on other patients, what inpact it has
on that person thenselves. W don't want to be there doing
t hat .

We realise there is always going to be arole in
deal ing with peopl e experiencing nental health for the
police, we realise that. However, |I'mnot sure that, as
t hi ngs have changed over tine, that there's been a broader
nore strategic piece of thinking done about what all the
i npacts are.

Q Just collecting the thoughts there for a m nute, what
are the particular gaps in the systemthat you see that
mean police are performng that role when you really would
prefer not to be?

A So, the significant gap | think is that people often
go fromlowlevel - "lowlevel?" - that go from
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experiencing nental health i ssues and dealing with that and
l[iving in the community, to crisis with no intervention.

So, the first tine often that police will have any
i nvol venent, is when it's reached crisis level. So, the
mssing mddle as it's been described is a significant
issue, in ny view

Peopl e who have the ability to engage with
practitioners and clinicians and avoid taking that step to
crisis generally function and live really well, and we
don't know what we don't know because we don't have a | ot
to do with people who aren't at crisis. So, that is a
significant gap, | think

The other gap is where we are engaged with people
t hrough a whole variety of neans: be it a call for welfare
assi stance or we conme into sonmeone who's in crisis at the
top end, right back to where people are experiencing issues
with famly nmenbers and, you know, we're the default
agency, and we're a 24/7 agency, we have a | eadership role
in comunity, | think that's really inportant, so people
come to us. So we will make the referral through the
referral system but sonetinmes it needs nore than that.

But the ability for us to have one single point of
entry into the systemthat allows us to find out what that
person's particular issues, history, needs are, is not
t here.

The PACER programthat you nentioned before is a
cl assi c exanpl e of sonething that works sonetines, in sone
pl aces at sone level, but again it's pieceneal.

Q Can | just take you back to what you said a nonent
ago. You nmentioned one single entry point into the system
did you have sonething in particular in mnd when you said
t hat ?

A So, dependi ng where the incident occurs, where the
police are, where the person experiencing nental health
that you're dealing with is, it nmeans a conpletely

di fferent system or process dependi ng on where you are.

Q You nean, where you are geographically?

A Yes, so there's no consistent integrated nodel across
Victoria. Al the nental health areas work incredibly hard
and are incredibly professional and conpassi onate people in
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nmy experience of dealing with them But it's different;
every time you engage with a service it's different.

The ability for us to have one point of entry into the
system to then be appropriately referred to the
appropriate area for the appropriate clinician to give you
t he appropriate advice that hel ps you risk assess or

provi de assistance to those needing it is vital, in ny
view. It is far too conplex and inefficient at the nonent.
Q By one point of entry, do you nean a consistent way of
entering the systen?

A Yeah.

Q O one portal or both?

A | think so, how it |ooks practically I think is

sonet hing that could be done as a piece of work, but at the
nonent we've got six or seven silos all working really hard
and professionally and trying to do their best, but there's
no horizontal strategic join up, top-down driven, that
would allow ne if | was working at St Kilda or if | was
working at MIldura to access the sanme process.

Q And so, would it be fair to say that, as a police
force you are trying to neet people's needs and work in
with a systemthat's quite fragmented?

A It is, and we often make it work, but we don't always
get it right. You know, there's exanples where we haven't
got it right. And there's systematic fails or process
failures and there's human failures, and we nmake hunman
failures |ike everyone.

But if we had an efficient, consistent, integrated,
one service entry across the state that all police,
ambul ance, clinicians understood and were able to access it
woul d be highly efficient, | essen the stress on consumers
of those services; de-stignmatise nental health, because
you' re not standing around for ages; or you' re unsure who
to ring, so the person's heightened stress is exacerbated
because the police or the other service providers are
trying to figure out what's the best possible solution
here. |If we had a well understood, coordinated system
that would | essen that inpact | think.

Q Thank you. Can | ask you about the PACERs, which are
the Police, Anbulance and Cinical Early Response program
Can you say in short formwhat that programinvol ves and
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how it works?

A Yes, sure. 1t's been around in different iterations
for a nunber of years, since about 2012, where a police
nmenber and a clinician will work together to provide
secondary response but high Ilevel information/advice to
police on the road responding to incidents involving people
experiencing nental health.

Again, in 2012 it was kicked off as a sort of a pilot.
In 2014 there was an eval uati on done by Allen Consulting to
| ook at what was happeni ng and whether it was a good idea
and worth expanding, and as a result of that review a
subm ssi on was put to governnment, and DHHS were funded to
roll out progressively nore prograns in nore police areas.

So, today we have 19 police areas that operate a PACER
nodel, but it's only one shift a day, eight hours,
generally 2-10pm 1-9pm because that was seen as the key
peak peri ods.

Part of the proposal was, when that funding was
provi ded, was that an eval uation woul d take place by DHHS
to see if the roll out was successful, if the operating
nodel was the best it could possibly be.

W' ve been trying to get that eval uation underway wth
our partners at DHHS. Safe to say, we haven't had the
| evel of success in getting that evaluation to happen that
we woul d |ike.

Q What woul d you |ike to see happen?

A Wll, I would like to see the evaluation take pl ace.
However, today we've received a letter fromDHHS to the
Chi ef Conm ssioner that indicates that they' re keen to
undertake the review and that will kick off shortly, so
that's a good thing.

Q Al right, have you been given a date for its
comencenent ?

A No.

Q And | take it, you' d like a date for its comencenent?
A |"d be very nmuch liking a date, and |'m sure that wll
happen, we'll now engage and get that to progress, because

we see the benefit of PACER;, there are numnerous exanples
where it has proved to be extrenely efficient, but they are
all different nodels, they all work slightly different, so
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to get an understandi ng of what is the absol ute best
practice so that we m ght advocate for funding. W weren't
funded anything to PACER, we supplied the police resource
because we think it's a really good idea, but that's 19
pol i ce constabl es or senior constables each day who are
perform ng that duty across Victoria that aren't doing
other duties, which is fine because we see it as absolutely
vital.

| think the need to potentially expand it to a 24/7,
365 nodel - -

Q Yes, and you nentioned that it's in 19 regions?
A. Yes.

Q Qut of how nany?

A. So, there's 21 police divisions across Victoria, so we
have four regions of which | command one, and there's a
nunber. Depending on sizes, the nodels are all different,
sone work in a police service area which is aligned with

| ocal governnent areas. Qhers work nore broadly across
two or three, and again, that's why we really need the

eval uation, to see what's the | evel of operating that we
need to have.

Q | see, but your operating premse is that PACER i s
effective and needed, and you would like it to be enhanced
and expanded?

A Vel |, potentially without getting ahead of any

eval uati on.

Q Subj ect to that review, yes.

A We woul d need to see the evidence that falls out of
the evaluation, but | would be really surprised if that
wasn't an outcone.

Q Can | ask you about the Enhanced Critical Response
Program Can you say firstly what is that progran®

A. So, that's a programthat has been devel oped between
Nort hWestern Health and our Critical I|Incident Response Team
to deal with high-end critical incidents involving persons
experiencing nental health.

It's a service that actually provides exactly what |
j ust described: a one-stop shop where our trained
negotiators who formpart of that team can have i nstant
access to a clinician, who can then provide detail of the
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subj ect person experiencing nmental health, if there are any
detail s known; or can provide advice around sonme strategies
and tactics that m ght be used by our negotiators given
what's been presented as the behaviours by that person.

It's been really successful, it's been going since
2014. It's seen as a really effective tool. 1In fact
| ast year it was awarded the Mnister of Health's award for
excel l ence in hel ping people with mental health, so it's
seen by our key tactical operators, the Critical Incident
Response teans and the Special Operations G oup who dea
wi th people who are barricaded or high risk or armed with
significant weapons, that's seen as a really good nodel and
we | ook forward to that continuing for a long tine.

Q Is it avail able wherever the Critical |ncident
Response team wor ks across Victoria?
A Yes, it's aligned to that group rather than a

geographi c area, because it is one clinician - you know,
they woul dn't have the capacity to deal with enquiries from
all over that don't reach that threshold for the
intervention by the Critical Incident Response peopl e.

Q Can | ask you now sone questions about the amount of
time spent by Victoria Police in responding to situations

i nvol ving nental health issues, people with nental health
issues. |In your statenment you have said that there is
certain data that is captured, you don't capture everything
but you capture certain data.

Can we start with this: in 2017-18 police officers
wer e di spatched to approxi mately 43,000 events coded as
"psychiatric crisis and suicide attenpt or threat”, which
averaged across the year neans Victoria Police responded to
a nental health callout of this nature approxi mately every
12 mnutes during 2017-18.

A. Yes.

Q Can | ask you about the trends in relation to these
nunbers. Sorry, you go ahead.

A It's increasing. | just got a note of caution
suppose, our data capture and our data integrity around
these issues is getting a |lot better, but to conpare
year-to-year-to-year going back would be a little
dangerous, | think.

But we are certainly seeing an ongoi ng and consi stent
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increase in the nunber of those types of events that we are
bei ng di spatched through and we record that through our
conmput er ai ded di spatch and through our Comms Centre.

Qoviously Victoria's population is growing, so there
needs to be that recognition, that it is inline with
popul ation growth, but even taking that into account and
even taking into account we have nore rigorous governance,
supervi si on and oversi ght of our data collection now, so
that's going to increase as well. Even taking those two
things into account, the nunber of incidents that we're
attending is increasing incredibly and it is one of the, if
not the pre-em nent issue facing our service demand
requirements.

Q "1l return to that in a nonment, can we just go to
sone of the nunbers. Dealing with the category of nenta
health transfers, is it correct that there were

approxi mately 14,000 under section 3517

A Yes. So, that's where we apprehend soneone under 351
and transfer themto a facility for themto be assessed.

Q And that was in 2016/17, conpared with, say, 2010-11
there was a 169 per cent increase.

A Yes. So, again, that needs to be taken into account
wi th popul ation increase and greater data coll ection, but
still, there was an unbelievabl e expl osion in demand for

service in that space.

Q Then, turning to the question of e-Health referrals,
whi ch are the consent referrals in non-crisis situations,
your data says that between 2014/15 on the one hand, for
whi ch you have data, and 2017/18 on the other, for which
you al so have data, there was 172 per cent increase?

A. Yes, in that three-year period, the data around that,
|'d be fairly confident is pretty reflective and pretty
right.

| think it shows a couple of things really: it shows
an increased | evel of awareness and performance of duty by
our people, but it also shows a significant increase in the
demand for that duty to be perforned.

Q Can | finally ask you about the rates of police
responses to events coded as "psychiatric crisis". There
has been an increase between 2014/ 15 on the one hand and
2017/ 18 on the other of 87.9 per cent; is that correct?
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A That's true. And | suppose they go hand-in-glove in
terms of howit's coded, is dependent on the information
that's received at the tine.

Q O course, and where there is a record of psychiatric
crisis and suicide attenpts or threats between those sane
periods, there was an increase of 32.2 per cent?

A That is correct.

Q Can | ask you about the effect on your capacity, as a
service, of that increase in nunbers?

A Yes. (Cbviously, as | said before, we will always
respond to those events because it is one of our core
duties. And when you think about our duties as outlined
under section 9 of the Victoria Police Act where it talks
about hel ping those in need of assistance, | can think of
not many other incidents where we nmust help those in need
of assistance, so we do.

O course, we have finite resources and our ability to
performour other duties is significantly inpacted by
hi gh-end events that are discretionary, such as the events
we' re tal king about here.

The effect on our people too is really a concern for
Victoria Police. The energence of our first responders,
not just police but other first responders, but our people
experienci ng higher than normal rates of nental health
illness is a concern. The vicarious trauma or transfer of
trauma, the effect it has on our people from attending
repeat, high-end, high risk incidents, is sonmething that's
a real concern for us.

Q Did you say earlier the effect on your capacity was
t he nunber one issue for you?
A It's right, we have significant issues around famly

viol ence; that's been discussed. Road trauma is another
one, but | nean, things that are absol utely non-negotiabl e
and we nust attend to involving people with nmental health
experiences is increasing. O course, it's not a siloed
approach to nmental health; the nental health inpact is al so
across a whol e range of issues, particularly famly

viol ence, particularly youth offending, particularly road
trauna.

Particularly, and it was discussed yesterday at a
forumheld here by all Deputy Comm ssioners and Assi st ant
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Conmi ssioners fromacross Australia dealing with road
policing, the increasing inpact of the nental health
presentations that we're seeing in the road trauma space.

Q Wiile we're on that subject, can | ask you briefly
about the force's own nmental well-being program
A Sure.

Q You now have a Mental Health Strategy and Wl | bei ng
Action Plan commencing in 20177?

A Yes. So, in 2016 we undertook a wi de-rangi ng review
into the nental health of Victoria Police nenbers because
we'd seen a rise in people experiencing significant nental
health issues. It was quite confronting, we had quite good
buy-in fromthe survey and the data collection that we did.
Qut of that's come an identification that we need a
strategi c approach to this, so we've undertaken and

devel oped a nmental health strategy and out of that
strategy's cone an action plan where there are a nunber of
key activities that we all have conmtted to undert ake.

That's been acconpani ed by a recognition that it's
just not serving police who are experiencing these issues,
and we've recently launched - Blue Space is the name of our
online portal for serving police, police veterans, but also
inmportantly their famlies, because the traunma that our
police famlies suffer as well by virtue of living with the
i ssues that serving police experience is really
significant.

It's been acconpanied by a | evel of commtnent at the
top | evel of our organisation. You wll probably recal
| ast year the Chief Conm ssioner and the head of the Police
Associ ation co-jointly undertaking a large wal k to raise
awar eness around nental health, which was | think really
impactful in terns of the vision and the comm tnent.

W realise, as a senior police |eader, this is
sonething that | think about every day, that | deal wth
every day, the nental health of ny people, and it's a real
concern. Just as road trauma, crime rates, all the other
things that | worry about froma day-to-day basis, the
health and wel | being of nmy people is absolutely at the top
of all that we think.

Q W have asked you about some of the assistance that
you could do with, with sone of the significant work and
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chal | enges that you undertake. You've said this in your
st at erment :

"A significant challenge Victoria Police
faces is the increasing ongoing reliance on
police responses for people in crisis.”

Whi ch you' ve al ready addressed. You've said that it
woul d be very hel pful to have better support by having nore
direct access to clinical services. Can you say what that
means?

A | think everything we do and every response that we
undertake for a variety of actions is based on a risk
assessnment, and fornulating a plan, or turning an unpl anned
response into a planned response is really key for us. So,
the ability to do that is very nuch reliant on the
information that you have at your di sposal.

A sinple, efficient way to get that information,
think, is a key to us successfully, efficiently, and in the
| east inpactful way on the person experiencing the nental
health issues, | think that's an absolutely vital way for
us to do that.

Q When you say "a sinple, efficient way", is there
sonmet hing you have in mnd in particular in terns of
getting access to clinical expertise?

A | suppose it's an outcome or a practice that m ght
come from a broader piece of understanding of the needs of
a whol e range of sectors, including police, and providing
that | eadership at a high level. W're dealing with a
health issue here, a significant health issue. W are a
key part in that solution, but it needs |eadership and it
needs direction.

The ability for us to, sonewhere down the track once
that direction is owned, decided upon and brought to life,
a key part of that will be our ability to engage and to
access what we need to access really quickly, taking into
account people's privacy and people's rights around
protection, but the |onger that we delay, the | ess concise,
relevant clinical information that we get, furthers the
harm potentially that is done to that person experiencing
ment al heal t h.

Q You rnentioned | eadership just a nonment ago: what do
you see as particularly inportant about |eadership in this
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space, the context of which is the engagenent with Victoria
Police with a systemexisting in various ways across the
state?

A So, we have a systemthat exists that | think has been
roundly recognised and it's been commented on at the

hi ghest | evels of government that the systems broken. |
think we can | ook back why that's happened but | don't
think that's particularly hel pful because we are where we
are today.

| think everyone's worked really hard and nobly in our
own particular areas to do the best we can, but there's
been no hi gh-level coordination or |eadership of a |ot of
the services that are being provided, and not only how t hat
service operates for that particular silo but how it works
inintegrating it with all the others.

