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1 Reporting Back on the 2012
and 2013 Report Cards
Priorities and
Recommendations
The Commission has set out four priorities and eighteen
recommendations for governments and others to consider
PRIORITY 1: Mental health must be a high national priority for all governments and the community.
PRIORITY 2: We need to provide a ‘complete picture’ of what is happening and closely monitor and
evaluate change.
PRIORITY 3: We need to agree on the best ways to encourage improvement and get better results.
PRIORITY 4: We need to analyse where the gaps and barriers are to achieving a contributing life and
agree on Australia’s direction.
RECOMMENDATION 1: Nothing about us, without us – there must be a regular independent
survey of people’s experiences of and access to all mental health services to drive real improvement.
RECOMMENDATION 2: Increase access to timely and appropriate mental health services and
support from 6-8 per cent to 12 per cent of the Australian population.
RECOMMENDATION 3: Reduce the use of involuntary practices and work to eliminate seclusion
and restraint.
RECOMMENDATION 4: All governments must set targets and work together to reduce early death
and improve the physical health of people with mental illness.
RECOMMENDATION 5: Include the mental health of Aboriginal and Torres Strait Islander peoples
in ‘Closing the Gap’ targets to reduce early deaths and improve wellbeing.
RECOMMENDATION 6: There must be the same national commitment to safety and quality of care
for mental health services as there is for general health services.
RECOMMENDATION 7: Invest in healthy families and communities to increase resilience and
reduce the longer term need for crisis services.
RECOMMENDATION 8: Increase the levels of participation of people with mental health
difficulties in employment in Australia to match best international levels.
RECOMMENDATION 9: No one should be discharged from hospitals, custodial care, mental health
or drug and alcohol related treatment services into homelessness. Access to stable and safe places to
live must increase.
RECOMMENDATION 10: Prevent and reduce suicides, and support those who attempt suicide
through timely local responses and reporting.
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RECOMMENDATION 11: People with co-existing mental health difficulties and substance use
problems must be offered appropriate and closely co-ordinated assessment, response and follow-up
for their problems.
RECOMMENDATION 12: National, systematic and adequately funded early intervention
approaches must remain. This must be accompanied by robust evaluation to support investment
decisions, with a focus on implementation, outcomes and accountability.
RECOMMENDATION 13: A National Mental Health Peer Workforce Development Framework
must be created and implemented in all treatment and support settings. Progress must be measured
against a national target for the employment and development of the peer workforce.
RECOMMENDATION 14: A practical guide for the inclusion of families and support people in
services must be developed and implemented, and this must include consideration of the services and
supports that they need to be sustained in their role.
RECOMMENDATION 15: The Commission calls for the implementation and ongoing evaluation of
a sustained, multi-faceted national strategy for reducing discrimination.
RECOMMENDATION 16: All Australians need access to alternative (and innovative) pathways
through school, tertiary and vocational education and training.
RECOMMENDATION 17: Where people with mental health difficulties, their families and
supporters come into contact with the justice system and forensic services, practices which promote a
rights and recovery focus and which will reduce recidivism must be supported and expanded.
RECOMMENDATION 18: Governments must sign up to national targets to reduce suicide and
suicide attempts and make a plan to reach them. These targets must be based on detailed modelling.
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Introduction
In the 2012 and 2013 National Report Cards on Mental Health and Suicide Prevention
the Commission stated that it would report on progress against priorities and
recommendations.
The 2014 Report Back, developed by the Commission, surveyed both Federal and state and territory
governments seeking their input and advice on local progress. We received responses from five
Commonwealth Departments: Education, Employment, Health, Social Services and Prime Minister
and Cabinet. Responses have been received from all state and territory governments.
For the first time, the Commission also sought input from the non-government sector. Twenty three
non-government organisations (NGOs) provided data for the 2014 Report Back.
This supplementary paper provides additional information to that found in the 2014 Report Back,
relating to the Commission’s assessment of national progress against the priorities and
recommendations, as well as the activities the Commission has undertaken.

Reporting Back
The purpose of this paper is to present an overview of government and non-government activities in
regard to the priorities and recommendations of the 2012 and 2013 Report Cards. It includes:
•

Responses received by the Commission from Commonwealth departments in relation to
progress and activities against the 2012 and 2013 priorities and recommendations.

•

State and territory department responses received by the Commission in relation to progress
and activities against the 2012 and 2013 priorities and recommendations.

•

A summary of government activity identified through publicly available information (this
information was provided to states or territories when the Commission sought their advice for
the 2014 Report Back).

•

Responses received from the non-government sector in relation to their views on progress and
action against the 2012 and 2013 priorities and recommendations.
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2 Commonwealth agency
responses to the 2012 and 2013
Report Cards Priorities and
Recommendations
Department of the Prime Minister and Cabinet
Priority 1

Nil response.

Priority 2

The annual Report on Government Services (ROGS) provides information on the equity,
effectiveness and efficiency of government services in Australia, and includes a section on
mental health management. ROGS is produced by a Steering Committee of senior officials
from Australian, State and Territory governments for the Council of Australian Governments
(COAG). The Steering Committee was chaired during 2013 by Peter Harris.

Priority 3

Nil response.

Priority 4

Nil response.

Recommendation 1

Nil response.

Recommendation 2

Nil response.

Recommendation 3

The 2014 ROGS included reporting against a new indicator on seclusion events ― this is the
first mental health management safety indicator to be included.

Recommendation 4

Nil response.

Recommendation 5

The Aboriginal and Torres Strait Islander Mental Health and Suicide Prevention Advisory
Group (ATSIMHSPAG) advises the Minister for Indigenous Affairs and the Ministers for
Health on strategic and practical ways to prevent suicide and improve the mental health of
Aboriginal and Torres Strait Islander peoples.
Renewal of the National Strategic Framework for Aboriginal and Torres Strait Islander
Peoples’ Mental Health and Social and Emotional Wellbeing (the Framework) is an agreed
action under the Fourth National Mental Health Plan (2009-2014). This work has been
driven by ATSIMHSPAG and funded by PM&C.
PM&C has also funded Certificate IV training for the social and emotional wellbeing and
alcohol and other drug workforce and Mental Health First Aid International to develop a new
training programme for Indigenous youth.
An evaluation of the effectiveness of existing suicide prevention strategies and programmes
in combating suicide and suicidal ideation in Aboriginal and Torres Strait Islander
communities is currently underway, funded by PM&C.
The second edition of Working Together: Aboriginal and Torres Strait Islander Mental
Health and Wellbeing Principles and Practice was funded by PM&C and released in 2014.
The Government is providing funding through the Indigenous Advancement Strategy (IAS)
to improve the lives of Indigenous Australians. Improved health, social and emotional
wellbeing is a specific element of the Safety and Wellbeing Programme of the IAS.

Recommendation 6

Nil response.

Recommendation 7

We note that a formal response to the 2012 Report Card was issued by COAG on 21
November 2013.
Following COAG’s decision on 13 December 2013 to refocus priorities and streamline the
COAG Council system, it would be appropriate to seek responses on subsequent report cards
from the Health Council.
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Recommendation 8

Nil response.

Recommendation 9

Nil response.

Recommendation 10

Nil response.

Recommendation 11

Nil response.

Recommendation 12

Nil response.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Nil response.

Department of Health
Priority 1

The Department provides significant investment in the mental health and wellbeing of
Aboriginal and Torres Strait Islander peoples through the National Suicide Prevention
Programme (NSPP) and the Taking Action to Tackle Suicide (TATS) package.
In 2014-15 approximately $4.9M has been committed under the NSPP to specific services for
Aboriginal and Torres Strait Islander Australians.
$1.2 M has also been committed in 2014-15 under the TATS package for specific suicide
prevention activity targeting Aboriginal and Torres Strait Islander peoples.
A continuation of funding has also been provided in 2014-15 for the National Empowerment
Project which works to address social and emotional wellbeing issues and high suicide rates
experienced among Indigenous communities around Australia. Work is currently being
undertaken with eleven Indigenous urban, regional and remote localities around Australia.
The Access to Allied Psychological Services (ATAPS) programme primarily treats people with
common mental disorders such as anxiety and depression and has a proven track record of
providing services to hard to reach groups, such as Aboriginal and Torres Strait Islander
people. In 2013-14 ATAPS had $8.2 million (GST excl) specifically for the delivery of mental
health and suicide prevention services for Aboriginal and Torres Strait Islander people. This
included both the delivery of services to Aboriginal and Torres Strait Islander people and
mental health cultural competency to enhance the delivery of services to Aboriginal and
Torres Strait Islander people. In 2012-13 7.9% of all ATAPS clients were Aboriginal and
Torres Strait Islanders.

Priority 2

The Department funds three periodic cross sectional surveys under the National Mental
Health and Wellbeing banner – an adult survey of common mental illnesses, an adult survey
of psychotic illnesses and a survey of mental illness in children and adolescents.
The Department also funds the publication of national and jurisdictional mental health data
in the National Mental Health Report, the AIHW publication Mental Health Services in
Australia and inputs into the mental health chapter in the Report on Government Services.
In 2013, national key performance indicators for public mental health services were made
available on-line through the AIHW website to enable more timely reporting.
The national surveys and publications help to provide the evidence base and picture of what
is happening in mental health.

Priority 3

From 1 July 2013 Commonwealth funding to states and territories for public hospital
services included activity-based funding for admitted mental health services. The
Independent Hospital Pricing Authority (IHPA) has also commenced work on designing a
new classification system for mental health services, beginning with a costing study in the
second half of 2014. The finalised classification is scheduled for completion by 30 April 2015
to allow a one year trial planned from 1 July 2015. IHPA has stated its intent to price mental

Supplementary Paper 1 | the 2014 Report Back on the 2012 and 2013 Report Cards Priorities and
Recommendations

7

health services using the new classification from 1 July 2016.
The Department of Health is working with other Commonwealth agencies and with trial site
providers to understand how the National Disability Insurance Scheme is operating for
people with psychosocial disability resulting from mental illness in the context of these trials.
This work is ongoing.
Priority 4

The first phase of the NMHSPF Project has been complete and the Project Executive Group,
which includes representatives from all Australian jurisdictions, have agreed that the draft
project products require 12 months of refinement, validation, sensitivity analyses and
testing. A proposal for this work is currently being considered by the Department of Health.