So | think as an outconme, froma health-driven
perspective, to provide clear, concise direction around
what is trying to be achieved to hel p peopl e experiencing
nmental health and to prevent people who nmight be at the
risk of falling into the harm space to be done, that's
really quite clear. To provide high level, joined up
coordi nated and i ntegrated approaches to what we're all
doing for a common purpose, to reduce any barriers that
m ght exi st between agenci es, even between intra-agency, |
think, is absolutely vital.

But if we keep doing the same thing and expect a
different outcone, then | don't think that's realistic.
So, there needs to be a recognition of where we are right
at the nonent and what needs to be done in order to go
forward. Certainly, Victoria Police is a key player in
that, and we have structures in place at |ocal |evel and at
regional level to deal with these issues, but | think
there's a higher piece here and | think there's a piece for
health to really own, drive, coordinate and integrate the
whol e- of - sect or approach

M5 NI CHOLS: Thank you very nmuch. Chair, do the
Conmi ssi oners have questions?

CHAlI R Pr of essor Fel s.
COW SSI ONER FELS: Q Thank you for your excellent

evi dence, Conmissioner. |'minterested in the dollar cost
of the police involvenent in nental health. You have given
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us a sort of start on fairly useful tine data. | just want
to ask you a question on notice, as it were, whether you
coul d think about whether could you give sone ball park
estimates of the costs of nmental health to the Police

Servi ce.

Just to take one bit of the story, it's only one bit,
you gave us some nunbers on the nunber of 43,000 cases, and
maybe there are three or four police involved in that.

You' ve given us maybe two or three hours' tinme, | could
think of putting a dollar cost on that one bit of the
story.

| just wonder whether you could have a think about
whether it is possible to give some kind of ballpark cost
or not on that and other things?
A | mean, certainly given - we could take on notice that
we coul d provide, given the data that has been provided,
what the cost that we do know, | suppose the broader piece
is the cost that we don't know. Because, as | said in ny
evi dence, the inpact of nmental health across the whole
spectrum of policing, not just in dealing with those people
who obvi ously present as experiencing nental health, but
the inpact that we do on a day-to-day basis with nental
health as a causation or a driver would be really difficult
to unpack, | think

But in answer to your question, we could certainly
aggregate or work out the cost of what it's costing based
on the evidence that |'ve given, and we can take that on
notice to take away and provide that back to the
Conmi ssi on.

COW SSI ONER FELS: Thank you.

CHAI R Thank you. Assistant Comm ssioner, a few other
points fromnme, thank you. Again, | reiterate, a very good
overview of the role that the police are playing in
response to nental health issues.

| think the nunbers of call-outs that you' ve descri bed
and the police investnent that there is and what you accept
as part of your responsibility to assist those in need was
very inportant.

But I did notice, particularly in the scenarios that
you described for us in the back of your witten
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subm ssi on, some concerning issues which I'd like to ask
you to talk to.

One was a case where you tal ked about the fact that
there was a young person that you were required to assi st
and, because of the lack of availability of an amnbul ance,

t he young woman concerned with suicide ideation was
transferred to hospital but she, fromall accounts, seened
to spend a very long tine in the back of a divi van. |
guess that is illustrative of the concern you' ve already
rai sed about the transport arrangenent.

But is that a frequent occurrence, that sort of
scenari 0?
A ' m happy to say that it's becom ng | ess frequent.
Certainly, if we had have been in this place six or
seven years ago, it would be - the concern | evel would have
been right at the front of ny evidence | think in terns of
t hat happening. |'mhappy to say that certainly there's
been, with the increase in anbul ance resources over
recent years, that that becones |ess and | ess, where the
peopl e are transported by police just because we're waiting
for an anbul ance.

There will always be need to take sonme people in
secure transport in a police van because of their acts and
it's not safe for anbul ance staff to do that.

W take very seriously the responsibility of the care
that we have to exhibit when people are conveyed in the
back of a van, and we've done a lot of work in what the
i nside of the back of a divisional van | ooks like: with
canmeras and recordi ng and being able to | ook and seatbelts.
Over recent years our infrastructure design has inproved a
lot to mtigate the risk that it presents but it still is
risky.

To be honest, the last thing we want to do is
transport sonmeone in the back of a divisional van if they
don't need to be, however practicality says that sonetines
we have to do that. But we are very conscious of, even if
they are and you're waiting at hospital, there is still a
| evel of care that we have to exhibit and nmake sure that
that person's welfare is | ooked after as best we can.

Q Thank you. The other scenario that you describe was a
scenari o where there were three call-outs and transfers to
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hospital for the sanme consuner over a course of five days.
A. Yes.

Q And on each occasion that person not being admtted,
al t hough requiring significant police and energency
departnment presentations. |Is that too a --

A That is a regular occurrence, and that scenario which
| know of, | know the detail of that one, and that is not
unusual. And, of course, we're naking non-clinica

deci si ons about what is the need, and the other thing with
that scenario is that it was an accel erating scenari o where
each tine there was nore aggressive and irrational

behavi our that was never going to be dealt with at the
scene or by any other way than by an apprehension, a
transport and an assessnent.

Qur people do get frustrated, probably because we are
not trained clinicians, so we do get frustrated by what
seens to be sonetinmes a revol ving door around peopl e who
are apprehended, taken, assessed and then three or four
days | ater we're back again.

But we trust the professional clinical diagnosis and
treatnment options that are put forward and, while it's not
ideal, if we have issues we do have a process through
iaison officers where we can rai se those concerns with the
appropriate nmental health service area, unpack the reasons
why: is there a treatnment plan, are there other options?
Because it is very time-consum ng, very dangerous. That
particul ar scenario ended up being quite dangerous and it's
not a place we want to be in unless it's absolutely
avoi dabl e.

Q We did notice them and heard you again say in both
your witten statenent and your evidence today that you

t hought police were becom ng increasingly the first
responder to many nental health issues, and you hel pfully
referenced a piece of work that had been done in the UK
that we wll |ook at further.

You have al so referenced the inportant role the PACERs
are playing, and we have heard that in the course of our
heari ngs and consul tati ons.

Just for nme to nmake sure | understand it, | think you
said there were 19 PACERs state-w de. Wen | |ooked just
at the breadth of your responsibilities alone, I think

.11/ 07/ 2019 (8) 748 C C VEIR

Transcript produced by Epiq



O ~NO O WNPEF

counted up, | think you' ve got about 110 police stations
al one that you're responsible for in your area.

What does that nean in ternms of the availability of
these PACERs to provide the type of support you're saying
across the state?

A That's one of the frustrations, | suppose, that we
have a really good nodel that appears to work really well,
but it is on alimted geographic basis for alimted tine
during the day. So, when you see sonething that works
really well, naturally you default, well, that would be
really good to have all the tine.

There is a fair bit of flexibility and agility,
particularly the clinicians who are engaged and work with
our police nenbers in the PACER construct, work
trenmendously hard and are really professional and engagi ng.
And, it is something that I"mquite strong on that | think
goes sone way towards answering sonme of the issues that
|"ve rai sed as being gaps.

It mght not be the best practice nodel, but until we
get a full and thorough evaluation we won't really know,
but | can see it as being sonmething that's not the answer
to everything, but it is certainly an answer to a nunber of
the problens that we see as a policing agency.

CHAI R: Thank you, Assistant Conm ssioner.

M5 NI CHOLS: May the Assistant Conmm ssioner be excused,
pl ease?

CHAI R: Yes, thank you very much for your evidence today.
<THE W TNESS W THDREW

M5 BATTEN. Chair, the next witness to be called is Sally
Jennings. Her evidence is the subject of a restricted
publication order. | understand that you will read out the
terns of the order.

CHAI R The Royal Comm ssion has made an order, pursuant
to the Inquiries Act 2014, prohibiting the publication of
any information that mght identify the next wtness. A
copy of that order has been placed next to the door of the
heari ng room
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The order requires that, throughout the hearing the
next wwtness will be referred to as the pseudonym"Sally
Jennings". |1'd like to remind all persons present,
including the nedia, that any material or information which
woul d enable the identification of this w tness cannot be
publ i shed.

The Comm ssioners have al so ordered that the hearing

of Ms Jennings' evidence will be limted to the people
attending the hearing today. For those watching on the
life stream this portion of the hearing today will not be
broadcasted. | ask that the Iive stream now be cut.

(Live streamcut.)

M5 BATTEN: Thank you. | call Sally Jennings.

<SALLY JENNI NGS, affirmed and exam ned: [ 12. 39pn]
M5 BATTEN: Q Thank you, Sally. If you just nake

yoursel f confortable and just make sure, please, we can
hear you in the m crophone.

A | s that okay?

Q Yes. You're quite softly spoken, so I'lIl just need
you to speak up clearly.

A Sure.

Q And we'll both try and go at a slow pace. Can you

pl ease start at the beginning and tell the Comm ssion when
you first becanme seriously concerned about your son?

A Sure. So, just before I start | just want to

acknow edge the beautiful boy that ny son is, and that he's
charismatic and joyful and socially engaged and smart, and
he has had the inpact of nental illness |Iike many peopl e,
so that's why |I'm here.

So, when he was a young child we had sone early
concerns, but | think he enjoyed primary school and we sort
of brushed those off a little bit. As his |life became
busier in high school and the workl oad i ncreased and he was
engaged with state | evel sport, he becane nore anxi ous and
nore distressed around his capacity to deal with all of
t hese things.

And so, sone of it mght have seened a little bit, you
know, normal teenage angst, but it had gone beyond that,
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and we di scovered that he was self-harmng. He hadn't
di scl osed that to us originally, but it becanme evident that

he was doing that |G

He' d al so
I 'hich his brother was witness to, and
so, we were attenpting to deal with it at honme and then it
sort of reached a bit of a head and we had to attend

Emer gency Departnent with himone evening, and that was the
starting point of our dealings with the health system
around his nmental illness.

So, he attended the Energency Departnment with nme, and
| wasn't allowed to speak for him you know, he was in
Year 9, a 14, 15-year-old boy, not a particularly chatty
sort of boy when he doesn't know peopl e anyway, and he had
to, in front of the Enmergency Departnent, explain to the
triage health worker that he was suicidal and that that's
why he was presenting there. So, that was unconfortable
for him

Then we sat down in the waiting roomand waited for
gquite a long period of tinme, |I can't renenber the
tinmefrane. Ended up seeing a nental health worker there
and, you know, he was quite pleasant. But really, by the
time we were there, and ny son was really calm he was
rel axed appearing, he was polite and didn't appear to be at
a hei ghtened | evel of distress.

So, there was the discussion around what the capacity
was in terns of the hospital attendance. It was viewed
that it wasn't very helpful to admt him so we received a
coupl e of Valiumto take hone and took hi m hone.

So, follow ng that experience, the next day | phoned
the GP. M son's always attended the same GP practice so,
there's a nunber of GPs that work, quite a | arge nunber
and ny son had requested that he see a particular GP that
he felt confortable with. So, when | phoned the GP
practice and asked for this G°P | was inforned that, no,
this GP only did nental health care plans for his clients.
And, | was curious about that.

He had attended this particular G° on a nunber of
occasions, he'd al so seen a couple of other GPs on a nunber
of occasions, and he identified this one that he'd felt
confortable with. But anyway, that wasn't an option. So
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| asked the reception staff, what was | nmeant to do then
because we'd attended Energency, we obviously needed sone
support, so she put ne on hold for alittle while and then
came back with an appointnent with a GP that he had not
seen before.

We attended the GP appointnent, | attended with him
She did a K10, which is a screening for anxiety and
depression, and we had a referral, a nental health care
pl an done and a referral to a psychol ogi st.

Q Just before you go on, why did you attend the session
with your son?

A Vell, he was a 14, 15-year-old boy, he wasn't inclined
to go there and speak for hinself in that regard. He's
happy to answer questions, but he wouldn't have driven that
hinmself, and | was attending to drive himthere and pay for
it and whatever else. He was al ways happy for ne to cone
in. | always asked him but he was happy for nme to conme in
wi th hi mbecause he preferred not to - he finds it
unconfortable to speak of his own experience.

So, he started seeing this psychologist. Initially,
you know, it was sort of okay and he thought there was sone
hel pful relaxation sort of things that were com ng out of
it. Then we didn't really get a lot from hi mabout that,
he didn't really like to talk about it. | didn't really
know what they woul d be tal ki ng about, you know, he doesn't
speak very nuch around his feelings.

Q VWere you in the sessions with the psychol ogi st?
A No.

Q And, why was that?

A. Wel |, the psychol ogi st deened that it was a
privacy/confidentiality thing between his patient and

hi nsel f, which, you know, we respected. Then, as the year
progressed, it seened that he wasn't really very well: you
know, he wasn't inproving, he was actually probably

escal ating as the end of the year and exans and what not
sort of came about.

So ny husband got in touch with the psychol ogi st and
spoke with hi mabout sone concerns and we attended one or
two sessions with him It wasn't particularly revealing,
nmy son didn't have terribly much to say during those
sessions and we didn't attend any nore. That was sort of
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towards the end of the year and then the follow ng year ny
son only went to the psychol ogi st about four tines.

| know the nmental health care plan had ran out and we
didn't get another one, we used our private health
i nsurance, and ny son didn't initiate maki ng appoi nt ments.
So, | would say, "Do you want another appointnent?", ['d
make the appointnent. He was a little bit anbival ent about
it. He went another four tinmes during that Year 10 year -
Year 10, Year 11, I'mgetting ny years m xed up but anyway.
Year 11 it nust have been, Year 11 year.

The | ast session he went to, he was out wi thin about

20 mnutes, | was just sitting out in the car waiting for
him 1'd taken himafter school. | said, "Ch, that was
qui ck”, and he said, "Wll, there wasn't nuch to talk
about.” He wasn't really talking to ne actually at that

point intime, it was really just answering things: he was
qui te dark, very noody, never really joyful during those
times.

Q And so, did he stop seeing the psychol ogi st?

A Yeah, he didn't want to go back. Wen we asked him
what he would like to do, he said he wanted to see a
psychiatri st.

Q How di d you go about finding a psychiatrist?

A So we went to the GP again for another referral to the
psychiatrist, and again, he saw a GP that he'd never seen
before. The GP - again | attended with him he wanted ne
to cone in with him and the GP asked ny son, "How about
mum | eave the room and we have a man to man tal k?" And he
said, no, there's nothing that needs to be said that he
wasn't happy for nme to hear, so | stayed in the room The
GP went on to talk about how he had no reason to be

anxi ous.

| think there was a | ot of assunption that his issues
were just a bit of anxiety. It seemed to always be a
l[ittle bit mnimlised, you know, what he was actually
goi ng through because he presented calmy. He told himhe
had a good life and that he had nothing to be anxi ous
about .

He reluctantly gave us the referral to the
psychiatrist but indicated that he didn't feel that that
was necessary.
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Q Just before you go on to that, you nentioned in your
statement that you had sone difficulty identifying a
psychiatrist for your son who was under 18 at that point?
A That's right, yep. So, when we had the referral, it
was a matter of who we go to. W spoke with coll eagues, we
work in health fields, and the recommended psychiatrists
were either not avail abl e because of not being able to take
on new clients, but nore inportantly nost of them were not
seei ng peopl e under 18.

So in our area there's one adol escent psychiatrist who
works in a paediatric practice. And |Iook, my son,
actually, he quite likes him you know, it wasn't a - you
know, after the relationship was built it's not as if that
was a problematic rel ationship, but there weren't options.
Anyway .

Q And you took your son to see the psychiatrist?

A Yeah, so there was a history-taking period where ny
husband and | were interviewed separately, as well as ny
son was interviewed separately. There was a little bit of
famly history delved into really just about parents,
grandparents, that was sort of the extent of it, and

rai sed sonme of the issues we had with my son as a young
child, which he was quite sort of dismssive of, but cane
to the conclusion that the treatnent should take into
account his anxiety and al so ADHD.

And, | wasn't convinced about the ADHD conponent, he
never fit that sort of presentation, he was always really
attentive at school. He would have tinmes where he'd want

to be really busy and what not, but he was never | acking
concentration, those sorts of things.

Anyway, he was started on a nedication for an
anphet am ne derivative nedication for the ADHD, and
initially the first week or so it was probably okay, and
then the depressive, aggressive, really destructive
behavi our started. He would just have outbursts and run
off for periods of tine and we felt really torn about
chasing after himbecause we felt that would inflame
things. W didn't want to call the police because he's a
very - you know, he doesn't |ike getting in trouble, you
know, he's a very well behaved person.