Recommendation 1

The Department of Health has funded three national projects specifically aimed at the
development of new survey measures that will capture consumer and carer perspectives.
1. Consumer experiences - a national project to develop a Consumer Experience of Care
(CEOC) measure was led by Victoria and overseen by the Mental Health Information
Strategy Standing Committee. Titled the ‘Your Experience of Service’ survey, the
Department will be making the measure freely available to interested organisations under a
formal license agreement by the end of 2014. Several states and territories have indicated
their intent to introduce the measure as a regular collection within their mental health
services.
2. Carer experiences – parallel work is underway to develop a survey instrument to capture
carers’ experience of services. Led by the Australian Mental Health Outcomes and
Classification Network (AMHOCN), the measure will be trialled by several mental health
organisations in a proof of concept phase scheduled for early 2015.
3. Consumer social inclusion outcomes - work has been ongoing to develop the ‘Living in the
Community’ survey since 2011. The measure is designed to capture key aspects of social
outcomes for mental health consumers including housing, employment, education and
community engagement. It is expected that the measure will be made available publicly in
2015 following final amendments and development of a national implementation strategy.

Recommendation 2

Public reporting of indicators of mental health system performance include an indicator to
monitor population access rates to mental health care, including state and territory and MBS
funded services. This indicator is on the AIHW Mental Health Services in Australia on-line
website and reported annually in the Report on Government Services.

Recommendation 3

Involuntary admissions are not currently reported at the jurisdictional level for admitted
patient care. The national rate for admitted patient separations with an involuntary mental
health legal status was 29.5%.
Involuntary admissions for state and territory Community Mental Health Care (CMHC)
services and Residential Mental Health Care services are published annually in the AIHW’s
Mental health services in Australia report. The national rate for involuntary service contacts
in CMHC services was 13.2%. For RMHC episodes, the involuntary rate was 22.8%.
All jurisdictions are contributing to the reporting of seclusion events as published in the
AIHW’s Mental health services in Australia report since 2013. All jurisdictions are
participating in ongoing work towards the development of a national seclusion and restraint
data collection.

Recommendation 4

Mental illness is included as a National Health Priority Area.
The 2012 Mental health statement of rights and responsibilities (SCoH) includes the
following:
“That the rights and responsibilities of people who provide services includes ensuring
consideration of the physical wellbeing and physical health needs of mental health
consumers in their care.”

Recommendation 5

The Aboriginal and Torres Strait Suicide Prevention Advisory Group guided the development
of the National Aboriginal and Torres Strait Islander Suicide Prevention Strategy. Members
of this Advisory Group subsequently combined with the Aboriginal and Torres Strait Islander
Mental Health Advisory Group to form the Aboriginal and Torres Strait Islander Mental
Health and Suicide Prevention Advisory Group. This group is co-chaired by Dr Calma and
Professor Dudgeon.
A continuation of funding has been provided in 2014-15 for the National Empowerment
Project which works to address social and emotional wellbeing issues and high suicide rates
experienced among Indigenous communities around Australia. Work is currently being
undertaken with eleven Indigenous urban, regional and remote localities around Australia.
Note - the Social and Emotional Wellbeing Framework, and the Aboriginal and Torres Strait
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Islander Mental Health and Suicide Prevention Advisory Group sit with PM&C.
Recommendation 6

The National Mental Health Commission is working with the Australian Commission on
Safety and Quality in Health Care (ACSQHC) to improve the uptake of national mental
health standards.
The ACSQHC has conducted a scoping study on the implementation of national standards in
mental health services. This study will provide a better understanding of the enablers,
barriers and challenges to the implementation of the current National Standards in Mental
Health Services, in particular, from the perspective of people with a mental health difficulty
and their families and supporters.
It also aims to identify gaps in the standards concerning safety and quality in mental health
service delivery.

Recommendation 7

The Department of Health manages a number of programmes which focus on the resilience
of children, families and the broader community.
The Children of Parents with a Mental Illness (COPMI) national initiative aims to improve
mental health outcomes for children of parents with a mental illness by developing
information for parents, family members and carers, primarily accessed through
www.copmi.org.au.
The KidsMatter suite of initiatives, which includes KidsMatter Primary (KMP) and
KidsMatter Early Childhood (KMEC) aims to contribute to: improving the mental health and
wellbeing of children; a reduction in mental health difficulties among children; and the
provision of greater support for children experiencing mental health difficulties and their
families.

Recommendation 8

The Partners in Recovery (PIR) initiative aims to better support people with severe and
persistent mental illness with complex care needs by getting the multiple sectors they may
come into contact with to work in a more collaborative, coordinated and integrated way. PIR
is designed to facilitate better coordination of, and more streamlined access to the clinical
and other service and support needs of people experiencing severe and persistent mental
illness with complex care needs. This includes links to education and employment supports.
The Day to Day Living programme provides funding for the delivery of structured and
socially based activity programmes to people with severe and persistent mental illness at 60
locations across Australia. This programme is designed to increase community participation
by assisting people with severe and persistent mental illness to, among other things, develop
new skills or relearn old skills and to develop confidence.

Recommendation 9

With funding of $199.8 million from 2011-12 to 2015-16, the National Partnership
Agreement Supporting National Mental Health Reform is supporting the states and
territories to improve health, social, economic and housing outcomes for people with severe
and persistent mental illness. It is designed to address gaps and prevent ongoing cycling of
people with severe and persistent mental illness through state and territory mental health
systems and emergency departments. A total of 17 projects are being funded with each state
implementing between one and four discrete projects. For instance, Victoria is
implementing a project called Breaking the cycle: reducing homelessness, which is providing
assertive mental health outreach support, care coordination/case management to people
experiencing entrenched homelessness as a result of the severity and enduring nature of
their mental illness and comorbid conditions.
The Living in the Community measure under development includes a specific focus on the
quality and appropriateness of consumer housing arrangements.

Recommendation 10

Funding to suicide prevention programmes has been maintained in 2014-15 to ensure
continuity of services while the National Mental Health Commission completes their review.
These include:
• National and community-based projects funded under the National Suicide Prevention
Programme,
• Projects targeting groups at high risk of suicide funded under the Taking Action to Tackle
Suicide package; and
• Mental Health First Aid Training for Frontline Community Workers funded under the
Taking Action to Tackle Suicide package.

Recommendation 11

The headspace model provides for holistic care in four key areas including mental health and
alcohol and other drug use. headspace has a ‘no wrong door’ policy. The model provides a
service platform for, and entry point to, existing services by engaging a range of youth
workers and mental health professionals, as well as by referring young people to other
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appropriate services.
The Department of Health also provides funding to the Centre of Research Excellence in
Mental Health and Substance Use (CREMS) for the 'Comorbidity Project'. As part of this
Project, CREMS will:
• Revise and update the "Guidelines on the management of co-occurring alcohol and other
drug and mental health conditions in alcohol and other drug treatment settings";
• Build communication capacity for providing research evidence to relevant keystakeholders; and
• Undertake a scoping exercise to assess the training and support needs of youth substance
use and mental health workers in relation to comorbidity.
The Comorbidity Project is due to be completed in May 2015.
Recommendation 12

The Department undertakes evaluations of its programmes periodically. For example, the
second independent evaluation of the headspace programme commenced in January 2013
and is scheduled for completion in early 2015. The evaluation methodology engages clients,
parents and cares and affiliated service providers.

Recommendation 13

Nil response.

Recommendation 14

The Department of Health has funded three national projects specifically aimed at the
development of new survey measures that will capture consumer and carer perspectives.
1. Consumer experiences - a national project to develop a Consumer Experience of Care
(CEOC) measure was led by Victoria and overseen by the Mental Health Information
Strategy Standing Committee. Titled the ‘Your Experience of Service’ survey, the
Department will be making the measure freely available to interested organisations under a
formal license agreement by the end of 2014. Several states and territories have indicated
their intent to introduce the measure as a regular collection within their mental health
services.
2. Carer experiences – parallel work is underway to develop a survey instrument to capture
carers’ experience of services. Led by the Australian Mental Health Outcomes and
Classification Network (AMHOCN), the measure will be trialled by several mental health
organisations in a proof of concept phase scheduled for early 2015.
3. Consumer social inclusion outcomes - work has been ongoing to develop the ‘Living in the
Community’ survey since 2011. The measure is designed to capture key aspects of social
outcomes for mental health consumers including housing, employment, education and
community engagement. It is expected that the measure will be made available publicly in
2015 following final amendments and development of a national implementation strategy.

Recommendation 15

The Department of Health funds a number of programmes focussed on awareness raising
and stigma reduction.
beyondblue: the national depression and anxiety initiative is funded by the Australian, state
and territory governments to address issues associated with depression, anxiety and related
disorders in Australia. beyondblue promotes awareness, changes community attitudes and
improves services for people with these conditions, and conducts a wide range of national
activities to achieve these goals.
Funding is provided under the National Suicide Prevention Programme to support the SANE
Stigmawatch and Media Centre initiatives.
SANE StigmaWatch reflects and acts on community concern about media stories,
advertisements and other representations, which stigmatise people with mental illness or
inadvertently promote self-harm or suicide.
SANE StigmaWatch is a program of the SANE Media Centre, which is supported by the
Australian Government’s Mindframe National Media Initiative, and seeks to promote and
support the accurate and responsible portrayal of mental illness and suicide within the
Australian media.
The Mindframe Initiative encourages the promotion of responsible and accurate reporting
and portrayal of suicide and mental illness in the media in order to reduce harm and copycat
behaviour, and reduce the stigma experienced by people who have a mental illness. The
project works to build a collaborative relationship with the Australian media and other
sectors to encourage responsible, accurate and sensitive media representation of mental
illness and suicide. The Mindframe model is recognised internationally as best practice, with
Australian research showing increases in both the quality and quantity of reporting about
mental illness and suicide since its introduction in Australia.
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Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Funding to suicide prevention programmes has been maintained in 2014-15 to ensure
continuity of services while the National Mental Health Commission completes their review
of mental health and suicide prevention programmes.
In April 2014, the Evaluation of suicide prevention activities was completed and published
on the Department of Health website at
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-pubs-e-evalsuic
The Evaluation assessed activities funded under the National Suicide Prevention Program
(NSPP) and selected elements of the Taking Action to Tackle Suicide (TATS) package, over
the seven-year period from 2006-07 to 2012-13.

Department of Social Services
Priority 1

In 2013–14, the Department of Social Services (DSS) continued to implement community
mental health initiatives to assist people with mental illness and their families and carers to
manage the impact of mental illness.
In 2013–14, 166,457 clients, carers or family members whose lives are affected by mental
illness were able to access 519 support services. Of these participants, 12 per cent identified
as an Aboriginal and/or Torres Strait Islander person.
DSS also funded social and community services to identified drought affected farmers, farm
families and rural communities in Queensland and New South Wales through the Prime
Minister’s Drought Assistance Package. These services help families deal with mental illness
and relationship issues.

Priority 2

Nil response.

Priority 3

People with a disability began phasing into the National Disability Insurance Scheme (NDIS)
from July 2013 in New South Wales, Victoria, Tasmania, and South Australia; and from July
2014 in the Australian Capital Territory, Northern Territory, and Western Australia.
During 2013–14, there were 420 NDIS participants with a primary psychiatric condition who
were accessing individualised supports.
The National Disability Insurance Scheme will cover psychosocial disability in accordance
with the National Disability Insurance Scheme Act 2013 and rules and principles of the
Scheme.
Under the NDIS, participants with psychosocial disability will have increased choice, control
and flexibility in how their supports are delivered. The community-based support they
receive will take account of self-identified goals and will maximise opportunities for
coordinating systems of support. Supports funded by the NDIS will complement the clinical
supports provided through the mental health system and will address the functional impact
of a person’s psychosocial disability.

Priority 4

Nil response.

Recommendation 1

Nil response.

Recommendation 2

DSS is contributing to the National Mental Health Commission’s review of mental health
services and programmes.

Recommendation 3

As part of the development of a nationally consistent Quality and Safeguarding system for
the NDIS, government officials are working to develop an approach to restrictive practices
that is consistent with the National Framework for Reducing Restrictive Practices in
Disability Services.

Recommendation 4

Nil response.

Recommendation 5

DSS is an ex officio member of the Aboriginal and Torres Strait Islander Mental Health and
Suicide Prevention Advisory Group.

Recommendation 6

In 2013–14, the Department of Social Services (DSS) continued to implement community

Supplementary Paper 1 | the 2014 Report Back on the 2012 and 2013 Report Cards Priorities and
Recommendations

11

mental health initiatives to assist people with mental illness and their families and carers to
manage the impact of mental illness. Funded organisations are required to deliver supports
in accordance with the National Standards for Mental Health Services.
Recommendation 7

In 2013–14, the Department of Social Services (DSS) continued to implement community
mental health initiatives to assist people with mental illness and their families and carers to
manage the impact of mental illness. This includes Mental Health Respite: Carer Support
(MHR:CS) services and Family Mental Health Support Services (FMHSS).
FMHSS services provide early intervention support to assist vulnerable families with
children and young people who are at risk of, or affected by, mental illness. These services
support parents to reduce stress and enable young people to reach their potential.

Recommendation 8

In 2013–14, the Department of Social Services (DSS) funded 42 Personal Helpers and
Mentors (PHaMs) employment services to assist people with mental illness on, or claiming,
income support payments, to find and keep a job.
These services focus on assisting people to address non-vocational issues that are barriers to
finding and maintaining employment, training or education, such as personal presentation,
housing stability and family support for employment goals.
In 2013–14, a total of 1,737 participants engaged with these services across 42 sites.
Disability Employment Services (DES) providers are contractually required to deliver
individualised tailored assistance to all job seekers, taking into account that some job seekers
experience greater disadvantage than others. A key feature of the DES programme is the
provision of ongoing support for job seekers in the workplace for as long as it is required to
maintain employment.
There are currently 30 specialist DES providers that deliver mental health, mental illness or
psychiatric specialist services from 316 sites across Australia.
The DES programme is currently increasing workforce participation for people with mental
illness through the following initiatives.
Consumer Engagement
The Government convened two national consumer forums during 2013-14 to inform future
delivery of DES. The Mental Health Council of Australia provided advice about ways to
improve employment rates, and enhance the quality of support to people with mental illness,
including supports to help people to maintain their employment. The Council sought views
from consumers about the DES programme, including through a survey to obtain
information. The information is being disseminated to DES providers.
Mental Health Capacity Building training
DSS provides a Mental Health Capability Building online training module to assist
employment service providers and Department of Human Services frontline staff to better
identify and assist people with mental illness to gain employment. As at 31 August 2014,
44,900 modules have been completed through the Learning Centre with 6,061 people
completing at least one module.
Employment partnerships with disability advocates
As one of the 15 consumer groups funded to provide advice to the Government, the Mental
Health Council of Australia made a number of recommendations on how to improve DES
services to people with mental illness. These included the need for DES providers to raise
their expectations in relation to people finding work, more support to enrol in education and
training and greater transparency of what support is available and can be provided under
DES.
JobAccess
JobAccess offers help and workplace solutions for people with disability and their employers.
JobAccess includes a website and a free telephone information and advice service. In 201213, funding of $350,000 was committed as part of the Mental Health Reform Package to
expand JobAccess to engage mental health professionals to answer calls that require mental
health expertise.
During the 2013-14 period, the JobAccess advice service received 209 mental health related
queries. Of these queries, 185 were referred to a JobAccess mental health professional for
information, mediation and direction to services and programme support relating to the
employment of people with mental illness. During this same period, the JobAccess service
undertook activities to promote JobAccess and the support available for people with mental
illness seeking information about mental health and the workplace. Activities included
consultation with the Black Dog Institute and Beyondblue, the provision of information for
the Mental Health Services Conference and the inclusion of JobAccess mental health
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resources at various national conferences and events.
Employment Assistance Fund
The Employment Assistance Fund (EAF) encourages and supports the employment of
eligible people with disability by providing financial assistance to purchase a range of workrelated services and modifications. DES providers may also access funding from the EAF for
mental health awareness training and specialist mental health support for employees who
have mental health conditions.
Job in Jeopardy Assistance
Job in Jeopardy Assistance is available for people currently in the workforce who may be at
risk of losing their job due to the impact of their injury, disability or health condition. DES
providers work with an employee and their employer to provide assistance tailored to the
individual needs of the employee, enabling them to continue working. The sort of assistance
available includes workplace assessment, workplace modifications, advice about job redesign
and support in the workplace. Job in Jeopardy Assistance recognises the episodic nature of
mental illness and when the employee is assessed as requiring ongoing support, the DES
provider can flexibly deliver this support over the long term.
Wage Subsidies
There are a range of wage subsidies which are designed to encourage employers to employ
people with disability, including those with mental illness. The subsidies range in the
financial benefit and duration of that benefit. The highest subsidy is paid in relation to job
seekers with disability who have been on income support for two years or more. The
subsidies include the Wage Subsidy Scheme and the Restart Wage Subsidy.
National Disability Recruitment Coordinator
The objective of the National Disability Recruitment Coordinator (NDRC) is to increase the
participation of people with disability in the Australian workforce through direct support to
employers. The NDRC assists employers to implement practices to employ people with
disability, including those with mental illness, as well as training staff in working with people
with disability. The NDRC also works with employers to develop job vacancies targeted at
DES participants.
Recommendation 9

The Commonwealth provides funding to state and territory governments through the
National Partnership Agreement on Homelessness (NPAH) and the National Affordable
Housing Agreement (NAHA).
On 30 June 2014, the Australian Government has committed up to $115 million to renew the
NPAH.
All states and territories have agreed to match the Commonwealth funding to ensure that
critical homelessness initiatives continue to support some of Australia’s most vulnerable
people.
This funding allows continuation of homelessness service delivery for another year,
providing much-needed certainty for homelessness providers.
In addition, the NAHA includes approximately $250 million per annum for homelessness
sector funding, including Specialist Homelessness Services.
Under current arrangements, decisions on funding allocations are the responsibility of state
and territory governments, who determine priorities and the type and location of services
funded through the NPAH and NAHA.

Recommendation 10

Nil response.

Recommendation 11

Nil response.

Recommendation 12

In 2013–14, the Department of Social Services (DSS) continued to implement community
mental health initiatives, including Family Mental Health Support Services (FMHSS).
FMHSS services provide early intervention support to assist vulnerable families with
children and young people who are at risk of, or affected by, mental illness. These services
support parents to reduce stress and enable young people to reach their potential.
These service models were designed and developed in collaboration with service providers
and other key stakeholders.

Recommendation 13

Nil response.

Recommendation 14

Nil response.
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Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Nil response.

Department of Education
Priority 1

Nil response.

Priority 2

Nil response.

Priority 3

Nil response.

Priority 4

Nil response.

Recommendation 1

Nil response.

Recommendation 2

Nil response.

Recommendation 3

Nil response.

Recommendation 4

Nil response.

Recommendation 5

Nil response.

Recommendation 6

Nil response.

Recommendation 7

Nil response.

Recommendation 8

Nil response.

Recommendation 9

Nil response.

Recommendation 10

Nil response.

Recommendation 11

Nil response.