He started drinking quite a bit and he took a double -
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so the nedication was nmeant to be taken in the norning
because it was a stinulant, and on one occasion he took -
you know, he was so erratic, he was just not thinking his
normal , thoughtful sort of sensible approach to life - he
took a couple of, like, a double dose of the nedication but
at night, and so he was up all night; you know, we just
couldn't get himto listen to anything, he wouldn't take
any Valiumto sort of settle back down.

So in the end, once we were able to get himback hone
and get himto cal mdown a bit, he was seriously depressed.
| phoned the psychiatrist the next day and, when we could
get into see himlater in the week, he said to stop the
nmedi cati on when | spoke to himon the phone, and then he
saw himlater in the week and felt that there was a nood
conmponent to his issues, and tal ked about starting himon
medi cation to inpact his nood with the idea that maybe
t hen, once his nbod was addressed, retry the nedication
| ater.

Q If we nove to late 2017, you' ve said that your son
didn't want to go back to school but, as the nedication was
taki ng effect, he thought that he m ght.

A So, he graded up into this nedication, it had to be
gradual ly increased. W had a trip away with himand then
he really was feeling, over the Novenber-Decenber, that he
just didn't want to - he did really well with a couple of
VCE subjects at the end of that year, surprisingly, and
then felt that he just couldn't manage it.

But then, as the medication kicked in, he started to
be open to sort of going back doing maybe one or two
subj ects. The school was very supportive, so by the tine
we got to January, sort of later in January, he was
agreeable. We'd net with the school, the coordinator and
his hone roomteacher, and he was happy to go and do the
three remai ning subjects that would conplete his VCE and he
was really well supported by his honme roomteacher
t hroughout that year. That was a bit of a light in the
tunnel really.

Q Was he put back on the nedication at this point?

A Yeah, so he recommenced - | think it was

around February or March - he recommenced the ADHD

medi cation and it had a nmuch qui cker negative response at
this tine. So, he becane aggressive really quickly, he
becane seriously depressed really quickly. He was really
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dark, he would hide in bed, he'd run off, he didn't want to
be around anybody. He broke up with his girlfriend and had
this dramatic response. Stole ny car. He was on a

| earners licence, stole nmy car, | had to call the police.
Fortunately, they were too busy to attend. And he'd
managed to pull over and not drive any nore. | talked him

down so | could go and pick up the car

But again, that was the catalyst to stop the
nmedi cation, review things with the psychiatrist, and he
commenced on sone anti-anxiety nedication as well instead
of the - so he was on the nood and the anti-anxiety and
sonme sl eep hel pi ng nedi cation

Q Just before we nove to that point. When he's on the
nmedi cation you tal ked about a situation where your whol e
famly had to physically be on top of him

A That's right, so those were very aggressive tinmes. W
felt that he was really in danger of harming hinself. He
was taking off. He was never violent towards us, he was
violent towards hinself, so he'd crash hinmself into the
garage, he'd be hitting hinmself, he'd start running off as
if he was going to run out the gates.

And on a nunber of occasions nmy husband and I and his
ol dest brother sort of ended up landing on top of him and
he'd cal mdown with the physical pressure of us being on
top, and then he'd listen to what we had to say and he'd
say he wasn't safe and he wanted to go into Energency. So,
we had a couple of Energency trips during that tine.

One of them again, the repeated speaking to triage
whi ch was unconfortabl e, and he was al ways cal m when he' d
get there, so again, | think they didn't take his
presentations - it didn't feel |like they took his
presentations seriously.

The nental health workers on one occasion were talking
about, you know, "Ch, ny m ddl e daughter's anxi ous too,
anxiety's a normal part of life." Another occasion, the
| ast occasi on which had been a really serious event
followng the car theft, we took himin and the worker was
tal king to himabout cognitive behavioural therapy and this
sort of thing, and I said, "Wll, that would be fine
possi bly down the track, but at the nonment he's here
because he's suicidal, so that's what we need to address.”
And at that point he just sort of slipped into action and
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becane really hel pful, but of course the options for him
again were outlined, that it was not appropriate for himto
stay in a paediatric ward. It was not optimal for himto
attend as an inpatient in an adult psych ward because of
hi s age.

Q And, how ol d was your son at this point?
A He was 17 at that point.

Q And he was quite tall?

A He was quite tall. He's been tall since probably
Year 7, Year 8, hasn't really changed nuch in height. Big
physically strong boy, you know, from playing a |ot of

sport, and he ended up being admtted to - well, not
admtted, just staying the night on a trolley in Emergency,
that was all they could offer him One little 5 mIligram

Valiumtablet that was neant to get himthrough the night.
You know, for an 85 kilo, 180-plus centinmetre young man,
it's just ridiculous, he didn't sleep all night.

| was advised |I'd have to pick himup at 7 am before
t he handover because he wasn't actually admtted to
hospital. |'d have to be there before 7 to take him So,
| attended in the norning and took himhonme, he was fairly
outraged by the whol e not sl eeping; anyway.

Q Can you describe for the Comm ssion what the inpact
has been on your son's life in dealing with a nental
illness?

A | think he experienced a | ot of shane around his
presentations, particularly with the way it didn't seem
that he was being listened to or the severity that he was
feeling was not bei ng acknow edged.

He has since, in preparation for this experience for
nme, he's read ny statenent and made sonme comrents around
how shanmeful it made himfeel attending Energency in those
ways. That he didn't find the psychol ogi st hel pful. And
think that may work for sone people, but as a default
setting for young people | don't knowif that's a
particularly hel pful way to go about it.

| think, to have GPs decide whether they will or they
won't do nmental health care plans, and havi ng peopl e that
he didn't even have a relationship with doing themwth
him and the | anguage they used and the assunptions they
made because of his cal mpresentation, there wasn't even
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really any discussion with himabout how he actually felt,
you know.

The out of hours: all of our presentations to
Emergency were out of hours. GPs don't work out of hours,
you know, there don't seemto be any appropriate emergency
experi ences for young people out of hours.

The psychiatric care: we' ve been keen for himto
connect with sone sort of ongoi ng psychol ogi cal support, he
hasn't gotten there yet. He's nore open to it now, but I
think the range of options for young peopl e possibly need
to be considered a little bit nore individually as to what
t hey need, what they're coming for, what would hel p them

Yeah, just, you know, the way it's set up is not - he
woul d not have attended any of those sessions w thout a
famly behind himto take himthere and instigate that.

You know, to be quite direct and say, "Are you planning to
harm yoursel f?" |f no-one was paying attention to himl'm
confi dent he woul d have just di sappeared.

M5 BATTEN: Thank you very rmuch, M Jennings. Chair, do
t he Comm ssioners have any questions for Ms Jenni ngs?

CHAI R: No, thank you very rmuch for com ng and sharing
your reflections with us and for obviously al so engagi ng
your son in helping with the preparation of that. Thank
you very nuch for today.

M5 BATTEN: Just before we rise, Chair, may | tender
Ms Jennings statenment? [WT.0001. 0025. 0001]

CHAI R Thank you.

M5 BATTEN: And nmay Ms Jenni ngs pl ease be excused?
CHAI R Yes, you are excused, thank you.

<THE W TNESS W THDREW

M5 BATTEN: Now, if it's convenient, may we adjourn for
| unch?

CHAI R Yes, adjourn for |unch.

LUNCHEON ADJ QURNVENT
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UPON RESUM NG AFTER LUNCH:

MS BATTEN: Comm ssioners, the next witness is M Sinon
Thonson. | call M Thonson.

<SI MON ANDREW THOVBON, affirnmed and exam ned: [ 2. 00pn]

M5 BATTEN: Q Thank you, M Thonson. |f you can just
make yourself confortable and make sure we can hear you in
t he m crophone.

A. Can you hear ne okay?

Q Yes, thank you. Have you, with the assistance of your
| egal team prepared a witness statenent for the Royal
Conmi ssi on?

A. | have.

Q | tender that statenent. [WT.0003.0001.0001]

M Thonson, could you start by explaining to us your
current role and responsibilities, please?

A My incunbent role is as a Regional Director with

Anmbul ance Victoria. | amresponsible for the Barwon South
West region of the state, one of seven regions that operate
wi thin Anbul ance Victoria. M role enconpasses the
managenent and supervi sion of road anmbul ance service
delivery for both the energency and non-energency anbul ance
services, and |I'mal so responsible for the quality and
safety of care provided by paranedi cs and our first
responders in that region.

Q Can you explain to us, where does Anmbul ance Victoria
fit within the nental health systenf

A So Anbul ance Victoria is a responder to patients in
mental health crisis and calls to the 000 service, and we
al so have a series of roles that are prescribed under sone
of the |egislation, which I'm happy to go through.

Qur role in providing response to the 000 call in the
way that that systemworks is that patients or carers may
call 000. That call is received by the Energency Services

Tel ecomuni cations Authority on Anbul ance Victoria' s behalf
and is then subjected to a non-clinical triage where they
ask a series of questions about what the problemis.

Then the case is determined in terms of its |evel of
seriousness and determned to be either an energency or a
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non- emergency case. For the |lower acuity, the

non- ener gency cases, they are referred to a secondary
triage process where paranedi cs and nurses have a further
conversation with the caller about the problemand | ook for
alternative solutions in terns of how we mght deal wth
their call that day, or indeed refer it back for an

ener gency anbul ance response.

For cases that are time-critical, where they're
life-threatening, or potential harm an anbul ance will be
responded. Sonetines under energency conditions if it's
life-threatening, lights and sirens, or we'll attend within
an hour to see that patient and assess them and provide a
pl an about their care.

Q | want to step through that a bit nore slowy, and we
have a slide that we can pull up to assist with that. My
we have the slide up? Thank you. [WT.0003.3000.1000]
initially when there's a 000 call there's a non-clinica

triage?
A That's correct.
Q And at that point the calls are categorised?

A. Correct.

Q How are they categorised?

A They are categorised into a series of case types, if
you like, or conditions for what the patient nay have
called for, and then those conditions are matched agai nst a
clinical grid of acuity. So, we consider how we woul d
respond to that case, so for those that are tine-critical
then they will be dispatched to an anbul ance response. For
t hose cases that are not tine-critical, then there's a
further triaging process to assess the nost appropriate
response from anbul ance for that call

Q Wth the calls that are non-tine critical, the further
triage process, dealing specifically with nental
health-related calls, could you explain to us what that
secondary triage process invol ves pl ease?

A So, the secondary triage process is also known as cal
referral. So, paranedics and nurses, and nore recently
mental health nurses, assess callers and assess the
patients over the tel ephone. W use a systemcalled
Adastra which is a secondary triaging systemthat allows
themto assess the patient; in the case of nental health
patients, around risk in particular, and then | ook for a
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solution. So, sone of the solutions could include
referring that patient to an area nental health service
where they mght already be an existing patient; to refer
the person or the patient to conmunity nental health
services, or indeed refer the case back for the response of
an ambul ance to go and assess the patient in the conmunity.

Q Why has Anbul ance Victoria set up that secondary
triage for the nental health cases?

A Secondary triage is set up for a whole variety of
cases, not specifically for nmental health cases. But in
the case of nental health patients, there are many calls to
the 000 service for patients experiencing nental health

i ssues in the community: sone of those are clearly
crisis-related and sone of those are for patients who
clearly have not been able to access other services, so
they' ve called 000. The purpose of having a nental health
nurse assess themis to ascertain the best way to deal with
their call that day.

What we have seen since the introduction of that
mental health nurse in 2017 and that service is a
consi derabl e reduction in the anount of times that we're
sendi ng anbul ances out to see those patients because we' ve
been able to better network them back into those
responsi ble for their care, which mght be back into GP
services, it mght be back into area nental health services
or into cormunity mental health services, so that the
reason for their call can be dealt with on that day by
sonebody el se who's better equi pped to do that.

Q So in short it's neant |ess anbul ances going to attend
and has that ultimtely freed up anmbul ances for other
situations?

A. Yes.

Q We mght take the slide down, thank you. Could you
expl ain the role of Anbul ance Victoria under the Mntal
Heal th Act, what are your obligations under the Act?

A So Ambul ance Victoria under the Act has a series of
responsibilities and paranedi cs are authorised persons
under the Act, which provides for responsibilities and
powers that allow themto assist with the nmanagenent of
mental health patients.

In particular, it allows for patients who are subject
to orders under the Act to receive care and to be conveyed
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to hospital against their will. It provides for paranedics
to provide interventions and treatnment which can include
sedation and restraint to be able to safely transport
patients to hospital. It provides provisions for
searching, so it allows paranmedics to conduct searches in
an effort to nake sure that a nmental health patient isn't
carrying any weapons. It also allows paranmedics to enter
prem ses where they believe that soneone who is subject to
an order who's required to be conveyed to hospital is;
however, it would be ny experience that those things very
rarely happen w thout the police's assistance.

Q Does Anmbul ance Victoria experience challenges in
trying to conply with its obligations under the Mental
Health Act?

A | think that there are a series of chall enges around
the Mental Health Act, and in particular around conveying
patients around the state. As |I'msure the Conm ssion
appreci ates, there are different area nental health
services. So, Anbul ance Victoria is responsible to convey
patients subject to orders between nental health services.

The nental health service is obviously geographically
based according to where people live, so we do spend tine
novi ng patients around the state and repatriating themto
the nmental health service that has historically been
responsi ble for their care over that tine.

Q So that's effectively a transport service, isn't it?
A So effectively we're noving people around to
repatriate themto a particular nental health service
Even though they may no longer live there, | think there

are exanpl es of where people nove around the state, and
particularly people who are honel ess and patients who are
honel ess, end up being repatriated to nental health

servi ces that perhaps no | onger provide a service in the
area that they wish to |ive.

One of the challenges we have is that the services are
about where the patient's residence is, and if they're
honel ess or of no fixed abode we can be novi ng people
around. Equally challenges for custodial prisoners who are
com ng out of having served a prison sentence; it may be
that they are a person who had previously lived in far east
G ppsland or in the northern part of Victoria, discharged
froma prison in the western part of Ml bourne, then they
need to be repatriated back to the nental health service if
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they' re subject to treatnment orders, which is considerably
inmposing in terns of the anmount of resources that it takes
to do that.

Q Can | ask you sone questions about the proportion of
ti me Ambul ance Victoria spends assisting people with nental
heal th presentations. The first question is, howis a
person deternmned to be a nental health presentation?

A So a nental health presentation or a prinmary nental
heal th presenting presentation in the data is as a result
of taking information fromthe 000 call service,
information fromour referral service, and information from
the electronic patient records that are conpleted by

par anedi cs when they see patients, and matching up the

di sposition in that information to ascertain that it was a
nmental health-rel ated conpl ai nt.

One of the challenges we have in the dataset is that a
mental health condition, a nental health illness can
contribute to a physical illness and we |l ose that in the
data. So, where soneone who suffers frommental health
i1l ness perhaps presents with anot her nedi cal problem
al beit that the nmental health illness was possibly a
factor, that won't appear in the data, so we think that
it's potentially under-reported in terns of the anount of
cases that we see in the conmunity where the patient's
primary problemis a nental health-related issue.

Q Are there guidelines to ensure consistency with how
things are reported, or do each of the different parts use
their own outline?

A There's a standard that's applied, so these are all
drawn out of lists. Cbviously the paranedics have the
option, where things don't fit the category, to select
sonething like "Cther". That's one of the challenges in

t he dataset, where a patient mght be referred to as having
a condition that was "Qther” when in fact it may have been
a nental health-rel ated condition.

Q So that's how a case is deternined to be a nenta
health presentation, and of the calls to 000, what
percentage of those relate to nental illness?

A So, of the calls to 000 - sorry, | just have to refer
to nmy statenent.

Q No, you're fine.
A 11 per cent of the calls to 000 were determ ned to be
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for a mental health conplaint. There were just over 60, 000
calls that were determ ned to be a nental health-rel ated
call or a nental health-rel ated response, and of those just
under 3,000 were for the transfer of patients between
mental heal th services.

In terns of calls further to that, there are 190, 000
calls received by the secondary triage referral service,
and in 2018, of those calls, 25,000 or 12 per cent were for
a primary mental health-rel ated issue.

Q Can you explain to us what proportion of the 000 calls
that relate to nental health, what proportion of those
result in a transfer to hospital ?

A O the calls that an ambul ance attends, 82 per cent of
t hose patients are conveyed to hospital; 18 per cent of the
patients are not conveyed to hospital, which neans that

t hey have been referred to a nental health service, maybe
an area nmental health service, referred to a GP service, or
i ndeed there wasn't a nental health-rel ated presentation
and the patient was able to refuse and stay at hone.

Q Aside fromtaking to hospital and referring to a
service, what capacity is there for Anbul ance Victoria to
treat nental health situations when they respond to a call?
A | guess in the instance where a patient needs to be
taken to hospital, the paranedics are equi pped and skilled
to be able to assess the patient. W have a series of
clinical guidelines that support that, and | guess in cases
where patients are unwilling to attend, the police
potentially will attend as well and then the patient is
able to be managed and treated with restraint and sedation
if required - hopefully not - and conveyed to the hospital.

The paranedics are also in a position to make
referrals to other service providers. That does represent
a series of challenges for us. Each of the area nental
health services have different in-bound nunbers, they have
different services that are provided, and there is
consi derabl e amount of tine that's required to nake that
referral currently, which I think drives in part why
paranedi cs take patients to hospital, because it seens at
the time to be the nost expeditious approach.

Q Can you just explain that for us: what is the tine
involved in naking a referral, why does it take | ong?
A. So, for sone of the area nental health services they
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have a triage nunber that you can call. [It's not unconmon
for those calls to take nore than an hour to be able to
speak a triage practitioner and then seek a plan about that
patient. W certainly experience that al so through our
call referral service, where they' re contacting the nental
health service, the area nental health service to triage a
patient. So, one of the challenges I think we have is for
us, anbul ance services work in mnutes and seconds, and the
nmental health service obviously work in days and weeks.

So, if you like, there's a disconnection and a chal | enge
that sits in how we respond to patients in crisis in the
conmuni ty.

Q | s there no special line for Anbul ance to get through
to area nental health service? O are you in with
everybody el se?

A. So, we join the queue along with the consuners and the
ot her health professionals who m ght be calling. It does
vary a little bit between services. The |ack of

consi stency in the service has represented a chall enge for
paranedi cs. Anbul ance Victoria is a state-w de servi ce,
paranedi cs work in different geographic |ocations that are
covered by different area nental health services, so it can
be chall enging in understanding the services that are

of fered in each geographic catchnment and i ndeed they all
have different in-bound phone nunbers to contact their
triage or assessment service.

Q In terns of referring people to other services, does
t hat becone even nore chal |l engi ng outsi de busi ness hours?
A Absol utely.

Q And how so?

A. Well, | think access is a challenge generally, and |

t hi nk that access is not just a challenge for the Anbul ance
Service, it's a challenge for the patients experiencing
mental health issues and nmental health crisis in the
community. So, lots of services are tailored around week
days, which | guess is common in organisations, nost of
their work is done during the day during the week.

It's a considerable challenge for Anbul ance Victoria
and for menbers of the community who experience nenta
heal th i ssues and crisis outside of those hours, and that
results in nore people being taken to Emergency Departnents
because there are fewer options in terns of comng up with
a strategy for themon that particular occasion.
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Q Can you tell us, what's the nedian case tine
attendance where the primary i ssue was nental health?

A Where paranedics attend for a nmental health patient,
the nedian tine is just over 90 m nutes.

Q Can you explain to us how that's neasured, how do you
calculate that tinme?

A The tine is neasured fromthe tine that the call is

pl aced to 000 until the time that the anbul ance crew and

t he paranedi cs becone avail able again to respond to anot her
case.

What we know for patients experiencing nental health
i ssues who are transported to hospital by anbul ance is that
there can often be extended waiting periods for themto be
seen at the Emergency Departnents. Enmergency Departnents
are very busy, and for nental health patients that can
often result in waiting. |In many cases the paranedi cs and
in some cases the police are also having to wait with that
nmental health patient until they can access an appropriate
pl ace within the Energency Departnent to transfer and hand
them over to the care of the doctors and nurses in the
Depart ment .

Q Just to clarify, when you tal k about the proportion of
Anmbul ance Victoria's tinme is spent dealing with nental
health presentations; in your view, is that a big or snal
proportion of Anmbul ance Victoria's tinme?

A Well, it's a significant portion of tinme. If we
consider that it's over 10 per cent of our work, that's a
consi derable period of tine. W estimate it's about

90, 000 hours of time. One of the challenges is that we
don't have specific information to present to the

Conmi ssi on today, but based on the nedian tinme and the
vol une of cases we have, it is over 90,000 hours of
resourcing tinme spent working with nmental health patients
and transporting nental health patients in the community.

Q Can | turn to the issue of volume. You' ve stated:

"The nunber of nental health patients being
managed t hrough referral has increased
overall with nore patients being risk
assessed as requiring an emergency response
reflecting the safety net provided by
referral ."
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Can you el aborate on this in terns of the volune of
patients?
A So what we know, and certainly having put the nental
health nurses into the referral service, we' ve seen a
decrease in the anount of anbul ance responses required to

patients in crisis. In the community, however, the

vol ume of cases that are dealt with by our referral service
for mental health patients - | will just have to refer to
ny statement - is considerable and it's grow ng

di sproportionately conpared to the growmh that we see in
the referral service generally.

So the referral service growh for other case types is
about 9 per cent per annum and for nmental health patients
it's 12 per cent per annumin ternms of the nunbers of calls
that are being dealt with by the referral service triage.

Q Can | ask you about the conplexities of the cases that
you are seeing. Wat are the trends in relation to the
conpl exities of mental health incidents?

A Sorry, I'lIl have to refer to ny statenent again.

Q So, from paragraph 39 you tal k about the conplexities.
A Sorry. W conpared data between 2015 and 2018 to
consi der sone of the changes in the types of presentations
that we may have seen for patients in the community. What
we have seen is a nunber of patients seen by paranedics
with a clinical presentation of suicide or suicida

i deation increase by 52 per cent when we conpared 2015 with
2018.

Li kewi se, patients presenting with psychosis increased
by just over 21 per cent in that sanme, conparing those sane
two periods. And interestingly enough as well, the nunber
of emergency patients with substance-rel ated i ssues, which
can be a considerable driver around exacerbation of nental
health issues, increased by 22.6 per cent for the sane
compari son

So, we would say that the conplexity and the acuity of
patients with nental health issues in the conmunity, when
we | ook at 2015 conpared with 2018, seens to be increasing.
So, patients are presenting with nore serious and nore
acute probl ens when we conpare those two peri ods.

W felt it was al so useful to have an observation
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about the work that we do with Victoria Police. So,

obvi ously Ambul ance Victoria works with Victoria Police
often for patients who are presenting with nental

health-rel ated i ssues, and proportionately police attend

30 per cent of the tine to those cases, which was static
bet ween 2015 and 2018. And whilst the volune, the nunber
woul d have increased over that tinme, the proportion remains
st abl e.

Q Are those figures for the whole of Victoria, is that
what they relate to?
A. Correct.

Q How does that conpare to what you're seeing on the
ground?
A | think the data supports sonme of the chall enges that

we have around nental health patients and the acuity of
nmental health patients that are presenting. W know t hat
there are chall enges about accessing - particularly
accessing beds for acute nental health patients and
accessing care. W think that is denonstrated in the data
when we see patients that are presenting with nore serious
probl ens, we're seeing nore people who are at risk of
sui ci de, we are seeing nore people who are unwell wth
psychosis in the community, and either they are, or other
nmenbers of the community or their famly or carers are
calling 000 in an effort to access care for them

Q You referred to the fact that police attend in

30 per cent of the cases with Anbul ance Victoria; is that
right?

A That's correct.

Q Is it the case that Anmbul ance Victoria would attend

70 per cent of crises without the police attendance?
A That's correct.

Q What is it that determ nes whether or not the police
cone?

A So, the police attendance will be influenced by a
variety of factors. |If at the tine of call there is any
indication that there is violence or aggression, and we' ve
spent a consi derabl e amount of tine and training over the
| ast four years in particular wth our paranedi cs around
occupational violence, so |ooking for triggers and
indicators that there nay be violence at those scenes; if
that was the case, then the police would be asked to
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att end.

The police will also attend in sone cases where the
patients are subject to orders under the Mental Health Act
and we require their assistance to convey themto hospital.
The police sonetines also will be in attendance at those
cases because they will also have been called by the
famly. Patients who are in crisis and famlies and carers
who are attenpting to access care will often call not only
t he Anbul ance Service but also the police in an effort to
hel p manage their safety.

I n those cases the police and the paranedi cs work
together to care for the patient, and in sone cases the
area nental health services may al so be involved in that.
So, where a patient has been subjected to orders and they
need to be taken to an area nental health service, often
the nental health service workers will be involved. The
paranedi cs, the police and the nental health service staff
will collaborate over the strategy to get that person off
to the hospital in the safest way that they can.

Q I n your statenment you've presented a case study which
outlines the conplexities faced by Anbul ance Victoria. Are
you able to give us a high I evel summary of that case
study, pl ease?

A Yes, | will. If that's okay, | mght just refer to ny
statenent to nake sure | reflect it correctly.

Q Sure, thank you

A We've offered two case studies, the first one rel ates
to a 40-year-old man who presented with suicidal ideation
over a nunber of days in and around Metropolitan Ml bourne.
On the norning of the first day when he presented, he was
di spl ayi ng suicidal ideation and was attenpting to run into
traffic. He was apprehended by the police, assessed by

par anmedi cs, and he was taken to a hospital under

section 351 of the Mental Health Act for an assessnent.

That sane day later in the afternoon the sane patient
presented for a second tinme displaying suicidal ideation
and attenpting to run onto the railway tracks in a
sout heastern netropolitan railway station. He was
appr ehended by police again on that occasi on, assessed by
paranedi cs and transferred by anbul ance to a different
hospital on that occasion.
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Later that same eveni ng Anbul ance were called again to
the same railway station and encountered an identica
situation to the previous one with the sane patient, and
t he patient was agai n apprehended by police under
section 351 and conveyed to hospital.

On that sanme day, at al nost mdnight, Anmbul ance
Victoria was called to a different railway station in the
sout heast ern suburbs of Mel bourne and encountered the
patient expressing suicidal ideation and attenpting to
access the railway tracks once again. The patient on that
occasi on requested that the paramedi cs take himback to
hospital, which they did.

Two days | ater, Anmbulance Victoria were called to a
railway station in the Central Business District where the
sanme patient was agai n expressing suicidal ideation and
attenpting to access the railway tracks. He was
appr ehended agai n under section 351 of the Act. He was
again transported to hospital. |In that case it was one of
the hospitals that he had been recently discharged from and
was handed over to the staff at the hospital.

Later that sanme eveni ng Anbul ance Victoria attended
that sane patient again in an inner netropolitan suburb.
He was agai n upset, expressing suicidal ideation, and on
t hat occasion escalated and ultimately was restrained with
t he assistance of the police and ended up bei ng detai ned
and handcuffed and he was transported to hospital again
under section 351 of the Mental Health Act.

In ternms of summarising that case, the patient
requi red anbul ance attendance six tinmes over a three-day
period. It was a total of nine hours of involvenment from
Anmbul ance Victoria paranedics in assessing himand taking
himto hospital and working with the police

There are a nunber of conplex issues that fall out of
the case study. One of the challenges in this particular
case is that this man was honel ess, he was of no fixed
abode. Wen he was taken to the first area nental health
service, they were able to check his information within the
nmental health information systemas it exists, and he was a
patient that was not of their catchnment, he was a patient
of a catchment in Regional Victoria, and had care plans and
the like, albeit that they were ol d.
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There's chal l enges around the | ack of coordination.
In this case this patient was presented to multiple
different police units, multiple different anmbul ance crews
and multiple different hospitals.

There was consi derabl e resourcing demand. So, this
patient took a |lot of resources fromthe Anbul ance Service,
fromthe police and fromall the different hospitals who
were involved in his care over what was only a three-day
period of tinme. The challenges in that is that we don't
have access to the nental health informati on system so we
can't look up that patient's care plan to ascertain who the
area mental health service is that is responsible for his
care, what the care plan is. Indeed, in these cases
t hey' ve re-presented himback to the sanme hospital and the
sane health service each tinme, which | think from an
escal ation of his nmental health condition would have been
very useful rather than himstarting fromscratch again at
each of these health services as he presented to them

Currently Anmbul ance Victoria is not able to access
that information as it's contained within the patient's
nmental health records because of the way that the Act is
constructed. W see that that is a significant chall enge
in terns of comng up with good strategi es and good
connected strategies around care for patients and, for this
gentl eman, he didn't receive the care that he possibly
coul d have received if we had access to that care plan and
t hat strategy.

Q Can you explain to us what the PROWT pilot is?

A We have a second case study which I'm happy to go into
whi ch tal ks about the PROWPT pilot. So, PROWT stands for
t he Prehospital Response of Mental Health and Paranedic
Team it's a pilot that's been conducted in Geater

Ceelong. It's an initiative between Anbul ance Victoria and
Barwon Health. They provide the area nental health service
in Geater CGeelong. The PROWPT Team puts a paranmedi c and a
mental health clinician together to respond to nenta

heal t h cases received by Anbul ance Victoria, are both
crisis-related responses and al so | ower acuity responses,
so they receive referrals fromour call referral service
and fromthe mental health nurses who work in the cal
referral service in the Geater Geelong area.

Q Could tell us about --
A. "1l maybe go on with the case study?
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Q Yes, please. Could you just, at a high level, tell us
how t hat panned out in this case study?

A So, the pilot's currently running, it concludes at the
end of this nonth. There was a particular case that we

t hought denonstrated how, when we do things differently, we
have an opportunity for inprovenent.

So this is a 32-year-old man with a significant
| ongstandi ng history of schizophrenia, very well-known to
the nmental health services at Barwon Health, and he was
al so bei ng case managed t hrough a | ocal comunity-based
mental health service. He presented with suicidal ideation
and a call to 000 resulted in the PROWT Team attendi ng.

For this particular patient he had been experiencing
exacerbation of his synptons fromhis schi zophrenia and he
call ed 000 because he was quite agitated and was
experienci ng suicidal ideation.

The PROWPT Team responded. Wien they arrived the
mental health clinician was famliar with himso it was a
patient that she had been involved in the care of
previously and they were able to |l ook up his current care
plan and his current, | guess, support nechanisns that he
has around his care and then to assess him

What becane i nmedi ately obvious was that the problem
was that he'd actually ran out of his antipsychotic
medi cati on and hadn't been taking it for the last four
days. Wat the PROWPT Team was able to do was to |iaise
with a duty psychiatrist fromthe area nental health
service, receive a prescription for himso that he could
have his nedication. They were able to source a supply of
the nedication for him take it to him he was able to take
the nedication. He was able to stay at hone, it was
assessed that the risk was reasonable, that he would be
able to stay at home. He was cared for by his famly and
then they followed up with himthe subsequent day and he
had had a significant inprovenment in his condition.

When we conpare that to the historical response that
we woul d have had, we woul d have sent an anbul ance. It's
worth noting, the PROWT Team are in an unmarked car, so
it's very lowvisibility for the people that |ive around
this gentlenman. So, we would send an anbul ance. He was
expressing suicidal ideation and aggression, we woul d have
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called the police. They would have sent nultiple units.

We woul d have then sent a second anbul ance at the prospect
of transporting himto hospital because he has a history of
bei ng aggressive and he's quite a strong fellow. He would
ultimately have been taken into care, he would have been
restrai ned, sedated, shackled, transported to hospital to
the Barwon Health, to the University Hospital, Geelong

Emer gency Departnent, where he woul d have then been there
for a period of time while the sedation wore off so that
soneone could then come and assess himfor his nmenta
health condition - all over what realistically was an issue
around access to his nedication.

So, the PROWT service in that case provided a nmuch
better outconme nost inportantly for the patient but a much
better outcone for the system So, taking people who are
experienci ng thought disorders into really busy Energency
Departnents is really not a very optimal way to care for
them and in this case he was able to stay at hone. And
i ncreasingly becane well, so there was subsequent
foll owups with himthrough the nental health service, and
after he was taking his nedication, by the end of that week
he was considerably better, which |I think denponstrates that
when we do things differently, we can get better outcones.

Q W just have to go a bit slower, sorry, for the
transcri ber.
A. Sorry.

Q You were referring to the area nental health service.
Can you tell us about what support Anmbul ance Victoria needs
fromnmental health services in order to be able to fulfi
its role optimally?