Recommendation 12

Nil response.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Data
The Department of Education does not collect data on the educational participation of
people experiencing mental health problems. We note, however, that this data is collected
under the Measurement Strategy of the Fourth National Mental Health Plan.
Youth Connections
In relation to alternative pathways, the Department of Education implemented the Youth
Connections programme which provides flexible and individualised case management
support for young people who are most at risk of disengaging, or already disengaged from
education. Youth Connections Providers also work to strengthen and better coordinate
services in their regions and build the capacity for key stakeholders.
The Youth Connections programme ends as scheduled in December 2014. The engagement
of school-aged children and the delivery of their education is the responsibility of state and
territory authorities and individual school principals.
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(We note that a new Youth Employment Pathways programme which will assist disengaged
young people in regional areas to get back into school, move into the workforce or start a
vocational education pathway was announced on 8 September 2014 as part of reforms to the
vocational education and training sector. This program will be managed by the Department
of Industry).
In relation to the outcomes from the Youth Connections programme:
• Between January 2010 and December 2013, 74,270 young people participated in the
programme.
• Mental health was identified as a barrier for 29 per cent or 21,200 participants. Of these
young people with mental health barriers about 10,000 achieved sustained engagement or
re-engagement with an education or training pathway while 3,430 made significant progress
in addressing their barriers to full engagement in education. This compares to about 43,000
of all participants who achieved sustained engagement or re-engagement with an education
or training pathway and 13,300 who made significant progress in addressing their barriers to
full engagement in education.
• The results of qualitative and quantitative evaluation and performance outcome data that
relates to Youth Connections participants with mental health conditions suggests a causal
link between the attainment of objectively quantifiable programme outcomes, such as
engagement with school and psychological wellbeing.
• Also, a recent survey of 2011 Youth Connections participants who exited the programme
after achieving an outcome reveals that 6 months after exiting, 94% are productively engaged
in education, training or employment.
• The fifth report on the subjective wellbeing of young people participating in the Youth
Connections programme is now available. A significant finding of the report is the
considerable improvement in the well-being of Youth Connections participants after
successfully completing the program. Post program follow up data suggests a marked
reduction in the proportion of young people who are likely to be depressed or a high risk for
depression.
• Many young people are feeling much happier about their lives more generally and are likely
to be feeling considerably more hopeful and optimistic about their futures. A statistically
significant 6.14 point increase in overall personal wellbeing was observed pre-post program
(from 73.11 points to 79.35 points). Significant pre-post increases in personal well-being
were also observed in a number of high-risk sub-groups.
Compact with Young Australians
It is also important to note that in April 2009 COAG agreed to implement the Compact with
Young Australians which was established to help young people get the skills they need to get
a job and make a successful transition to further education or training. The Compact with
Young Australians includes the following:
• A National Youth Participation Requirement for all young people to participate in schooling
until they have completed Year 10 (or an approved equivalent) and then in full-time (at least
25 hours per week) education, training or employment (or a combination of these) until they
are aged 17.
• Strengthened participation requirements, which means anyone under 21 who does not have
a Year 12 or equivalent qualification and who is not in education or training will not be
eligible for Youth Allowance (with some exemptions).
• An entitlement to an education or training place for young people aged 15 to 24. Officially
expired on 31 December 2011 as it had been embedded in state and territory policies around
increasing young people’s participation in education and training.
Recommendation 17

Nil response.

Recommendation 18

Nil response.
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Department of Employment
Priority 1

Nil response.

Priority 2

Nil response.

Priority 3

Nil response.

Priority 4

Nil response.

Recommendation 1

Nil response.

Recommendation 2

Nil response.

Recommendation 3

Nil response.

Recommendation 4

Nil response.

Recommendation 5

Nil response.

Recommendation 6

Nil response.

Recommendation 7

Nil response.

Recommendation 8

Job Services Australia
Job Services Australia (JSA) is the current mainstream employment services system which
provides support for all eligible job seekers, including job seekers with mental illness. As at
31 August 2014, there were 81,672 job seekers with mental illness on the JSA caseload (10.3
per cent of the total JSA caseload).
JSA providers have access to the Employment Pathway Fund which can be used flexibly by
providers to help eligible job seekers address their barriers to employment including
assisting them to overcome any personal difficulties that may be hindering their ability to
find and keep a job. This may include wage subsidies, training courses, mental health
support services and counselling and rehabilitation services (including drug and alcohol).
Between 1 July 2010 and 31 August 2014, $129.7 million of the Employment Pathway Fund
(7.7 per cent of all Employment Pathway expenditure) was spent to assist 95,172 job seekers
with mental illness.
In 2012, the Department of Employment developed an online mental health capacity
building training package for employment services provider staff which continues to be used.
To date, 6,796 provider employment services staff (including JSA, Disability Employment
Services and the Remote Jobs and Community Programme) have completed approximately
43,339 training modules. The number of job outcomes achieved by JSA continues to
increase:
• In 2013-14, there were 10,296 13-week outcomes for people with mental illness compared
to 9,072 in 2012-13.
• In 2013-14, there were 5,608 26-week outcomes for people with mental illness compared to
5,341 in 2012-13.
Between 1 July 2009 and 31 August 2014, Job Services Australia’s achievements for job
seekers with mental illness include:
• 81,620 job placements (4 per cent of all job placements). Of these, 83 per cent were for job
seekers in Streams 3 and 4 (the most disadvantaged streams in Job Services Australia).
• 37,425 13-week outcomes (4 per cent of all 13-week outcomes). Of these, 85 per cent were
for job seekers in Streams 3 and 4.
• 20,120 26-week outcomes (4 per cent of all 26-week outcomes). Of these, 84 per cent were
for job seekers in Streams 3 and 4.
Note: The data on job seekers with mental illness was extracted based on medical
conditions identified in the Employment Services Assessment /Job Capacity Assessment,
with at least one permanent mental health condition. Mental health conditions recorded
include: Alzheimer’s disease, anxiety, anorexia nervosa, bi polar affective disorder (manic
depression), bulimia, depression, obsessive compulsive disorder, oppositional defiant
disorder, psychiatric disorder, phobias, paranoid, Post Traumatic Stress Disorder,
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schizophrenia and senile dementia.
Employment Services 2015
The 2015 Employment Services model aims to enhance the quality of service provision and
improve employment outcomes. Under the new model, payments to providers have been
restructured to promote stronger performance and emphasise the achievement of
employment outcomes. This will require employment providers to deliver a higher level of
post-placement support to employers and job seekers to maintain their employment.
The new model will see job seekers placed into one of three Streams - Stream A, B or C,
based on the complexity of their employment-related issues, any serious non-job related
issues and risk of becoming long-term unemployed.
Stream C job seekers will have a combination of vocational and non-vocational issues that
need to be addressed so that they can take up and retain a job.
Funding will also be based on the job seeker’s Stream, with Outcome Payments structured to
reflect both the Stream and the individual’s length of unemployment. This recognises that
preparing job seekers to meet the needs of employers and transitioning and supporting them
to maintain employment is likely to require a greater investment.
Recommendation 9

Nil response.

Recommendation 10

Nil response.

Recommendation 11

Nil response.

Recommendation 12

Nil response.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Fair Work Act
The Fair Work Act 2009 (Fair Work Act) provides a range of measures that may assist
employees who are experiencing mental illness, including statutory minimum entitlements
to personal and carer’s leave for full-time and part-time employees, access to flexible
working arrangements and a range of general protections from discrimination.
Employees and employers are able to achieve flexibility in the workplace through individual
flexibility arrangements (IFAs) under the Fair Work Act. IFAs vary terms of modern awards
or enterprise agreements in order to meet the genuine needs of employers and individual
employees (such as accommodation of mental health sensitivities), while ensuring that
employees are better off overall.
Use of IFAs may lead to greater workforce participation and job satisfaction for people
experiencing mental illness as well as assist employers to attract and retain staff.
Flexibility in the workplace can also improve workplace productivity and efficiency by
helping maintain a motivated workforce with reduced staff turnover and absenteeism.
The Fair Work Act also provides the right to request flexible working arrangements (such as
part-time work or flexible working hours) under the National Employment Standards (NES)
to eligible employees, including those who have a disability or are a carer (s 65). To be
eligible, employees must have completed at least 12 months of continuous service with their
employer immediately before making the request.
Job Services Australia (JSA)
In 2012, the Department of Employment developed an online mental health capacity
building training package for employment services provider staff which continues to be used.
To date, 6,796 provider employment services staff (including JSA, Disability Employment
Services and the Remote Jobs and Community Programme) have completed approximately
43,339 training modules.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Nil response.
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3 State and Territory responses
to the 2012 and 2013 Report
Cards Priorities and
Recommendations
Australian Capital Territory
Priority 1

The Mental Health Amendment Bill was passed by the ACT Legislative Assembly on 28
October 2014.
ACT Mental Health Justice Health Drug and Alcohol Service (MHJHADS) has 2 dedicated
Aboriginal Liaison Officers as well as a Mental Health clinician who is co-located within
Winnunga Nimmityjah Aboriginal Health Service. They work together to provide better
access to specialist mental health and alcohol and drug services for Aboriginal and Torres
Strait Islander people.

Priority 2

The Mental Health Services Plan 2009 – 2014 evaluation report is complete and has been
disseminated to the Executive Strategic Oversight Group (ESOG) and the Strategic Oversight
Group (SOG).
The Suicide Prevention Strategy for the ACT 2009 – 2014 was completed and disseminated
to key stakeholders. Work has commenced on the next iteration, the ACT Mental Health &
Wellbeing (including Suicide Prevention) Framework 2015 – 2025.