A. | think access is one of the significant chall enges.
It's cleverly evident that nental health services are under
consi derable strain in ternms of the demand for their
services. That results in decreased access for Anmbul ance
Victoria in terns of accessing their triage services and
their clinicians to be in a position to cone out and see
patients. That results in patients being taken to

Emer gency Departnents because there aren't other options
for them

So what we need fromthe area nental health service
first of all is access. | think the other chall enge that
we see within the system if indeed we describe it as a
system it's sort of a whole |ot of parts that deliver
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simlar services not necessarily in the same way, is to
have sone systematic strategy and coordi nati on of access
for patients. So, we don't perhaps have patients being
taken to area nmental health services and to other places as
a result of their geography or where they mght live, that
they actually are able to access the care where they need
it, and that that will be nore tinely for Anmbul ance
Victoria as well in terns of being able to access care for
t hose patients.

| think the other thing we need for the nental health
service is an opportunity to collaborate in the care of
mental health patients. |[If indeed our role is about
responding to crisis, it's about responding to patients who
are having crisis in the comunity, we need to be able to
col |l aborate with nental health services to have plans for
those patients where they' re known to them so that we can
support a better outcome for them

So, if the outcone is about access to an inpatient
service within an area nental health service, that that's
achieved in a caring and consi dered way and avoi di ng busy
Emer gency Departnents and other services that don't deliver
good experiences for those patients.

Q Can | deal with two final topics, the first one is
education. You've said in your statenent:

"AV is aware that many paranedi cs do not
feel adequately equi pped to nmanage and care
for patients with nental health issues.™

What are you referring to there; what are you aware
of ?
A. That goes to a study that we participated in which was
a study conducted across Australia, not just in Victoria,
by Beyond Bl ue and the Bl ack Dog G oup. There was
partici pation from paranedi cs sought in the study and
surveys around how confident they felt in managi ng nenta
heal th pati ents.

What the study tells us is that paranedics don't fee
confident in dealing with conplex nmental health patients
and that there's an opportunity for us to consider how we
m ght built nore capability for our paranmedics or indeed
how we m ght better respond to conplex nental health
patients' needs in the comunity to better support our
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par anedi cs: whet her that be through specialist teans or
t hrough better capability devel opnent wi th education or
partnering with the area nental health services.

Q Can you describe in nore detail what are sone of the
speci fic gaps you see in the current education?
A So education for paranedics. So, paranedics conplete

an undergraduate degree to be able to be registered as a
paranedic in Australia. The training is delivered across
many different jurisdictions. So, paranedics who cone to
work here in Victoria could have trained in New South Wl es
or Queensland. The content of the courses is variable
around managi ng patients with nmental health issues.

So, there's an opportunity to have sone engagenent,
perhaps with the Paranedi ci ne Board, about what the base
standard around education for managi ng nmental health
patients are.

| think over time we have seen paranedi cs nore
i nvol ved in nmanaging nore patients with nore acute problens
in the coimmunity and an exacerbation of the nental health
illness. W need to build nore capability in our staff,
particularly around risk assessnents. | think for
paranedi cs attending patients, particularly patients who
express self-harmor suicidal ideation, there is an
opportunity to build nore capability to understand that
better and have better risk assessnents, and in turn be
able to refer patients appropriately to services so we're
not taking everybody who presents with that type of problem
to an Energency Departnment, which is one of the challenges
t hat we have today.

Q Finally, you' ve referred to collaboration with nental
health services as being sonething that would inprove the
delivery of Anbul ance Victoria's services. Are there any
ot her changes that you want to rai se now that you think
woul d bring about |asting inprovenents to hel p people
affected by a nmental illness, particularly in crisis
situations, from Ambul ance Victoria's perspective?

A | think I've nmentioned some of themin the evidence
already. | think collaboration and the sharing of
information, so access to information about patients' care
pl ans so that we can work together to conme up with good

sol utions and good strategies for themin terns of their
care. That may very well go to the information that's held
within the mental health information systens as they stand.
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| think there are definitely chall enges, and our view
is that there are challenges around the way that the system
is structured in terns of area nental health services, and
the need to consider a nore coll aborative approach
collectively across the nental health services so there is
i ndeed a system of care.

We draw conpari sons to other systens of care that
exi st for other health-related conplaints in Victoria. So,
we have a systemof care for patients who suffer strokes,
we have a systemof care for patients who suffer traums,
whi ch is above | guess the individual services that are
offered in particul ar geographic areas by particular health
services. So, we see that there is an opportunity to have
a nore systemati c and coordi nated approach around the
managenent of nental health patients and their access to
care.

W believe that partnering with and havi ng nore open
conmuni cation with the area nental health services about
patients only serves to inprove the outcones for the
patients and al so to have options for patients who are
presenting in crisis. The responsiveness of the nental
health services to our requests for assistance, or the
police's requests for assistance represent a significant
challenge, and I think it comes to that, in an emergency
service context we work in mnutes and seconds: nental
health services work in days, weeks and nonths in terns of
their care for patients, so there is an obvi ous difference,
if you like, in terms of how we deliver our services.

So, if we can connect that, if we can have a
coordi nated approach to it, we believe that we will have
better outcones for nental health patients in ternms of
their access to care.

M5 BATTEN. Thank you, very nmuch, M Thonmson. Chair, are
t here any questions for M Thonson?

CHAI R Pr of essor Fel s.

COW SSI ONER FELS: Q Thank you for your excellent
evidence. |I'minterested in the dollar cost of nental
health for Ambul ance Victoria, so | was going to kind of
gi ve you a question on notice about whether you coul d see
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if you are able to give us a ballpark estinate of the
dol | ar cost of your services in respect of nental health.
You' ve given us some hours, rough estimates of hours: what
woul d that translate to, what other aspects? So, | just
wondered if you could go away and thi nk about that
possibility.

A | think we'd be happy to take the question on notice
and conme back to the Conmmission with that information. |
don't have it to hand but we would be willing to take it on

noti ce and cone back with sone figures.

COW SSI ONER Mc SHERRY: Q Just one question from ne.
You nentioned sonetinmes the use of sedation and restraint.
Coul d you perhaps explain what that enconpasses and how
often that m ght be used?

A In ternms of how often, | would probably have to take
that on notice and cone back to you with the actua
nunbers.

It is an end strategy always. |If we think of the Act,
we think of just good care. Least restrictive is always
the strategy around nental health patients. However,
people who are in crisis and are at risk, particularly if
there's aggression, there is potential for the use of
sedation. Paranedics have a couple of options in terns of
the sedation that they can use. However, they are sedation
that results in the patient not being in a position to
contest with the transport. Paranedics can obviously
provide care for those patients through that tine.

In ternms of restraint, every anbul ance is equi pped
with patient restraints for the purpose of restraining
nmental health patients. Again, viewed with the | east
restrictive in nature, | don't think anyone enjoys being
restrained. However, it is about the safety of the
patient, it's about the safety of the paranedics, the
safety of the police. Wuat is very risky was, if during
transport a patient does becone - gets outs of the
restraints or becane aggressive in the back of the
anbul ance, it's a very small space and it represents
consi derable risk, not only to the patient, but also to the
paranedi cs and potentially the famly or the police or
whoever el se mght be attending with him

Q What exactly are those restraints? Are there straps?
A Yes, so they're straps that are attached to the
anbul ance stretcher. They have arm and ankle restraints,
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and they're used in conjunction with the normal restraints
that we use on the stretcher, which obviously are part of
the standards we apply for everybody in terns of travelling
in the vehicle, but they certainly do restrict the
patient's ability to nove or indeed to get off or out of

t he stretcher

Q | s data kept on how often that m ght be used?
A Yes, it is.

M5 NICHOLS: Good. It would be very useful to have that.
Thank you.

CHAI R Q |"ve got a few other questions that |I'd like
to ask. The first one is in relation to performance
criteria for Ambul ance Victoria. |In terns of response

times we heard earlier today, for exanple, in Emergency
Departnents there's different KPIs | guess or perfornmance
standards for other forns of health care relative to nenta

health. |Is that the case in Anbul ance Victoria?
A Yes, we have a series of netrics that are agreed with
governnment each year around our performance. |In terns of

the tinmeliness of response: for code 1 energencies which is
a lights and sirens response, we need to attend within

85 per cent of the tine, 15 mnutes or |ess across the
state; or 90 per cent of the tine, 15 mnutes or less in
popul ation areas of greater than 7,500 people in sort of

| arger comrunities.

Q So that same criteria would apply whether it's soneone
in acute nmental health crisis or soneone with another form
of physical illness?

A If it was an acute nmental health crisis and it was
coded and determined to be a code 1, then it's exactly the
sane.

Q We al so heard earlier today about the occasi ons when
it is that police mght be first on scene at a critical

i ncident and m ght deci de an anbul ance needs to cone. Just
to clarify the process for 000: if it's deened to be an
urgent nmental health crisis, are the anmbul ance the first

di spatched group to that enmergency or is it a juggle

bet ween police and/or anbul ance?

A It will depend on the information that's received at
the time of call. In Victoria the conputer-aided dispatch
systemfor all the emergency service organi sations, which
is operated by ESTA, is integrated. So, a person who
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called for a nental health-related conpl aint for ambul ance,
where there was threats of violence or harm that would
create what we describe as a nulti-agency event and we
woul d invite the police to come with us for that event.
Equal ly, they are able to do the same: so where it is a
mental health-related conplaint coded in their systemit
will come automatically across to the anbul ance system for
response.

In ternms of police being present and asking for our
attendance, it would depend on the information that's given
at the tine about the patient's presentation as to how
qui ckly we woul d respond.

Q And so, just another point in relation to that, we' ve
often heard from consuners about the distress there is if
they are transported in an energency situation in the back
of a divi van as opposed to in an anbul ance. Wuld it be
nore often that sonmeone in crisis, if both police and the
anbul ance are there, that if police assistance is required,
they are inside the anbul ance with the anbul ance crew
escorting the person or are they nore likely to be in the
back of a divi van?

A | would say they would be nost likely to be in the
back of an anbulance. |It's certainly our view nental
health patients should be treated by clinicians and i ndeed
be treated and supported by paranedics in that situation.

There are a handful of situations where it may be
deened that it's not safe to do that, and we certainly are
aware that the police sonetinmes will transport patients
t hensel ves due to the amount of tinme they may wait for us
to attend. Cbviously, we have to manage all the calls that
we're dealing with at any point in time, including the
mental health calls. So, there are occasi ons where
anbul ances m ght be del ayed and the police may very well be
waiting for us, and equally there are tines where we've
called the police and we're waiting for themto conme and
support us with a nmental health patient.

Q There's just one last point | want to talk on. You
di scussed the performance criteria in netropolitan and
other areas. In Rural Victoria, and this was sonething

that's cone up in our discussion so far: if you have a
person who's in acute nmental health crisis in a country
town where there's not an inpatient unit available and the
escorting of that person to the hospital that is the
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nearest available inpatient care, is that just done as part
of the normal energency response of an anbul ance, or how do
you structure the responses to those sort of calls and
transfers?

A So, we woul d respond obviously to those calls, and our
footprint, like the police's footprint, is across the
state. | think nmental health patients in Regi onal

Victoria, particularly in Rural Victoria, represent a whole
series of chall enges about access to care, not only for our
services but to access to care generally.

For a patient who presented and for the purposes of
the police taking theminto custody for a 351, they could
be presented to an Energency Departnent for the purpose of
- or an urgent care centre for the purpose of an
assessnment. Indeed, if the patient was subject to orders
and had to be conveyed to an area nental health service,
that could be a considerabl e undertaking, given the area
nmental health services' coverage in Regional Victoria are
qui te significant areas.

In that case, paranedics will work with the police,
they do these sorts of things often, and with the
respective control centre in an effort to coordi nate how we
m ght do that, and how we might get that patient to the
area nental health service where they need care, it is not
wi thout its logistical challenges, and for the patient can
be challenging, particularly if we're changing the faces of
the people that are caring for them be it the paranedics
and the police, through a journey. So, if it's going to
take us two or three hours to get themto an area nental
health service, it may be that they' re handed over to
subsequent teanms of paramedics or police for that journey,
and I think that represents a chall enge around the
continuity of care and for the experience for the consuner.

Q Yes, and many tinmes that consunmer may well voluntarily
want to have that transfer and adm ssion too?

A. I ndeed, and if it is voluntary, then there are sone
other options. W certainly can utilise our non-emergency
sector. There's area nental health service transport,
there's obviously Wrking Wth Famlies. | think the key
in all of those cases is to |ook for the best option in
ternms of what works best for that patient that's safe. So,
if it needs to be in our care, then that's what we will do,
but equally exploring options with the area nental health
service and with the patient's carers to | ook for ways to
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get themto the nmental health service safely.
CHAI R Thank you.

M5 BATTEN: No further questions for M Thonmson. My
M Thonson pl ease be excused?

CHAI R: Yes, thank you very much for your evidence today,
M Thonson.

<THE W TNESS W THDREW

M5 NI CHOLS: The next witness is Ms Louise Ganville, |
now call her to give evidence.

<LQUI SE GLANVI LLE, affirmed and exam ned: [ 2. 50pn]

M5 NI CHOLS: Q Ms danville, are you The Chi ef
Executive O ficer of Victoria Legal A d?
A. Yes.

Q Have you held a nunber of other positions both in the
public and private sector, including as Deputy Chi ef
Executive officer of the National Di sability Insurance
Agency?

A Yes.

Q And First Assistant Secretary, Access to Justice and
Strategy and Delivery divisions at the Federal
Attorney-CGeneral's Departnent?

A Yes.

Q Executive Director, Deputy Secretary, Legal and Equity
Goup at the Victorian Departnent of Justice?
A. Yes.

Q And anmong ot hers, Principal Legal and Social Policy
Advi ser to the Victorian Deputy Prem er and
Attorney-General within the Ofice of Deputy Prem er and
At t or ney- Gener al ?

A Yes.

Q Alright, I won't take you to the others. Can | ask
you, what services does Victoria Legal Aid provide to
people with nmental health issues that allows it to inform
its position and understanding of the way that the nental
heal t h syst em wor ks?
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A Thanks for that. Victoria Legal Aid is a statutory
agency and it has, as part of its core responsibilities,
t he provision of |egal advice, legal informtion and
representation of people who are eligible for that
representation in terns of their |egal issues.

What this neans is that, fromour work, we glean a
very significant understandi ng of people who experience
mental health issues in not only the crimnal justice
systembut the civil justice systemas well, as well as the
famly law and child protection systens al so, and we do
this through provision of duty |awer services in nost
courts in Victoria, if not all courts; through
representation of defendants under the Crinmes Summary
| mpai rment Act in County and Suprenme Courts. W do this by
al so not just having | egal services but by having non-I egal
advocacy services such as our |ndependent Mental Health
Advocacy and our | ndependent Fam |y Advocacy and Advice
Servi ce.

W offer a tel ephone assistance and hel pline which is
available from8 till 6 pm and that is where anyone can
actually ring and get legal information or advice.

Q "1l take you through a few of those services, but
first, was it the case that in 2017-18 Victoria Legal Aid
assi sted over 94,000 uni que clients and, of those,

26 per cent disclosed that they had either a disability or
a nental health issue?

A. Yes.

Q Do you cl assify peopl e experiencing nental health
i ssues as priority clients?

A Yes, we do.

Q What do you nmean by priority clients?

A So, priority clients can include a range of different
i ndi vidual s and their experiences and the problens they're
experiencing, but it particularly for us relates to people
who are poor, because of course we have a neans test and
that neans test is very nmean. W support wonen and
children and others as part of famly viol ence proceedi ngs,
t hose experiencing nental illness, issues that relate to
the legal systemor in fact disability; in the context of
the NDI'S, we have quite a significant practice.

We al so assist people in the crimnal domain generally
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who are defending matters before Magi strates' Courts in
Victoria and indictable matters before the County and
Suprene Courts as well.

Q You have a specialist nental health |l egal practice?
A W do indeed, and that enconpasses not only
appearances at VCAT in relation to the NDI'S, but also work
inrelation to nental health issues, the Mental Health
Tribunal, and in addition we appear in the Suprenme Court,
or we fund appearance in the Suprenme Court for matters of
law that we're wishing to test. So, for exanple, the
recent matter in relation to the Mental Health Act and

i ssues of capacity and how that is determ ned.