Priority 3

The ACT is a trial site for the NDIS, and will be a whole of jurisdiction approach and it is
expected that all eligible people will be participants in the scheme in two years.
Eleven out of 24 funded community providers will be impacted by the NDIS and it is
expected that approximately 900 mental health consumers will be eligible to become
participants in the scheme.
MHJHADS in partnership with the community sector has developed an implementation
plan to support the transition and access to the scheme of those consumers with
psychosocial disability in the ACT.
The ACT government has a mental health officer embedded with the ACT NDIS taskforce
and work is under way with the National Disability Insurance Agency (NDIA) at a national
level to develop contemporary mental health policy within the NDIS.
MHJHADS and the ACT NDIS Taskforce are working with the NDIA at a jurisdictional level
to support consumers with psychosocial disability to access the scheme including the
development of memorandums of Understanding.

Priority 4

Nil response.

Recommendation 1

A Consumer & Carer Feedback committee has been established at AMHU to incorporate the
perspective of service users.
Patient Trackers are being investigated as a means of capturing patient satisfaction in
various areas of across the service.
Work has commenced to progress the ACT Health Consumer & Carer Participation
Framework. The advisory group includes peak body consumer representatives and ACT
Health Consumer Consultants.

Recommendation 2

Nil response.

Recommendation 3

The ACT continues to contribute to the reporting of seclusion events as published in the
AIHW’s Mental health services in Australia report. The ACT is participating in ongoing work
towards the development of a national seclusion and restraint data collection.
In 2013 ACT Health reintroduced the Early Support and Intervention Team in the Adult
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Mental Health Unit to assist in the identification of patients who are escalating and to work
one on one to de-escalate.
This initiative has been introduced in partnership with Ward Services to reduce aggression
and consumer distress. A training package that focuses on engagement and de-escalation is
being developed collaboratively with Ward Services.
Recommendation 4

Mental Health, Justice Health and Drug & Alcohol Services have co-morbidity clinicians
working across the mental health and alcohol and drug programs. These workers undertake
and support other clinicians in the assessment and provision of services for people
experiencing mental health and substance abuse problems. In addition to consultation and
liaison, they also offer training for other frontline staff and other key stakeholders, as well as
contributing to planning and policy development around Co morbidity.
MHJHADS has developed an implementation plan to assist mental health consumers with
the trial site launch of the NDIS in the ACT from July 2014. A Steering Committee and
Clinical Leadership group was established to provide oversight and help support clinicians
and other stakeholders in the transition various non-clinical support services for mental
health consumers into the NDIS.
A General Practice Registered Nurse Liaison position was re-established in 2014 to help
enhance links between mental health services and the Primary Care sector.
All inpatient areas of MHJHADS became smoke free from 1 January 2013. This work has led
to both the Canberra Hospital and Calvary Hospital being declared smoke free campuses as
of 1 September 2014.

Recommendation 5

MHJHADS has 2 dedicated Aboriginal Liaison Officers as well as a Mental Health clinician
and a Psychiatric Registrar who are collocated within Winnunga Nimmityjah Aboriginal
Health Service. They work together to provide better access to specialist mental health and
alcohol and drug services for Aboriginal and Torres Strait Islander people. These dedicated
workers also assist to increase cultural literacy and understanding of Aboriginal and Torres
Strait Islander for frontline clinicians and other health professionals and key stakeholders.

Recommendation 6

Mental Health Services in the ACT are participating in the Accreditation process having
achieved accreditation alongside the other general health services in the ACT. Mental
Health Services are again in the process of being audited against the National Safety and
Quality Health Service Standards and the proposal is at a later date to also be assessed
against the National Standards for Mental Health Services.

Recommendation 7

Nil response.

Recommendation 8

Nil response.

Recommendation 9

New innovative approaches have been implemented in the ACT to assist people leaving
custodial care. ACT Corrective Services have implemented a Throughcare Program which
Mental Health Services and Alcohol & Drug Services contribute to in order to ensure
coordinated, comprehensive and safe assistance and support is provided for individuals
leaving the custodial environment.
The Detention Exit Community Outreach (DECO) program has been established and is now
operational. This service provides intensive support for people transitioning from a custodial
setting to the community. This service is run in partnership between Mental Illness
Fellowship Victoria and the Forensic Mental Health Service in the ACT.

Recommendation 10

The ACT Suicide Prevention Strategy 2009 – 2014 was evaluated and the findings
disseminated to key stakeholders.
The community Suicide Prevention initiative (Let’s Talk) evaluation has commenced in
conjunction with OzHelp, a community sector partner.
Creation of a new position of Crisis Response Clinician within the Child and Adolescent
Mental Health

Recommendation 11

Mental Health, Justice Health and Drug & Alcohol Services have co-morbidity clinicians
working across the mental health and alcohol and drug programs. These workers undertake
and support other clinicians in the assessment and provision of services for people
experiencing mental health and substance abuse problems. In addition to consultation and
liaison, they also offer training for other frontline staff and other key stakeholders, as well as
contributing to planning and policy development around Co morbidity.
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Recommendation 12

Nil response.

Recommendation 13

The ACT Health Consumer & Carer Consultants Roles & Responsibilities Document has been
endorsed and implemented.

Recommendation 14

The Mental Health ACT Consumer and Carer Participation Framework was evaluated in
March 2011. The findings resulted in a successful budget bid to establish a Carer Consultant
position in Adult Mental Health Services to better meet the needs of carers and undertake
systemic advocacy.

Recommendation 15

Participation in mental health week.

Recommendation 16

Nil response.

Recommendation 17

Forensic Mental Health Services provide follow-up for people leaving the Prison, including
clinically managing some of the more complex presentations. Forensic Mental Health
Services also utilise and refer to the Throughcare Program run out of ACT Corrective
Services ensuring appropriate safeguards, services and supports are in place for leaving the
prison environment as this is a particularly vulnerable period for people.
The Detention Exit Community Outreach (DECO) program has been established and is now
operational. This service provides intensive support for people transitioning from a custodial
setting to the community.

Recommendation 18

The ACT’s Suicide Prevention Strategy 2009 – 2014 was evaluated and disseminated to key
stakeholders.
The ACT Health community Suicide Prevention initiative (Let’s Talk) evaluation has
commenced in conjunction with OzHelp, a community sector partner.
The newly established Coronial Counselling Service for people bereaved by suicide is at the
procurement stage and the Statement of Requirements is currently being circulated for
comment.

New South Wales
Priority 1

In 2014, the NSW Parliament approved a number of significant changes to the Mental
Health Act 2007 (Act), including a strengthened focus on consumer’s recovery and
additional safeguards around the provision of mental health treatments to young persons.
The Mental Health Amendment (statutory Review) Act 2014 was assented to on 28
November 2014. It is anticipated that these changes will come into force in the latter half of
2015.
In December 2014, the NSW Government committed $115 million to strengthen mental
health care. This includes commitments relevant to the Aboriginal and Torres Strait Islander
community.
NSW via COAG, will contribute to a national process which will support a response to the
National Mental Health Commission’s Review of Mental Health Programmes and Services,
and a national approach to mental health.

Priority 2

In December 2014, the NSW Government committed $115 million to support mental health
care service delivery. A Monitoring and Reporting Framework in relation to this is being
developed, and will support an assessment of the NSW actions to address mental health
issues.

Priority 3

In December 2014, the NSW Government committed $115 million to strengthen mental
health care. A greater focus on community-based care is a key priority. This commitment
was made in response to the NSW Mental Health Commission’s Strategic Plan for NSW
which made recommendations to improve mental health and support services.
In addition, NSW Health is engaged in the implementation and successful roll out of the
National Disability Insurance Scheme, and the opportunities it presents for people with
disability, including psychiatric disability.

Priority 4

NSW via COAG, will contribute to a national process which will support a response to the
National Mental Health Commission’s Review of Mental Health Programmes and Services.
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In December 2014, the NSW Government committed $115 million to support mental health
care service delivery. A Monitoring and Reporting Framework in relation to this is being
developed, and will support an assessment of the NSW actions to address mental health
issues and meet agreed goals.
Recommendation 1

The NSW Mental Health Commission’s Strategic Plan for Mental Health included actions to
engage consumers in service design processes in a way which is sensitive to the needs of
consumers.
NSW supports a state Consumer Advisory Committee and annual Peer Workers Forum.
From 2014/15 to 2016/17 116 Scholarships will be offered to support Peer Workers obtaining
a Cert 1V qualification in Peer Work.
The Ministry of Health is currently finalising a draft Consumer Participation Review which it
commissioned in order to inform the development of a robust framework to strengthen
consumer participation within the NSW mental health system.

Recommendation 2

NSW is committed to ensuring that people in need of mental health care receive it in a timely
way, and in the most appropriate setting. The Government has committed $115 million to
strengthen mental health care, including expanding key service components for the
community mental health system. Community based care will be enhanced and expanded,
ensuring a better balance in community and acute care. Quality acute inpatient services will
continue to be provided for those who need it.
Evidenced based programs are being rolled out as part of the Government’s response to the
NSW Strategic Plan for Mental Health to expand and improve responses to complex need
groups including for people with eating disorders, personality disorders, child and
adolescents and older people.
Please refer to priority 7 for further detail on new and expanded initiatives.

Recommendation 3

The 2013 Report Card notes progress on the open reporting of seclusion rates across the
country, but states ending the use of seclusion and restraint remains distant. NSW has
agreed to the collection and release of data relating to seclusion, and has commenced the
collection of data in relation to restraint across mental health settings. NSW supports the
reduction and, where possible, elimination of the use of seclusion. NSW seclusion rates are
below the national average and have reduced by over 30% since Jul-Dec 2009. A suite of
online and face to face training has been developed to support skills in early intervention, deescalation and safe practice in restraint.

Recommendation 4

The Ministry of Health is leading the review of the NSW Health Physical Health Care Within
Mental Health Services Policy, with a view to incorporating the principles of the Health
Active Lives Declaration.