Q Can | ask you a little bit about the |Independent
Mental Heal th Advocacy Service, briefly what it does and
who its clients are?

A Yes. The Mental Health I ndependent Advocacy Service
is areally, | think, inportant addition to the work of
Legal Aid. Oten people think of Legal Aid as just
providing | egal services, but this is a real way in which
we consider that you need to see people holistically, and
so, it's non-legal advocacy that's provided.

That particular service works across all public
hospitals in Victoria and really provides support and
information to people who are at risk of conpul sory
treatnent or are actually experiencing conpul sory
treat nent.

It is very inportant because it puts the individua
who' s experiencing these issues at the very centre of what
it is that is being experienced rather than being the
obj ect of services that are provided.

Q Can | ask you to articulate what it is, in that
context, to put the person at the centre?

A Yes. Qur workers, as part of that particul ar service,
would - and I'Il use a very practical exanple - would go to
those facilities, would actually seek information on who is
currently in a ward or in that situation that woul d benefit
from seei ng an i ndependent advocate, and would sit with

t hem and not only consider sone of the areas that the
Mental Health Act would require, such as how t hat person
can be involved in their ow treatnment in sone ways, how we
can better understand that person's w shes, how we can
ensure that that person is able to represent or put forward
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the sorts of things that would be inportant to themin
relation to any treatnent, be that voluntary or not
voluntary and, in those ways, it's a very practical and
supportive orientation that puts the person experiencing
the nental health issues at the very centre of what we do.

Q Is it an affirmative outreach?

A It's very affirmative outreach, although we don't
conpel, but we do seek to be very available to assi st
people. | think it is interesting, there has been a recent

eval uation of that service. W receive funding fromthe
Departnent of Health and Human Services for that, and this
eval uation was particularly inportant in highlighting the
success of that pilot which is nowinto its second term
and the fact that sone consideration should be given, and
it was one of the key reconmendations, for having it as the
standard practice across Victoria, so representing an
opt-out option for people so that it represents state of

pl ay rather than being something which, if you happen to
access it the day our people are there, then that's what
happens.

Q You have, as part of that program consuner experts
advi si ng you?
A W do. | think that's a particularly comendabl e part

of the work of Legal Aid, and | say that having only
recently conme to Victoria Legal A d about 10 nonths ago, so
it's trenendous to see that Victoria Legal Aid has actually
enbraced this notion of, how do you better inform and
desi gn what you do, the services you provide, the |egal

i nformation or |egal advice you provide with reference to
the user, with reference to what that person would need to
make it as useful as possible to them

So, we have an advisory panel; it not only helps us to
design the sorts of services that would be nost useful for
people with nental illness or experiencing nental health

i ssues, but it also assists in advising the organi sation
nore general ly about how we can be inclusive in terns of
our enploynment practices in terns of the way in which we
t hi nk about those who use our services, and in fact not
obj ectifying them but seeing the real humanity in the
peopl e that cone before us.

As part of that we al so have a consultant, a nenta
health consultant who is a terrific wonman, having net with
her several tines, and she not only hel ps to keep us
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account but is very useful in suggesting best practices
that m ght exist el sewhere that we should be thinking about
in the provision of |egal services and non-|egal services
that we offer to all Victorians.

Q Am 1 right in thinking that what you woul d suggest is
that this is a good nodel that other systens could observe?
A | think the independent eval uation that was done
clearly indicates that this nodel is working, that it is
one which is enpowering and assists people to take up, |

t hink what was really intended by the Mental Health Act,
which is, people participate in their treatnment, in their
assessnent, in their recovery, and it is a nodel which
really does assist people to understand their rights and
their options and to think through how best they can
actually represent those in those assessnent/treat nment
processes.

Q Can | ask you just to say sonething very briefly about
Victoria Legal Aid s involvenent wwth the speciali st

t herapeutic courts?

A. Yes, | think Victoria, as some of the Conm ssioners
woul d know, has a very proud history in relation to the
sort of therapeutic jurisprudence and specialists courts.
Personally, | ama great fan of these particul ar approaches
because they not only | ook at perhaps the crinme that has
been commtted, but they |look at the causes of crine.

Particularly inportant to us at Legal Aid is the
assessnment and referral list at the Magistrates' Court,
which is still relatively new, I think 2010 or 2011 it was
introduced, and it is really inportant because what it does
is, it looks at the sorts of wap-around services that can
assi st people to get on track with their |ives.

It uses judicial nmonitoring, which is also a simlar
process that is used in the Drug Court in Victoria at both
Mel bour ne and Dandenong, and as part of that judicial
nmonitoring it's a real sense of the person feeling val ued,
included, listened to - also sonetinmes |'ve seen
repri manded in sone instances - but a real positive
engagenent which is really attenpting to get that person
back on track and to help themthink about what's going to
be inportant in their life to make a particular difference.

Q Is it the fact though still that roughly one in five
uni que clients of Victoria Legal Aid, who you represent for
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summary crine matters, disclosed a nental health issue in
2017/ 187

A Yes, that's right, and that's a fact that many of the
clients that we would assist legally in summary crine woul d
have a nental illness or nental health issues.

Q W' ve asked you a question when we were seeking
witten evidence fromyou about where Victoria Legal Ad
fits within the nmental health system 1'd |ike you to, if
you can, address your perspective on whether the nental
health systemis actually functioning as a systenf

A So, ny owmn viewis that, | don't really see it as a
systemas | woul d understand that; and, when | say that,
woul d nean a systemthat | think operates well is one in

whi ch people - there's a variety of services and support
options available to them- people receive themin a tinely
way, there is good coordination and cooperati on anongst the
providers in that system that users of the centre are very
central to people's thinking in relation to that, and that
in fact it's a systemthat doesn't focus primarily on the
crisis end, or what | would call the tertiary end, but
really values early intervention and prevention as very
strategic and i nportant issues in order to address and not

| eave people to conme to the edge of that cliff and then
fall off.

Q So, these are the features that you would like to see
and we m ght cone to those at the end. |s your evidence
that you' re not seeing those features in the health system
fromwhere you and Victoria Legal Aid sit?

A That's right, and a lot of that m ght be because we do
often get to operate at that tertiary end, so that is very
chal l enging, but also, it is not to inpugn the good work
that people try and do in that system

W think it's a system- or ny personal view is that
it's a systemthat relies very nmuch on relationships
bet ween i ndi vidual s rat her than processes and coordi nat ed
endeavours through whi ch peopl e can nove through and get
t he support and access to services that they need in a
timely way. So, | would see it as fragnmented and not
coordinated in a way which can offer optiml outconmes to
peopl e experiencing nental health issues.

Q Alright, thank you. Now let's say a little bit nore
about the features of a well-functioning system You say
one feature is that there needs to be clear referra
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pat hways and entry points. How do you see the |ack of
those features in the clients who Legal Aid deals with?

A Well, | think for a lot of clients there hasn't been a
clear entry point. So, where there's a possibility that
sonmeone mght be able to be assisted earlier on in a
journey where they've got nental health issues, that
actual ly hasn't happened.

That might relate to a range of things, but that m ght
be that the sorts of organisations they've come into
contact with don't recogni se perhaps that the person has a
mental health issue: |'ve seen that in the justice system
itself on nunmerous occasions. It mght be that a person is
really in a position where they' re not able to express very
clearly what it is that they need, and | think this idea of
havi ng ways i n which people can be assisted by non-1lega
advocates in our experience, as distinct from people who
are brought in at that end when there is a significant
| egal problem really does escal ate what the circunstances
t hat someone m ght be experiencing are.

We do refer to sonme case studies where that early
i ntervention approach is an appropriate entry point where
sonmeone can be assisted in a nore nodest way, but
meani ngful way, and can nake a real difference to their
trajectory in terns of how they experience both justice
systens and nental health systens.

Q One of the things you observe is that you often cone
across clients who have difficulty with the gap between the
10 sessions provided by Medicare to access a psychol ogi st

and the crisis end. |Is that sonething that's a recurrent
feature of your client base?
A. Yes, we see that a lot, and sonme would refer to that

as the "mssing mddle" in a way: that people either are at
that very early intervention/prevention end and there can
be sone | ocalised supports for them but that m ddle piece
where people are really requiring sonething nmuch nore but
they're not at that crisis end is what we woul d see as
being a particular issue with the system

And | eaving people in this state of abyss really,
where they' re not being assisted with what are sone very
conpl ex needs and where in fact some interventions in other
systens, such as may relate to their housing circunstances
or issues to do with their isolation or inclusion, are not
addressed as well, and so what this neans is that people
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progress down a path which often invariably in our
experience |leads to the crimnal justice systemor the
civil justice systemin particular.

Q Yes. Is it your view that the recovery-focused

phi | osophy of the Mental Health Act is enbodied well in the
mental health systenf

A The Mental Health Act, in ny view, is a good piece of
legislation and it is good because it focuses on recovery,
it focuses on rights and it focuses on supported

deci si on-nmaki ng, which I think we sonetines forget about in
the way in which we do our work.

| think the prom se of that legislation still sits
there in large part, but it needs greater consideration
about the inplenentation of the system and how the system
| ooks, particularly with that mssing mddle piece in
relation to being able to deliver on those objectives that
the | egislation has.

Q You' ve nmade some observati ons about governance nodel s,
and you' ve suggested that the systemwould benefit froma
governance nodel that brings greater independence. In this
context what do you nean by i ndependence?

A This is a very good question. | think that our
position, and certainly ny evidence, is that many of the
parts of the systemthat relate to people who are
experiencing nental health issues relate directly into
DHHS, and that's not unusual, you know, in government
departnments. But | think in this particular area we need
to be able to have nuch nore transparency in what is being
done in various parts of the system

So, the governance point is really about that
transparency and | think the best exanple | could give of
that is that Victoria Legal Aid for many years have been
trying to access data that hel ps us understand the
compul sory treatment regi ne, who's experiencing that, what
their experiences are, what denographic groups this covers,
and in fact enable us to |l earn how we m ght be able to
better support and even use the data that is available in
the systemto design and plan for better, nore effective
servi ces that can assist people.

| think with conmpul sory treatnment it is a particular
chal | enge, because of course conpul sory treatnent is
exactly what it says, and so it is a very specific
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intervention that exists, and that clearly | think the Act
did a good thing in stepping that up to the tribunal that
needs to deci de whet her that happens.

But when you have the mi ssing mddle piece, | suppose
one fear that | would have is that people progress very
quickly to that tertiary end where there are nore specific
regines in place which may well not be necessary if you
conpared it to voluntary participation perhaps in nore
conmunity settings, and | think this is where potentially
that can | ead us.

Q Is it in that context that you consider that there is
nore room for independent oversight bodies?
A Yes, | think so.

Q I n your evidence, you indicate that it is Victoria
Legal Aid' s experience that there is a relationship between
limted resourcing in the nental health system and

i ncreasing use of conmpul sory treatnment and nedication. Can
you el aborate on that?

A | think it is an inevitable consequence of not having
the sorts of supports and resources that people need with
their nmental health illness at various parts of that

j our ney.

You know, recovery is not a thing where people, one
m nute they' re sick and then they beconme well; recovery is
often a lifetime experience for people, and what this nmeans
is that they need different types of supports all the way
al ong that system They need those supports to be able to
include them to hear their views, as | said previously, on
what they think their treatnment should be and how they're
going to benefit fromthat treatnment, and in that way |
think it is very inportant that, for the tertiary end to
work well, that its precursors at the prevention/early
intervention space really do offer real and serious support
for people when that's needed to enable only those who
really need that nost tertiary end treatnment to receive
t hat .

And | think, without that sort of spread and diversity
and spectrum of different supports and services for people
that are infornmed by people thensel ves and what they say
t hey need, of course with the assistance of others, then
too quickly people nay nove to the tertiary end.
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Q Does Victoria Legal Aid consider that a social nodel
of health shoul d be adopted?

A Yes, and |l ook, | think that's now - nobst governnents
accept that you can't, for exanple, just treat people's

| egal problens; you have to think of people in the context
of their financial situation, the economcs of their
situation, their health, yes generally, whether they're
enpl oyed or not, how connected they are to their conmunity,
what their relationships are with famly.

| think the social determ nants of health tell us that
just treating perhaps a person's health issue is not
necessarily going to change their experience or inprove
their ability to live an ordinary life, and that we have to
be nore holistic in this way, hence why Victoria Legal Ad
has chosen to in sonme areas introduce a non-|legal advocacy
nodel , so housing, enploynent, all of those sorts of areas,
i nclusion, can be taken account of in terms of supporting
peopl e.

The famly violence reforns are a good exanpl e of that
fromgovernnent's perspective. |It's not just the famly
violence as a legal construct that | think society now
understands, but is all the things which sit around that
that we really need to attend to in order to nake a
difference in a systematic sense.

Q Does an enbraci ng of a social nodel allow a focus on
strengths rather than deficits?

A Conpletely, and it's why sone of our non-| egal
advocacy services are so inportant because |, having had
much contact with people with nental illness in a variety
of the positions that 1've held, | do think that the focus
is often on what people can't do rather than what they can
do. The assunption is to objectify people rather than see
the humanity and to work with in order to build their
strengths, and this is why these sorts of ideas about
recovery and support and inclusion and supported

deci si on- maki ng, which the Mental Health Act tries to
enbody | think, are very, very inportant to a healthy
nental health system

Q Have you observed a bidirectional relationship between
heal th probl ens and | egal probl ens?
A Yes, | think the two can influence each other. For

any of us here who have experienced | egal problenms, we know
that not only are they costly often to deal with, but they
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cause great stress to people's lives. | think the reality
is that health problens for exanple unattended can actually
serve to roll and spiral into other areas.

And, if | take sonme good exanpl es, probably |ooking at
publ i c drunkenness and the fact that it's crimnalised here
in Victoria neans that people who really have a social and
a health issue can find thenselves intersecting with the
justice systemreasonably quickly, and if they are
honel ess, if they are also poor, if they are Aboriginal or
Torres Strait |Islander, these are the sorts of conpounding
factors that can | ead to people not being able to live
ordinary lives and in fact to spiral to that tertiary end
we' ve di scussed.

Q Speaki ng of conpoundi ng factors, what have you
observed about the conpounding effects of honel essness on
people's ability to get access to nental health services?
A Look, | think the situation for people who are
honeless is incredibly difficult. It is hard if people
don't have a fixed address, don't have a community that
they relate to as many of us do if we've got a roof over
our heads, are thinking every day about how they will just
survive, rather than being able to focus on getting better
or trying to inprove the nental health issues they're
experi enci ng.

| think honel essness, not having a roof over your
head, housing, is probably one of the biggest chall enges we
have in large part in this space, and watching the way the
t herapeutic jurisprudence initiatives, problem solving
courts, work in Victoria, clearly they stand for the need
for having adequat e housi ng and support - not just
i ndependent |iving, but supported |iving where people can
t horoughly have an opportunity to try and right their life
and to be able to be nore effective in self-care as well as
be safe in the environment in which they're in.

Q | s one of the conpounding factors that inpedes
people's ability to get access to nmental health services,
the cost of those services?

A Yes, | think so. | think even people who earn a
decent wage woul d probably find that hard, but for people
who are poor - and the majority of people that we see at
Legal Aid, clearly our guidelines are such that we only
represent those who are the nost poor - it is an obvious
fact that it affects their ability to live ordinary |ives.
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Q And that would particularly apply to people who find
t hensel ves in the so-called mssing mddle, wouldn't it?

A Yes, because | think that sort of grouping, if we call
it that, or that part of the systemthat needs to be
strengthened, if that's not strong: if people are in that
bit of the system they can either go one way, towards sort
of the prevention end, or they can go the other way,
towards the crisis or tertiary end. |If that nmddle is not
strong, then we will see nore people going to the crisis
end because they won't have the sorts of supports they
need.

Housing is a critical conponent of that, so is
meani ngful things to do everyday, whether they be paid or
unpaid. So is just feeling included and connected to those
around you, and al so experiencing reasonable health: all of
these things are vital, | think, and that mddle part is
where things can either go very right or very wong
dependi ng on what the supports are that you get.

Q In relation to things going very wong, is there a
sense in which the crimnal justice systemis de facto

pl aced to deal with nmental health issues?

A You know, our experience mght of course be quite

bi ased given what we do in broad part, but | think what we
do see is many peopl e being caught up in particularly
summary crinme but indictable as well in the crimnal
justice system who really do experience nental illness,
and certainly batches of vulnerability that then, if they
are honel ess as well and nore obvious to public authorities
and to police, that can often then lead to a spiralling
into the justice system

| think that's why it's so inportant that the good
work that Victoria Police does absolutely includes nore of
di version, ways of - the nultitude of powers that are
avail able to police officers really do enconpass not just
nmovi ng peopl e thoroughly into the system but to diverting
people fromthat system and that's a particularly
i nportant feature that we woul d see.

Q On a slightly different topic, you' ve nmade sone
observati ons about what you call the ineffective
interaction between the NDI S and the housing and justice
systens. Can you expl ain what you nean by that?

A. W' ve included a case study on that.
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Q Yes, would you |like to address that?

A Yes. Al'so in our subm ssion which we gave to the
Royal Conmi ssion |last Friday, that also includes some other
exanples. | think the NDIS is particularly interesting for

us because it does have great prom se and we are a great
supporter of that systemand that schene and we understand
the inportance of it fromthe perspective of people with,
say, a nental illness or cognitive disability or sone other
sort of disability, that it is about putting themat the
centre of their lives and giving themthe ability to live
an ordinary life. |It's pretty straightforward and we get

t hat .

It's a hard reformand it wll continue to be hard for
sonme tine, but I think this is an exanple of soneone who
really spent nmuch tine in prison, nmuch tine in a custodi al
pl ace when that woul d not have been necessary had there
been proper and effective engagenent and comruni cation
between the great prom se of what the NDIS is and actually
what happened for this person in practice.

Now, | say that as a great supporter of the schene,
and | think it's very understandable that with people with
very conpl ex needs the schene is still evol ving and wor ki ng
through that. But this is a good exanpl e of how people can
be left in what | would call, you know, the quiet of
custodi al places where they're not really seen, where their
ci rcunst ances continue, and where in fact, unless they're
given the right supports, that becones their way of life,
rat her than having available to themthe sorts of supports
t hat shoul d have been available at a nuch earlier period in
time.

Q Can you say sonething briefly about the facts of that
exanpl e that you are speaki ng about ?

A Yes. So, this, and I'Il read fromny notes if it's
okay - fromnmy evidence. Essentially John is the nane

we' ve given this person, John had an acquired brain injury
as well as a schizophrenia and this had contributed to his
past substance abuse, to unenpl oynent, to housing
instability, and indeed to |ow | evel offending, which is
once agai n not an uncommon thing.

When John transitioned to the NDI'S his plan was
i nadequate to support him to live well in the community
and, with the reduced supports that he therefore received,
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John conmitted further offences and was taken into custody.

Due to the NDI S housing and justice systens failing to
interact effectively - that is, who does what and whose
role is what, and clarity around what the expectations are
and sonme of the intergovernnental agreenents, John was
unable to obtain bail to live in the conmmunity. People
woul d be aware, of course, that Victoria has very
significant bail laws in place now, | think they've been
descri bed as the strongest in the country.

It ook 10 nmonths for an NDI S plan review to occur.
The plan review of course is a mechani sm whereby soneone's
package of supports is costed and designed, ideally with
the person is the way it's neant to happen. Therefore, it
was only once John had that, that he had a sustainabl e
post-rel ease package that could actually ensure that he
woul d be safer in community in the way that he certainly
deserved, and | think for the majority of times, it says
there, John was in custody.

So, this is interesting to ne because, clearly, we
only want people to be in custody if they really should be
there, and |I'm happy to tal k about that nore thoroughly,
but in this instance | think the reason was a | ack of
appropriate supports to enabl e soneone to live an ordinary
life in the community and, therefore, because those
supports weren't there, there was a deterioration, a nove
towards the nore tertiary end and the person before we know
it isinto the crimnal justice system And, once there,
it is actually quite a difficult systemto get out in Legal
Ai d's experiences.

Q Can | ask you a couple nore questions about governance
and oversight. Wen we have asked you the question, how
coul d systens work better together for inprovenent, one of
the things you have said is that:

"Regul atory structures that are neasured
agai nst actual quality inprovenents woul d
really assist."

Can you explain what you nean by that?
A Well, | think quality should be determ ned by people
who use services, that is ny personal belief, and that is
t he best outconme neasure that we could have: by seeking
what is it that soneone's wanting froma particular service
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intervention or arrangenment? Wat's actually achi eved at
the end of that?

| think the regulatory structure currently | ooks at
havi ng oversight inpossibility for reviewin a variety of
ways, and | think that's a good thing and |'ve already
mentioned the exanple of the Mental Health Tribunal and
t hat peopl e can appeal those nmatters to VCAT and to the
Suprenme Court. But you don't want people to have to do
t hat .

Q | see.

A So you really want there to be ways in which we can
nonitor and assess what's going on in ternms of the outcones
for individuals fromgood data that's available. | think

in nmy own experience there is a very significant connection
bet ween good regul ation, the availability of good data, but
al so that data is available publicly where it is needed.
It's an inportant part, | think, of the regulatory frane
that this should be nore possible than what we currently
see with the nental health systemin Victoria.

Q Just on the question of data, you say there are
several data inadequacies of which you're aware. The first
is a lack of available data on conplaints about the
Victorian nmental health system Anong others, how

wi despread those conplaints are.

A | think that's right, and that we particularly - as |
think | previously nentioned - see this and are very
interested in this in the context of conpul sory treatnent.
The main way we | earn about what's happening with

conmpul sory treatnment i s when people cone to us or we cone
across peopl e who need our assistance, either non-I egal
support or |legal support. It would be - I think civil

soci eti es and open governnent now requires nuch nore
transparency in the way in which business is done, if | can
put it that way.

The reason we want that is not because there's a

distrust. It is because, only when we see what is
happeni ng can we actually get better at what we do, can we
all get better at what we do. | think we want to

under st and t he denographics of that data, we have sone
assunptions around what those denographics m ght be from
our own i ndividual case experience, but to have that sort
of data available in a conprehensive way that can really be
used by governnments and conmunity organi sations and
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statutory agencies to inprove what we do, | think, is the
goal that we all should be aimng for.

Q On anot her aspect of data availability, you say:

"There is limted data to hel p design and
i npl ement a tailored, appropriate and
culturally safe service for various groups
wi thin our comunity i ncluding Aborigi nal
and Torres Strait |slander people.™

What sort of data do you have in mnd that we m ght
col lect?
A | just think it's both qualitative and quantitative.
Certainly the nost basic is the quantitative data, and |
think for Aboriginal and Torres Strait |slander people, and
certainly our partners, VALS, Victorian Aboriginal Lega
Service and Djirra, what we understand by working with
them - of course they are separate fromus, quite
appropriately, and receive funding directly currently from
t he Commonweal th Governnent, but it is clearly the case
t hat Aboriginal and Torres Strait |slander people talk
about the sorts of things that would be useful for themin
a mental health system as do many ot her people that we
woul d talk to, the way in which services can be nore
culturally appropriate.

| think, it's interesting for ne, | |earned when | was
at the NDIA, the National Disability Insurance Agency, that
there was no such word in many of the Aborigina
communities that we were going into for "disability". This
i ndi cat es sonet hi ng about the way in which we have to think
about putting the user at the centre to understand best how
we can respond to individuals in ternms of neeting their
needs.

Q You al so say this:

"There is an inbuilt inequality in the
systemin the sense that peopl e get

di fferent treatnent dependi ng upon where
they live."

What' s your observation about that?
A Yes, | think this idea of postcode justice is not a
new one, and so, we have sort of in a way borrowed this
term we haven't created it to understand what happens.
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Victoria Legal Aid is across Victoria, so we are in al
maj or regional |ocations, and so we have a good ability to
see what services are avail able and are not avail abl e.

Certainly, in listening to some of the evidence of
sonme ot her peopl e who have cone before the Comm ssion to
date, it is clear that rural and regi onal areas need
particul ar responses, that those responses have to take
account of distance. They have to take account, so
i mportantly, of whether service providers are actually
avai l abl e in those areas; whether the market can deliver
the sorts of capability and capacity that we need in those
areas to really support people to live full Iives.

| think not enough attention is paid to the gaps and
t he perhaps inefficiencies as a consequence, and that sort
of idea of the tyranny of distance to understand that. In
our witten subm ssion to the Comm ssion we nmake reference
to sone of the case studies where the anmount of travel
peopl e have had to do to get sone basic support services,
inny view, is conpletely prohibitive to thembeing able to
focus on their own recovery and their own thinking about
their life and how they can get off the treadm || that
they' re on.

So, we touch on that nore thoroughly, but essentially
that's what we nean by the postcode lottery. And | think
that essentially if people are poor, and we know that in
rural and regional areas there are a | ot nore poor people
percentage-wi se, that it makes it really, really difficult
for people to get the help that they need.

Q Can | just draw you out on two nore aspects of your
statement. The first is this, you say:

"The current governance, oversight and
accountability nmechanisns in the nental
health system are not working to ensure
quality, or to enbed the cultural change
needed to pronote a rights-based
framework.'

What specifically do you have in mnd there about the
governance and accountability systens?
A Vll, | think the way in which the system shoul d work
and the way in which governnents shoul d expect fromthe
system what it's doing, is by reference to the Mental
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Heal th Act which is about recovery, which is about rights,
and which i s about co-ways of working supported
deci si on- maki ng.

So the rights are things |like, do people get access to
good informati on about what their treatnent nmeans? W' ve
al so included sonme case studi es about people who don't even
understand what it is they're being treated for, so basic
informati on. Understanding alternatives. Very inportantly
for us, good services in that mssing mddle that are both,
are voluntary, voluntarily offered, and that attend to that
nore internedi ate need.

Governance of a systemshould attend to all of those
things, it should | ook at where there are gaps, and |I'm
tal king about that | suppose not in the formal regulatory
sense, but in a way which says, what do we need to ensure
that the systemcan actually work? | think the comments
made in nmy witness statenent are really about that
question, the systemisn't working optimally for people who
experience nental health issues.

Q | said | had two questions but | think that was ny
| ast one. Do the Conm ssioners have questions, Chair?

CHAI R: Conmi ssi oner McSherry, thank you.

COWM SSI ONER Mc SHERRY: Q Thanks very rmuch, and we | ook
forward to reading the subm ssion from VLA as well. Just
one question: we heard froma young woman the ot her day who
had a terrible experience in a H gh Dependency Unit and I

t hi nk she could have really used an advocate at that stage.
Does the | ndependent Mental Health Advocacy Service go
across units? Is it a capacity issue?

A. Well, it goes to all public hospitals, but it is not a
conpr ehensi ve system a conprehensive offering, which is
why - I"'mbeing a bit shaneless in saying this in a way -
but the evaluation says it should be rolled out across the
state. It is a terrific service and that's not just
because Legal Aid provides it. It does attend to what |
woul d see as a classic gap in the system and so, | think
that's the issue there.

| think this also plays to another point which | note
about not only sort of state funding but al so Federal
funding: often there's resources to do pilots but if
sonething's proven to be effective, then it's not actually
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rolled out across the system and to ne the beauty of
pilots is that they can test, they can refine, but if
sonet hi ng' s shown from an i ndependent eval uation to be
good, to be sonmething that is useful for people who are
experiencing nental health issues, then in ny viewit is
sonmet hi ng that should be rolled out nore broadly.

And, it's a relatively cost-effective system | think
as well and it is enpowering. It does focus on giving
peopl e informati on and tal king through options. | think it
hel ps peopl e take responsibility for their own care in a
way that's not punitive but is enpowering, and | think that
is aterrific outcome for many peopl e.

Q Just one other question. | note that you ve nentioned
fromthe data that is available, that representation before
the Victorian Mental Health Tribunal is only 15 per cent.

A Yes.

Q Whereas it's 80 per cent before the New South Wl es
Mental Health Tribunal .
A Yes.

Q Do you know the rational e behind that?

A Look, we woul d have sone suggestions for that but I
probably should take that on notice. Sone of it wll
depend on what different Legal A d Conm ssions or other
bodies prioritise. Clearly we all live within budgets and
we all pick areas of work that are nore significant, but it
m ght also relate to a systematic issue so | think we'll
take that on notice and conme back to you with perhaps our
reflections on why that is the case.

CHAI R: Q There's just one other point, Ms Ganville,
|"d like to take up which is: you nade a comment in your
statenent that you had a regional |awer who tal ked about
the fact that they felt they' d | ost count of the nunber of
times he'd stood before a magistrate and said that "we are
having to use the blunt tool of the crimnal justice system
to deal with nental health issues".

We al so heard earlier today fromthe Assistant
Conmi ssi oner of Police about the fact that the police have
been call ed upon nore and nore in their viewto be the
first responder around nental health issues. | noted in
your exanple and earlier evidence you said increased
visibility of police to people with nental health issues in
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the comunity, whilst it mght be hel pful, can also
contribute to that higher engagenent in the crimna
justice system

Can you nake any coment or further observations
around that?
A | think that's spot-on. | think, particularly because
we' ve sort of been in a period of strong | aw and order, and
| conpletely accept governnent's right to make those
deci sions and do that and nmake appropriate | aws as
government sees fit, but one of the consequences of that
is, people who would not perhaps ordinarily have been
caught up in these systens do beconme nore visible. They
may, because of their inability or without the supports to
be able to have control of their lives in the way that they
woul d wi sh, they nove qui ckly down paths, and we have nany
exanpl es of that.

Exanpl es, too, of where people are brought before a
court when perhaps there could have been alternatives to
t hat being the outcome for that particular person if there
was not nore coordination. Better role definition, I
t hi nk, Conm ssi oner, of who does what and what are the
sorts of possibilities that are available early on or in
that m ddl e pi ece when people are going to go one way or
the other. And | think these are the challenges for us to
really think those through in terns of the intersection
bet ween systens as wel | .

So, it's not only how nental health services relate to
each other, and | think there's been sone good evi dence on
that, but it's also the way systens relate to each other
And inportantly, it's also about the way culturally we all
view the person with nmental health issues and whether in
fact we can put themin a position which the Mental Health
Act suggests they should be in, which is a participant in
the process, not a person that sonething is done to.

| say that recognising that sonetinmes things have to
be done to people, but | think our orientation should be to
avoi d that as much as possible and to have choice for
peopl e experiencing nental health issues in their |ives
whi ch enabl es them nore thoroughly to | ook for voluntary
opportunity and participation in their own treatnment before
it becones sonething which is mandated or conpul sory and
which they may feel is troubling for them
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CHAI R Thank you.

M5 NI CHOLS: Before Ms Janville departs, may | tender
her statenent?

CHAI R Yes, thank you. [WT.0001. 0036. 0001]
M5 NI CHOLS: May Ms d anville be excused, please?

CHAI R Yes, thank you very much for your evidence today,
Ms danville.

<THE W TNESS W THDREW

M5 NI CHOLS: The next witness, and the final w tness for
today, is Ms Vrinda Edan. | call her to give evidence.

<VRI NDA EDAN, affirnmed and exam ned: [ 3. 38pn]

M5 NI CHOLS: Q Ms Edan, are you the Acting Chief
Executive O ficer of the Victorian Mental Health Awareness
Counci | ?

A | am

| s that body al so known as VVHAC?

Yes.

Q
A
Q VWere you previously the Chair of VWVHAC?
A Yes, | was.

Q

. Anmong ot her things, have you had consuner roles
working in the nental health services area for over

20 years?

A Yes, | have.

Q Are you also a qualified nurse with a Masters Degree

i n Nursing?

A Yes.

Q Can | ask you a nunber of questions about the consumner

and carer workforce in the nental health services area.

Can we first define howthis concept shoul d be understood.
Are there two principal roles in the lived experience work
force: firstly, the consultant workforce and the peer
support workforce?

A Yes, that would be correct.
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Q Are each of themto be understood as conprising carers
and consuners in the sense that you have carer and consuner
consul tants separately and carer and consuner peer support
wor ker s?

A. Yes.

Q Are those roles in Victoria all formally recogni sed
and do they include paid positions in Victoria?

A Yes, they're all formally recogni sed under the nenta
health services award, the EBA, yes.

Q Can | ask you about the history of the devel opnent of
these roles. Has the role of consuner consultant existed
since 19967

A. Yes, that's correct.

Q Was there a semnal event in 1996 that led to the
devel opnent of the that role?