Recommendation 5

The COAG response which NSW has endorsed is that there is no need for additional targets
as this issue is already covered off by Closing the Gap targets. A decision regarding
additional targets is a matter for COAG, however, NSW Health has a number of strategies
targeted at Aboriginal and Torres Strait Islander people.
NSW has a range of programs to address Aboriginal mental health and well-being including
the Mental Health Trainee program supporting the attainment of a degree qualification in
Aboriginal Mental Health (54 graduates since 2007 and over 30 current students), training
to promote cultural sensitivity for all Health workers, and the development of a Grief and
Loss training program targeting Aboriginal health workers to support their resilience and
coping mechanisms in dealing with communities experiencing multiple and
intergenerational loss.

Recommendation 6

The NSW Mental Health Service Standards map to the National Mental Health Standards
and the National Safety & Quality Health Service Standards.
Work is underway in NSW to draw together existing quality and safety policy, processes and
practices into a cohesive framework. The NSW Quality and Safety Framework will align with
National Mental Health Standards and the National Safety and Quality Health Service
Standards and articulate that public sector mental health services in NSW are subject to the
same quality and safety requirements (monitoring, reporting, investigating, and
accreditation) as the general health sector. Specific mental health indicators will form part of
this framework.

Recommendation 7

NSW has a range of initiatives aimed at families, including the Keep Them Safe – Whole
Family Teams, and Mothers with Mental Illness and their Children: Mental Health
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Community Support Program.
In December 2014, as part of the Government’s response to the NSW Strategic Plan for
Mental Health, the NSW Government committed to creating an additional 3 Whole Family
Teams, to expanding by 200 (to a total of 800) specialist perinatal and infant mental health
services to support mothers with severe mental illness each year, allowing mothers to stay in
the community with their children and families. The Likemind integrated community mental
health services hub will also be expanded to a total of 4 trial sites.
Recommendation 8

Local Health Districts are working with Commonwealth-funded Disability Employment
Services to encourage the co-location of these services within Community Mental Health
Teams to better link public clients with employment opportunities.
Further, as part of case management by Local Health Districts and non-government
providers, the referral of public mental health clients to other services is an important
component of the recovery process. For example, Housing and Accommodation Support
Initiative (HASI) providers actively link clients to employment services where appropriate.
The Government is also piloting a multidisciplinary one stop shop service with linkages to
employment as one of its specific service streams.

Recommendation 9

In December 2014, in response to the NSW Strategic Plan for Mental Health, the NSW
Government committed to increasing the number of people with mental illness receiving
community managed living supports to 1850. This will support people to better maintain
stable and secure accommodation in the community.
In addition, Community Integration Teams will be maintained and continue to provide
support for young people with mental health and drug & alcohol issues leaving custody.
NSW also funds a targeted homelessness service based at St Vincent’s Hospital, located in
inner Sydney where homelessness rates are amongst the highest in NSW. The service
provides short term accommodation and coordination of care for people being discharged
from the hospital who would otherwise be discharged into homelessness, helping them to
achieve better outcomes, and where possible provide them with the supports to exit
homelessness.
The Commonwealth and NSW continue to work together under the National Partnership
Agreement Supporting Mental Health Reform to support stable and safe accommodation
through initiatives such as HASI Plus, Boarding House HASI, and Mothers with Mental
Illness and their Children.

Recommendation 10

The NSW Health policy Suicide Behaviour-Management of Patients with Possible Suicidal
Behaviour is currently under review.
Development of a new policy is also underway, focused on suicide risk assessment, treatment
and management to ensure an evidence-based recovery orientated policy is developed for
implementation within the public health system of NSW.
The Government will continue to engage with the Commonwealth through
intergovernmental forums like the COAG Health Council on national suicide prevention
efforts.

Recommendation 11

As part of the NSW Government commitment to strengthen mental health care, it will
consider opportunities to better align and integrate mental health and drug & alcohol
responses.
The no wrong door approach is embedded within the NSW Clinical Guidelines – For the
Carer of Persons with Comorbid Mental Illness and Substance Use Disorders in Acute Care
Settings.
A clinical change management project is being coordinated in NSW Health which will
improve assessment, planning and formal referral and support of people between services.
The Government is also piloting a multidisciplinary one stop shop service with linkages to
mental health and drug & alcohol comordbities as one of its specific service streams.

Recommendation 12

The NSW Government’s commitment, in December 2014, to strengthen mental health
included a focus on strengthening prevention and early intervention.
This includes increasing the number of School Link Coordinators from 15 to 18, to help
create stronger links between new Education Networked Specialist Centres, schools and
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clinical mental health services in the community.
Recommendation 13

The development and maintenance of a strong and skilled workforce, both in the specialist
mental health service system and in the community managed sector, will be essential for
achieving the NSW Government’s commitments announced in December 2014. A NSW
Mental Health Workforce Plan will support collaborative approaches to building capacity in
the general health workforce, frontline agencies and community-managed mental health
sector.
This will include the delivery of scholarships to undertake Certificate IV in Mental Health or
Mental Health Peer Work.

Recommendation 14

The Family and Carer Program has been funded by NSW Health since 2005. Planning for
ongoing application of these funds is part of the Partnerships for Health process involving
the alignment of services delivered by NGOs with Government priorities. Evaluation
planning is to be undertaken in 2015.
NSW Health is also considering a number of relevant recommendations in the NSW
Strategic Plan for Mental Health to enhance family and carer participation.

Recommendation 15

The NSW Mental Health Commission has responsibility for educating the community about
mental health issues, including for the purpose of reducing the stigma associated with
mental illness and discrimination against people who have a mental illness.
The NSW Mental Health Commission supports work that breaks down stigma and
discrimination towards people with mental illness, and has a number of strategies or
initiatives in place to address this issue. Please refer to the Commission’s website for further
information.

Recommendation 16

Efforts in this area include Local Health Districts working with Commonwealth-funded
Disability Employment Services to encourage the co-location of these services within
Community Mental Health Teams to better link public clients with employment
opportunities.

Recommendation 17

For those in contact with the criminal justice and forensic mental health systems, the Justice
Health and Forensic Mental Health Network (JH&FMHN) has extensive custodial and
forensic mental health services across custodial, community and inpatient settings.
JH&FMHN also works closely with Local Health Districts to provide a range of integrated
services to divert people away from custody and into community-based care, where
appropriate, and to ensure continuity of care as patients’ transition back into the community.
These services include Adult & Adolescent Court Liaison Services, specialist mental health
services in all adult correctional centres and juvenile justice centres, the Community
Forensic Mental Health Service, and Inpatient facilities.
The NSW Government’s commitment, announced in December 2014, included that NSW
Government agencies, including NSW Health and Department of Justice will work
collaboratively to remove barriers for community-based offenders to access supports which
will assist them to continue to live in the community.

Recommendation 18

The NSW Mental Health Commission will establish a NSW Suicide Prevention Forum
comprising public, industry and community sector leaders, including those with lived
experience of suicide, to strengthen the planning, monitoring and coordination of state-wide
suicide prevention efforts.
The NSW Health policy Suicide Behaviour-Management of Patients with Possible Suicidal
Behaviour is under review and the development of a new policy focused on suicide risk
assessment, treatment and management to ensure an evidence-based recovery orientated
policy is developed for implementation within the public health system of NSW.

Northern Territory
Priority 1

It is anticipated that the Northern Territory Mental Health Strategic Plan 2014-2020 will be
finalised later this year.
Integral to the Strategic Plan is a focus on Indigenous mental health and participation of
Aboriginal and Torres Strait Islander people.
The Northern Territory Government has also identified increasing the number of Aboriginal
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and Torres Strait Islander Health Practitioners as a priority to ensure improved capacity to
meet health needs of Aboriginal and Torres Strait Islander people.
Priority 2

Mental health data is currently collated for national reporting purposes. Data on suicide
statistics is also collated and trends identified.
Both the new NT Mental Health Strategic Plan 2014-2020 and the NT Suicide Prevention
Strategic Action Plan 2014-2018 incorporate evaluation mechanisms, including annual
reports on activity and outcomes.
NT would be supportive of national population surveys to understand burden, distress and
measure progress.
Within the NT, funding allocated to public health services and to Non-Government
Organisations (NGO) and expenditure incurred, can be clearly identified. Evaluation of
expenditure has been built into Department of Health’s Service Delivery Agreements with
Health Services and NGOs. Performance monitoring arrangements will also track mental
health funding and expenditure.

Priority 3

NT supports the move to develop a national framework to describe good practice.
A consistent nationally agreed funding approach (Activity Based Funding or another) is
supported.
NT is hosting a national Disability Insurance Scheme pilot site based in the Barkly region,
addressing remote area needs. This may assist with identifying and resolving issues and
improvements prior to widespread rollout.
NDIS workshops in the NT have considered the current entry criteria and identified further
consideration is needed in relation to meeting the needs of those with ongoing disability
arising from severe and enduring mental illness.

Priority 4

The NT supports the further development of the National Mental Health Service Planning
Framework.
NT Mental Health Strategic Plan 2014-2020 provides the basis for setting goals and targets
for the implementation plan, which will have measurable goals.
The NT Suicide Prevention Strategic Action Plan 2014-2018 was released for public
comment on 10 September 2014. It is anticipated that the Action Plan will be finalised in
early 2015.
The NT would be open to a national discussion to set specific goals and measurable targets
for reducing suicide, whilst remaining cognisant that improving mental health and reducing
suicide requires an integrated biopsychosocial approach.

Recommendation 1

The Northern Territory endorses a regular survey of people with mental health difficulties,
inclusive of their families and support people. It is important that this survey explores
access, distress, burden, service provision as well as perceptions and experiences. The
survey will need to carefully consider the NT’s unique geographical diversity to ensure
results of such a survey are relevant for the NT. NT Mental Health would be pleased to share
its expertise in working with Aboriginal and Torres Strait Islander communities. This will
ensure that tools and methods used in the survey are culturally safe for diverse Indigenous
cultural groups in the NT and there is an opportunity to translate validated tools into local
languages.
Development of the Paid Participation Policy and the Participation and Engagement
Framework have been noted.
Consumer representatives are paid to participate in mental health care settings in the NT
and NGOs are also beginning to adopt a paid participation policy for consumers and carers
contributing advice to committees based on their lived experience.
Work continues on establishing paid participation of consumers and carers in government
and other non-government mental health committees.

Recommendation 2

NT would be keen to participate in discussions in relation to setting and meeting the targets
in the Fourth National Mental Health Plan Measurement Strategy.
In addition to targets for access, appropriateness and timeliness, it is necessary that targets
are also agreed for treatment and effectiveness, with a move away from input-specific
targets.
Discussion about targets will need to remain cognisant of specific needs of people with
mental illness in the NT living in very remote locations.
NT collects and reports information in relation to access targets.
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In addition to an overarching target, consideration should also be given to setting and
agreeing to targets for each funding stream (e.g. primary care and public mental health
services).
The NT looks forward to contributing to the review. It will be important that the review is
undertaken with clarity of intentions and deliverables.
Recommendation 3

Information on involuntary admissions is reported at jurisdictional and Health Service-level
for admitted patient care.
As noted, involuntary admissions for state and territory Community Mental Health Care
services and Residential Mental Health Care services are published annually in the AIHW’s
Mental health services in Australia report. And the NT contributes to the reporting of
seclusion events as published in the AIHW’s Mental health services in Australia report since
2013. The NT is participating in ongoing work towards the development of a national
seclusion and restraint data collection.
Collation of evidence of best practice in reducing and eliminating seclusion and restraint to
help identify good practice treatment approaches is supported. It would be important not to
duplicate considerable work already done to identify best practice in this area, although it
would be necessary to update this information.
The NT participated in the publicly released national seclusion data and is keen to
participate in ongoing national data collection and reporting. The NT was also an active
participant in the National Beacon project. In the NT, there is clarity of policy direction in
relation to restraint and a significant reduction in the use of seclusion has been achieved.
The NT is keen to participate in the National Seclusion and Restraint project, particularly in
relation to evidence based approaches to minimising use of restrictive practices for remote
clients, those with aggression related to substance use and those with acquired brain
damage; groups who are over-represented in NT seclusion events.

Recommendation 4

NT Mental Health Services adopted a Mental Health Medication Risk and Physical Health
Management Policy in 2014. This policy aims to minimise risks to physical health for mental
health clients arising from psychotropic medications and mental illness. The policy also
addresses early detection, treatment and avoidance of developing Metabolic Syndrome.
A NT-wide Smoke Free policy exists. A Chronic Disease Management Framework exists and
there is a focus on developing preventative healthcare and healthy eating policies.
Integral with this is consideration of enhancing lifestyle choices including exercise, diet, nonsmoking and community participation. It is recognised that this involves collaboration of
multiple agencies and involvement of mental health consumers in a variety of mainstream
activities.
It is important that programs to improve physical health of people with mental illnesses are
coordinated. Considerable resources appear to be wasted as a result of duplication, lack of
awareness of programs in existence and lack of effectiveness of some such programs.

Recommendation 5

NT is likely to be supportive of the inclusion of mental health in “Closing the Gap” targets.
The draft NT Suicide Prevention Strategic Action Plan 2014-2018 is informed by the
National Aboriginal and Torres Strait Islander suicide prevention strategy and references the
continuation of services funded under “Closing the Gap”.
The need for increased training and employment of Aboriginal and Torres Strait Islander
staff is recognised in the NT. It is also an identified NT Government priority.
The NT Government has an Indigenous Cadetship Support program to boost completion of
tertiary training by Aboriginal and Torres Strait Islander Territorians. This targets both
health and non-health professions.
The NT Government has other support schemes to foster the training and employment of
Aboriginal and Torres Strait Islander people in health worker roles and support roles in
health services, and has a current focus on increasing the numbers of Aboriginal and Torres
Strait Islander Health Practitioners as well as other health disciplines.

Recommendation 6

The NT Department of Health, as regulator of National Safety and Quality Healthcare
Service (NSQHS) Standards implementation in the NT, has a clear policy that
• outlines requirements for organisational accreditation within the Australian Health
Services Safety and Quality Accreditation (AHSSQA) scheme and the associated NSQHS
standards.
• clarifies the regulatory role and response of the Northern Territory Department of Health
in relation to ensuring the safety and quality of its services.
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• ensures awareness of roles and responsibilities in relation to this policy.
There is also a NT- wide framework for improving the quality of care and reducing adverse
events that applies across all services.
It is important that discussion in relation to National Mental Health Standards does not
increase the accreditation burden without substantial benefit.
Recommendation 7

Northern Territory Mental Health Services has a perinatal mental health team which
provides targeted assessments, interventions and consultation and liaison with generalist
providers.
The NT would be keen to participate in developing a nationally consistent approach to
increasing resilience and self-management of individuals, families and the community.

Recommendation 8

The NT has a small but growing number of peer support workers.
The Partners in Recovery program also provides assistance to consumers in obtaining and
keeping employment.
There is a need to evaluate effectiveness of such programs and develop new and innovative
ways to increase level of participation of people with disabilities, including mental health
difficulties.
Office of Commissioner for Public Employment (OCCPE) in the NT has a Disability
Employment Program, Special Measures Guidelines and an EmployAbility Strategy 20132017 to support employment of people with disabilities (including mental illness).
An approach that brings relevant stakeholders together to develop innovative workplace
programs to increase the levels of participation of people with mental health difficulties is
supported.

Recommendation 9

The NT supports appropriate discharge practice and planning to ensure that following
discharge from hospital, people have a stable and safe place to live.
There is a need for an approach that brings relevant stakeholders together to review and
identify investment needed to meet this COAG commitment. This requires development of
innovative solutions in urban, regional, remote and very remote areas.
The NT Government is investing in an increasing range of supported accommodation for
people with mental illness. Remote housing has been the subject of major National and
Territory investment projects, but demand continues to outstrip supply.

Recommendation 10

The draft NT Suicide Prevention Strategic Action Plan 2014-2018 is a comprehensive and
integrated plan to reduce suicides and enhance support for individuals and families impacted
by suicide. This is tailored to specific needs associated with the geographic and cultural
landscape of the NT.
The Turning Point surveillance program in urban contexts is of interest. It would be
important that such surveillance programs consider the needs of jurisdictions like the NT
where remote areas are not covered by ambulance services and ensure that the needs of this
population are not neglected by research.

Recommendation 11

NT health services maintain strong links at strategic and operational levels to ensure
collaborative assessment and treatment of those with comorbid substance use and mental
health problems. As in other jurisdictions the rate of comorbid problems is high. Specialist
staff in each service are encouraged to undertake training and work placements with other
services to ensure quality of service for each problem regardless of the current treatment
setting.

Recommendation 12

Increase in funding and investment for early intervention approaches is supported. It is
important that this investment is proportionate and does not compromise need for growth
and development of services for people with severe and enduring mental illnesses, and
indeed people with high prevalence mental disorders.
Headspace has been funded to establish a service addressing early intervention for psychosis
in the NT as part of a National initiative. Evaluation will be within the national framework.

Recommendation 13

Peer workers are employed in the NT.
Delivery of Certificate IV Peer Work Training is available in the NT.

Recommendation 14

NT mental health inpatient units encourage and facilitate family boarders.
The vital role of carers is recognised in urban and remote community contexts in the NT
especially where many clients have English as a second or third language, if at all. In remote
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contexts, family and community engagement and ownership of problems is fundamental.
The collectivist world view underpinning this contrasts with the individualist viewpoint
assumed in many contemporary mental health interventions. Careful work will be required
to develop a consumer and carer experience of care tool which is relevant to those with a
collectivist world view.
Recommendation 15

The NT supports the development and implementation of National anti-discrimination
initiatives.
The NT Suicide Prevention Strategic Action Plan 2014-2018 contains actions to support
specific groups e.g. young people at risk of bullying and LGBTIO populations.

Recommendation 16

The NT supports the development and implementation of National training initiatives.

Recommendation 17

The NT Government has just released a youth Justice Framework targeting justice reinvestment and diversion.
The NT Department of Corrections also has implemented its “sentenced to a job” scheme to
encourage employment and employability at the end of incarceration.
The third Action in this section appears to belong to Section 10.
The NT Suicide Prevention Strategic Action Plan 2014-2018 addresses implementation of
programs in regions of high need.
While interventions may be directed to a community with a past history of need, another
area can rapidly develop high rates. To ensure there is wide and appropriate coverage, the
spread of interventions across all communities is needed. At the same time it is also true that
the factors underlying high suicide rates may vary between communities, so interventions
targeting needs in individual communities are also required.

Recommendation 18

The NT Suicide Prevention Strategic Action Plan 2014-2018 is based on collaboration
between multiple sectors in recognition that suicide is not just a mental health issue, it is a
whole of community issue.
The plan contains an annual report on the actions contained within it.
The NT supports further research into factors underlying suicide and effective interventions
to preserve life and address the underlying factors.
A plan is in place for NT suicide prevention activities to be evaluated and reported.
The Standby Service is beginning to partner with local Aboriginal Suicide Prevention Action
Groups to assist in the provision of bereavement support.
The Centre for Remote Health based in Central Australia has undertaken research into the
experiences of survivors of suicide attempts in the Central Desert area.

Queensland
Priority 1

The Queensland Mental Health Commission (QMHC) was established on 1 July 2013, to
drive ongoing reform towards a more integrated, evidence-based, recovery-oriented mental
health and substance misuse system.
The QMHC has responsibility for the development of a whole of government strategic plan
for the mental health, drug and alcohol service system. The Queensland Mental Health, Drug
and Alcohol Strategic Plan 2014-2019 was launched on 9 October 2014 after extensive
community and stakeholder consultation. The plan aims to improve the mental health and
wellbeing of Queenslanders.
The Queensland Government has also released its response to the Queensland Plan:
Queenslanders’ 30 year vision. One of its goals is that Queenslanders are physically and
mentally healthy.