A Yes. Prior to 1996 there was a project undertaken at
t he Royal Park Hospital called the Understandi ng and

| nvol venent, or nore informally known as the U and |
project, and that was a participatory action research
programthat | ooked at consumer eval uation of the service.
One of the recommendati ons that cane out of that was the
enpl oynent of consumers in services, that led to a quality
project that enployed consunmers in all area nental health
services in 1996.

Q That was the first reconmendation of its kind of any
significance as far as you're aware?

A As far as |'maware, yes.

Q After that recommendation, did it becone the case

that, in all area nental health services a consuner
consultant and a carer consultant is required to be

enpl oyed?

A So, after that recomendation in 1996 it was consuner
consul tants; carer consultants were first enployed in 2002
and funded by the departnment in 2009.

Q | see. Is it still the case that in each area nenta
health service, one of each of those consultants nust be
enpl oyed?

A. In adult services, one of each. 1In child and

adol escent units a carer consultant, and in aged services a
carer consultant. But consumer consultants are only funded
in adult services.
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Q Goi ng back to 1996, was the funding of consuner
consultants at the rate of two to three days a week?
A Roughly, yes, that's how nmuch it was, yes.

Q To your know edge, has it rermained at that rate since
that tine?

A Yes, it has.

Q The funding for those roles is part of the block
funding for area nental health services; is that right?
A. Yes, that's ny understandi ng.

Q One point you nmake in your statenment is that over tine
the significance of the role and the demands pl aced on the

person perform ng that role have grown consi derably?

A. Yes, that's right, both the conplexity - the anount of
work and the conplexity of the work has increased.

Q | f we focus on consuner consultants, what kind of work
do they do within area nental health services?
A. Most often they are involved in quality inprovenent

type projects, that was where the positions first sat in
services, was under quality inprovenent. But it's expanded
much beyond that to managenent, to influencing managenent
deci si on-nmaki ng of the way that services actually run

i ncl udi ng education of services, input into conplaints
processes, comunity awareness-type projects, so very, very
broad across nobst areas of what an area nental health
service delivers. The consuner consultant woul d be
required to give sonme sort of input.

Q Focusi ng now on carer consultants, has there been an
evolution froma focus on them performng peer support work
al one, noving into a nore advocacy-focused rol e?

A Yes, that's correct, so they started peer support but
noved i nto advocacy.

Q You nmake the point in your statenent that:

"Peer support work is increasingly
recogni sed as a discipline inits own
right."

Can you say sonething about the inportance of it being
recogni sed as a discipline?
A. Peer support work takes quite a different approach to
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wor ki ng with someone who is in nmental and enotiona
distress. It sits in a space of nutuality and supporting
sonmeone's human rights. That's a very different space than
nost workers within a nental health service, and that nakes
it unique and it neans that it needs to sit apart from

t hose ot her professions.

Q You al so nake the point that there is very strong

evi dence that peer support reduces re-hospitalisation
rates, reduces inpatient stays and |lowers the overall cost
of services.

Now, |I've rolled up three things together, and we
don't have tine to discuss individual studies, but you' ve
given a reference in your statement to a collected set of
studies, it was published by Mental Health America; is that
right?

A That's right, yes.

Q What are sonme of the significant findings that you're
aware of just in headline fornf

A. Just in headline form a nunber of the peer support
projects and services that are included in that study
include information that re-adm ssion rates are reduced by
up to 40 per cent; that days between hospitals are

i ncreased from about 120 days on average to over 270 days;
that there's reduction in the cost of comunity health
services by up to $2,500 per person per year, and in one
study there was a saving to hospitalisation costs of over
half a mllion dollars because of the reduction in rates
and the extension between hospital adni ssions.

Q Are those benefits seen across a range of different
servi ces, meaning types of clinical services?
A Yes. They are across the entirety of the

United States. The study shows, across all of the states
where certified peer support workers work, they show very
simlar results.

Q The studies that you refer to are Anerican studi es,

but is it your opinion that they're likely to apply and, in
t he absence of data being available in Australia, that it's
useful to | ook to those studies?

A Absol utely. In Australia we don't have very nmany peer
delivered services of this nature, and so, we have to | ook
to overseas.
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Q Can | ask you about your evidence to the effect that
there was quite a significant workforce in the comunity
managed nental health support sector which has now

di m ni shed with the advent of the NDI S?

A Yeah, so one of the areas that we saw peer support
wor k bl ossomwas in the community-nmanaged nental health
sector, and up until the advent of the NDIS there were -
we're not exactly sure how many, but there were nmany, nany
peer support workers. And at VWHAC at our support days,
the majority for workers, the majority of workers woul d be
fromthat sector.

Wth ND S and the genericisation, if you |like, of that
wor kforce; that is, that now everybody is just a support
wor ker, peer support workers have been taken out of
dedi cat ed peer support roles into generic support roles,
and in that way have been not able to use their skills and
expertise as a peer support worker and are actually | eaving
t he sector in considerable nunbers because of that.

Q One initiative that you do say showed some prom se was
t he expandi ng Post Di scharge Support Initiative. Before
ask you about its limtations, can | ask you to say what it
i s?

A So, the expandi ng Post Di scharge Support Initiative is
an initiative funded by the departnment to put peer support
workers into area nental health services to support people
in the post discharge phase. The principal idea is that,

i f people get nore support in that 28 days post di scharge,
they're less likely to be re-admtted, so the support is
concentrated in that tinme.

Q Acknow edgi ng that goal, one of the things you say in
your evidence is that it had sone inplenentation issues

whi ch you attribute to failing to obtain any input from
consuners in the design of the program

A Yes.

Q Were you asked to contribute to a guideline
subsequently prepared by the Departnent of Health and Human
Services to assist prudent and supportive peer workers to
performthat role?

A Yes, that's right. Once the consunmer workforce becane
aware of it, we were able to do some work.

Q Is that initiative the only funded peer support
service in Victoria?
A Yes.
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You say it's run on a small budget?
Very small and very | ocalised, yes.

O >0

] You' ve nmentioned that newer roles are energing for
peer workers, consumer policy advisers in governance. Wat
are those rol es?

A So, it's probably - now I'mthinking about it, it's
probably not right to say they're newer roles. Victoria
was the first jurisdiction to put in place a consuner in a
government position, a declared consuner position as a

seni or policy adviser, and that role was around infl uencing
the departnent to undertake and inprove the way that

servi ces were managed by the departnent fromthat consuner
per specti ve.

Q Can | ask you, what is a declared consuner position?
A So, a declared consuner position is where only a
consuner can be init.

Q Can you explain a little nore about, when that role
exi sted, what it involved?
A So, it involved a lot of advice within the departnent.

So, it had a very high level role within the Departnent of
Health, but it also at the tinme enabled a process to be
devel oped which was called the consuner - so there was a
consunmer and a carer partnership dialogue, and it actually
created a space where consuner workers, and for the carer
di al ogue carer workers, got to speak directly with the
departnent, and that was the first opportunity that
consuner workers had really had in an ongoi ng and
systematic way to speak to the departnent.

Q Was it the direct relationship that was quite
i nportant about that role?
A Absol utely, yes.

Q And so, it wasn't nediated through a service?

A. No, it wasn't nediated, and the person in the role at
that tinme had direct experience as a consumer worker in
services, so knew the systemvery well.

Q Is it the case that Victoria no |longer has that role
but ot her states do?
A Yes, so the position two to three years ago becane a

non- decl ared position, so it noved from being a necessary
requirement of the position to a desired requirenent of the
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position. So, the people occupying those positions now
have not worked as declared consuners in the past.

Q Is it right that you say it is preferable that it be a
decl ared position?
A Yes, absol utely.

Q You' ve nade sone observations about the need for
training the peer support workforce, including that that
seens to be done in a nore ful sone way in Western
Australia. Wat do you say about the need for training to
be provided to the peer support workforce?

A So, like any workforce, we require training and
support. At the nonent the training that's delivered for
peer support workers and ot her consuner workers is quite
ad hoc.

Wth the advent of the Centre For Mental Health
Learning, there is starting to be sone coordination of
t hat, but services thenselves still nmake a deci sion about
what sort of training soneone will have. W don't have an
accredited systemat the nonent for training;, that's quite
controversial. W require - it is our belief and what we
supported with the advent of the Post Di scharge Service is
t hat peer support workers needed to be trained in
i ntentional peer support, a particular nodel of delivering
peer support.

W woul d al so suggest that consuners require training
in what's called enptional CPR, which is about responding
to people in distress, but also consunmer workers have put
forward a desire for training around, you know, thinking
strategically, working strategically within a departnent,
how to influence people in high places, in power, those
sorts of skills are also required.

Q You' ve nmade sonme observations that overseas studies
have established the effectiveness of stand-al one
peer-delivered services.

A. Yes.

Q You' ve given a few exanples in your statenent but one
of themis one you have personally visited, and that's the

Piri Pono - | hope | have pronounced that correctly - in
Auckl and.
A. Yes.
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Q Can you say sonethi ng about what you observed, and
firstly what the service is and why you say it is an
effective service?

A So Piri Pono is a five bed alternative to an inpatient
unit. So, when people present in the triage service
needi ng - requiring an adm ssion, they get given the option
to, if that bed is available in Piri Pono, they get given
the option to go to Piri Pono rather than the inpatient
unit.

One of the things that struck me about the service was
the level of respect. So, all of the staff are peers,
including now the clinical staff, so all of the nurses have
a lived experience, and when | visited one of them had been
through Piri Pono as a patient.

But one of the really significant things for ne was
the way in which the risk assessnment was done for the
service, and that is, on adm ssion the nanager of the
servi ce undertook the risk assessnent with the consuner
being admtted, and that risk assessnment was only shared
with other staff on the consent of the consumer. \What that
neans is that everybody is treated the sanme, nobody gets
vi ewed through the | ens of soneone el se's decision that
you're high risk or nediumrisk. W know that risk
assessnents actually do nore harmthan good in terns of
buil ding relationships with people, and that really shone
through in this service to ne.

Q Do you know how long it's been operating for?
A Vell, | visited it three years ago and it had been in
operation then for about three years.

Q kay, thank you. Can | ask you about the evidence you
give in your statenment about the accounts you have heard or
VMHAC has heard from consuners speaki ng about the state and
Federal divide in ternms of access to services causing quite
some difficulty?

A Yes, and | think again it's increasing since the
advent of NDI S.

Q Yes.

A But we hear a | ot about, where services say, you know
we're a Federal service or we're a state service and so we
don't do that bit of work. There's a |ot of confusion
anongst consuners about what is Federally funded and what
is state funded. So, lots of people don't understand, for
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i nstance, that the Medicare rebate is a Federa
responsibility and not a state responsibility, so trying to
draw those bits together becones very difficult for people.

It's particularly - the previous testinony that spoke
about the broken mddle or the mssing mddle - that is
sonet hing that we woul d absolutely identify.

Q Have you al so observed that people with borderline
personal ity disorder have particul ar trouble accessing
services?

A. Yes. W do hear a lot fromconsuners with a diagnosis
of borderline personality disorder and it's a diagnosis
that, once you have it, it becones very difficult to access
services; it's considered people with this diagnosis are

of ten consi dered by services to be very difficult to work
with, very challenging to work with, and so we get a |ot of
need for advocacy for people with this diagnosis.

Q Can | just ask you about one of your recomendations
for inproving the system and you say:

"l believe services would be inproved if
governance requirenments of any publicly
funded nental health service required equa
gover nance by consuners."

Can you say why you think a governance rol e by
consuners in that sense is inportant?

A Yes. So, it is both governance and operational, to be
cl ear.

Q Yes.

A. But I think that there are a couple of really good

exanpl es of where consuners are involved in quite high
| evel operational nmanagenent, where there's been
significant inprovenent in the service when that occurs.

| do believe that if - and again, not at this |evel,
but sone exanples close to it of: if a consumer was
enpl oyed at the sanme |level as the dinical Director, the
Qper ati onal Manager, then the level of oversight fromthe
consuner's experiences would be drastically inproved and
many nore deci sions would be made - many nore of the
deci si ons made woul d be influenced by that view

If I can give a bit of an exanple fromny own
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experi ence of working?

Q Sure.

A | worked in a service where | was in a senior
managenent position, Director of Consuner and Carer

Rel ati ons, where | had the same | evel of authority across
the service as the nmanager for the adult services, the
manager for CAVHS, the Financial Mnager, the Director of
Nursing, and this neant that | was able to, with the
consunmers of the service feeding through the workforce that
| managed, influence things |like the design of the new

buil ding, the new unit; quite significantly reduced the
nunber of seclusion roons that were built in that facility;
we ensured that the seclusion roonms had ensuites; we were
abl e to make deci sions about the design that had a strong

i nfluence on safety for consuners.

We, as a team were also able to influence sone of the
community mental health service design and the way that the
servi ces functioned, and that woul dn't have been possible
if I didn't have that |evel of authority.

Q Yes, and that reflects the principles of
co-production; is that right?
A Yes, that's right.

M5 NI CHOLS: Thank you very nuch for your evidence,
Ms Edan. Do the Comm ssioners have any questions, Chair?

CHAl R Dr Cockram

COW SSI ONER COCKRAM Q Ms Edan, we heard from you
about the inportance of the peer support workforce and the
devel opnent of the nodel in Victoria. You nentioned that
it wasn't inplenented well and gui delines needed to be
witten retrospectively. Wat didn't they get right the
first tinme they tried to do it?

A Which do | pick? There was a nunber of things that
they got really wong. One was that the first iteration of
it - and this has noved a bit - but the first iteration of
it was to use peer support - the idea was to use peer
support workers to ensure that people got to appointnments
and picked up their medication and did that sort of thing,
and that's conpletely against the principles of peer
support; it's a psychiatric support officer-type role, not
really one of peer support and not using that experti se.
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The further issue that they got wong is, they hadn't
envi saged the training that was required for workers, they
hadn't put any support processes in place for consuners
bei ng enployed into a clinical service;, often a clinica
service that they have had personal experience with - this
is actually howit rolled out - wthout acknow edgi ng the
trauma that those workers had experienced in that service
and addressing it in sone way.

So what we've found and been reported to us is sone
really quite disturbing discrimnatory practices that are
occurring towards those workers, and that's being foll owed
in a study at the nonment, so there's a research study
that's actually | ooking at the experience of those workers
in the service

The ot her probl em has been that all of the services,
bar one, enployed clinicians to oversee the peer support
workers. The one that did enploy a peer, that peer also
had a clinical background, so there was a dual background
there, and again, this neant that the peer support workers
di dn't have the gui dance around the specialty know edge and
tasks that they needed to do with the consuners.

COW SSI ONER COCKRAM Gkay, thank you.
M5 NI CHOLS: May | tender Ms Edan's statenent?
CHAI R: Yes, thank you.

Q There's one other point | would like to follow up. |
was very pleased to hear that exanple of the facility you
visited in New Zeal and. W've heard very positive feedback
t hrough the course of this Royal Conm ssion already of the
role and inportant function by peer supporters, consuners
with Iived experience.

| ' m wondering how, fromthose experiences, what you
think is inmportant in providing support for those with
I ived experience who are undertaking these very chall engi ng
rol es sonetines, very enotionally charged difficult roles,
what do you think is going to be inportant, if we build
this workforce, to nake sure those |ived experience workers
are supported in terns of their working environnent?
A So, training, and training that's delivered by
consuners. Consuner perspective supervision. There's a
new framework that was rel eased | ast year that tal ks about
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consuner perspective supervision and how to provide that
and what the principles around that are. So, every
consunmer wor ker shoul d be given the opportunity to have
i ndependent consumner perspective supervision.

And, career structure. So, one of the things at the
nonent is that there's no career structure for consuner
workers. So, you cone into a role and that's it basically.
W need to be thinking about this as a discipline, we need
to be devel oping senior roles with appropriate remuneration
and devel oping theminto | eaders and managers of those
servi ces.

CHAI R Thank you. Thank you very nuch.

M5 NI CHCOLS: May Ms Edan be excused?

<THE W TNESS W THDREW

CHAI R: Yes, thank you very nmuch for your evidence today.

M5 NI CHOLS: That concl udes the evi dence today,
Conmi ssi oners.

THE CHAIR  Thank you.

AT 4. 05PM THE COW SSI ON WAS ADJOURNED TO
FRI DAY, 12 JULY 2019 AT 10. 00AV
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