Priority 2

The Queensland Mental Health, Drug and Alcohol Strategic Plan includes a commitment to
develop performance indicators that enable Queensland to track progress towards achieving
improved outcomes for people experiencing mental illness and substance use problems.
The Queensland Health annual Service Delivery Statements outline expected and actual
expenditure for the Health portfolio (encompassing the Department of Health, Queensland
Ambulance, the Hospital and Health Services (HHS’s), the QMHC, the Queensland Institute
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of Medical Research and the Office of the Health Ombudsman). These statements are
publically available and also outline service standards for key areas (i.e. Integrated Mental
Health Services) providing comparative data and expenditure across the health portfolio.
Performance against reform objectives are monitored through the Mental Health, Alcohol
and Other Drug Services Performance Framework, endorsed by the Queensland Mental
Health Clinical Network.
Priority 3

An underlying principal of the Queensland Mental Health Drug and Alcohol Strategic Plan is
a commitment to ensuring best practice initiatives are tailored to meet the health and social
needs of the community through all stages of the life course; including a focus on the need
for ongoing evaluation to drive best practice in this area.
Queensland Health has invested in monitoring and supporting improvements in people’s
experiences of receiving mental health care through the annual Consumers Perceptions of
Care (CPOC) program. Within this program consumers report on their perceptions of care,
and services use this information to implement quality improvements through the
development of action planning. This may include directing activity and resources to respond
to identified issues.
To ensure that Queensland is prepared to transition to the new national Activity Based
Funding (ABF) mental health classification, a shadow ABF funding model for community
services has been implemented which incorporates aspects of the National Planning
Framework.

Priority 4

Queensland Health continues to work collaboratively with the New South Wales Ministry of
Health on the development and implementation of the National Mental Health Service
Planning Framework (NMHSPF).

Recommendation 1

The national Consumer Experience of Care measure is on target for implementation in 2015.
The Consumer, Carer and Family Participation framework provides a guide to adopting a
consumer driven, recovery-oriented, and carer and family inclusive mental health service
model. The Framework also provides direction to mental health services across the state
regarding enhancing consumer and carer participation at a local level.
Consumers and carers are represented on the Mental Health Alcohol and Other Drugs
Clinical Network (MHAODCN) to ensure the perspective of the lived experience is central to
the planning, implementation and evaluation of service quality and safety initiatives.
Following the release of the National Community Managed Organisations Outcomes
Measurement Project Report in September 2013, Queensland Health has commenced a
project to identify suitable outcome measures for the Community Managed Mental Health
(CMMH) sector in partnership with the CMMH peak body.
The QMHC considers it essential that the views of people with a lived experience of mental
illness and/or substance use, their families, carers and support persons are incorporated into
planning and decision making in the mental health, drug and alcohol service systems. In
recognition of the value of this expertise the QMHC has developed and implemented a Paid
Participation Policy for people with a lived experience of mental health and/or substance
misuse, their families, carers and support people. This is based on Queensland Health’s
Guidelines for the Involvement and Remuneration of Consumer and Carer Representatives
in Mental Health.
Shared Commitment 1 of the Queensland Mental Health, Drug and Alcohol Strategic Plan
outlines engagement and leadership priorities for individuals, families and carers. This
includes the implementation of accountability mechanisms to support increased engagement
and participation, as well as the development of formal mechanisms and opportunities for
genuine engagement and participation in the co-design of policies, strategies and programs.

Recommendation 2

Queensland continues to support the transfer of institution-based care to appropriate and
contemporary community-based care, including Community Care Units (CCUs).
The Queensland Mental Health Capital Works Program includes 21 projects that will deliver
358 new or upgraded mental health beds for acute and extended stay treatment. Ten capital
works projects are complete and operational. Three additional facilities have been
completed, with their operational commencement anticipated by the end of 2014.
Construction progresses in 2014-2015 for eight additional projects including six new CCUs
across Queensland.
Queensland continues to “road test” the National Mental Health Service Planning
Framework (NMHSPF) through a commissioned review currently underway by the
Queensland Centre for Mental Health Research to inform future planning for mental health
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services in Queensland.
Queensland Health has fully implemented the Mental Health Organisations Establishment
Data Set Specifications within the CMMH sector, with organisations reporting against a
national taxonomy and data set outputs.
The development and endorsement of evidence informed mental health models of service is
ongoing. Queensland Health have endorsed and published thirteen Models of Service that
identify and specify timely and appropriate access requirements as a key component of
service.
The progressive implementation of a single number, 1300 MH CALL, across Queensland to
improve capacity to quickly connect consumers, carers and support persons with the
appropriate regional community mental health team continues.
Recommendation 3

Queensland Health publishes an annual report that provides data about involuntary orders,
and seclusion and restraint. Reports are available here
http://www.health.qld.gov.au/mha2000/annual_reports.asp.
Data collection from the Director of Mental Health (DMH) reporting system and other
sources on seclusion and restraint episodes are routinely used to inform best practice.
In addition to the Mental Health Act 2000 reporting and DMH authorisation requirements,
best practice guidelines to support the reduction and elimination of seclusion and restraint
practices are under development by Queensland Health.
The QMHC has engaged the University of Melbourne to undertake a review of least
restrictive practices in acute mental health wards, including locked wards. The research will
form the basis of the Commission’s recommendations to the Queensland Government
regarding system elements necessary to move towards a least restrictive environment in
acute mental health inpatient units in Queensland.

Recommendation 4

The Queensland Mental Health Patient Safety Strategic Plan 2012-2017 has seven priorities
including Priority 7: Comorbid Conditions which includes the following actions:
• Develop strategies to include the awareness of general health and specialist groups in
relation to the links between mental health and other health conditions.
• Conduct physical examinations on all mental health consumers and ensure medical
conditions are considered when developing the individual care plan and discharge summary.
• Develop and promote referral pathways to identify roles and responsibilities for continuity
of care for those with co-morbid conditions.
• Enhance consultation, education and information sharing between mental health services
and specialist areas for consumers with comorbid conditions.
The Mental Health Clinical Collaborative brings together mental health clinicians from
across Queensland to drive improvement in patient outcomes. One of the key areas of focus
for the Collaborative during 2013-14 has been physical health. Potential physical health
indicators are being investigated, with an initial focus around metabolic monitoring of
mental health consumers.
A key outcome of the Queensland Mental Health, Drug and Alcohol Strategic Plan is that
people with mental illness and substance use disorders have better physical and oral health
and live longer.

Recommendation 5

The Queensland Mental Health Patient Safety Strategic Plan 2012-2017 includes Priority 5
Cultural Safety. Strategies to implement this priority including ensuring consumers’
assessment, treatment, discharge and recovery plans are informed by an understanding of
culture. As part of this strategy, Queensland Health has revised and published a guide for
staff in the use of the Aboriginal and Torres Strait Islander Cultural Information Gathering
Tool (CIGT).
Aboriginal and Torres Strait Islander peoples are represented on the Mental Health Alcohol
and Other Drugs Clinical Network (MHAODCN) to ensure their views are incorporated into
planning, implementation and evaluation of service quality and safety initiatives. The
MHAODCN has identified the requirement for a time limited project to ascertain how
consumers/clients and carers are currently engaged in the development, planning, delivery
and evaluation of mental health alcohol and other drug services. This may identify specific
engagement methods and/or activities for the inclusion of Aboriginal and Torres Strait
Islander families.
The wellbeing of Aboriginal and Torres Strait Islander peoples is a priority area under the
Queensland Mental Health, Drug and Alcohol Strategic Plan, including ensuring improved
access to health and social services.
An Aboriginal and Torres Strait Islander Committee of the Queensland Mental Health Drug
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and Alcohol Advisory Council has been established. The intent of this committee is to ensure
that the voices of Aboriginal and Torres Strait Islander people are heard at all levels and
solutions found to improve their mental health and well-being.
The QMHC provided funding to the Ngoonbi Cooperative Society Ltd to build on a national
initiative to promote social and emotional well-being and reduce community distress and
suicide in the Kuranda and Cherbourg communities.
Recommendation 6

The implementation of standards for mental health services in Queensland continues to be
reported through the Mental Health Establishment Collection National Minimum Data Set
(NMDS).
Queensland Health supports mental health, alcohol and other drugs treatment services to
implement the National Safety and Quality Health Service Standards and the National
Standards for Mental Health Services. This extends to supporting Hospital and Health
Services (HHSs) to embed the requirements of the National Standards in Mental Health
Alcohol and Other Drugs accreditation processes.
Queensland Health is reviewing the draft Accreditation Workbook for Mental Health
Services. This workbook provides activities and evidence to support the implementation of
the National Safety and Quality Health Service Standards and the National Standards for
Mental Health Services.

Recommendation 7

Queensland Health has a range of mechanisms to support a child’s parents or guardians to
improve parenting skills and to monitor the health and well-being of a parent and their
child/ren. These include:
Antenatal and Infant
• antenatal assessment and parental screening for risk factors such as drug and alcohol use,
maternal mood disorders, domestic and family violence.
• education resources to support parents in caring for their new baby, caring for themselves
as parents and how to assist in the behavioural and emotional development of their children.
• the Mums and Bubs initiative, which provides parents an opportunity to discuss a range of
early parenting and child development issues in the comfort of their own homes.
• postnatal primary health care, in the form of Newborn and Family Drop In Clinics for the
first 8 weeks of life and child and family health clinics that assess the health and
development of the child and provide parents or guardians with information to guide and
support them through common parenting concerns (i.e. sleeping, settling, feeding, growth,
safety and other health and development issues).
• Family CARE Nurse Home Visiting Program for at-risk families with a newborn child. To
be considered for this program, families must have one or more of the following risk factors
present: exposure to family violence, maternal mood disorder and/or financial stress.
Childhood
• universal and targeted child health services including home visits and clinic services (i.e.
access to free parenting programs such as the Triple P-Positive Parenting Program).
• early intervention services designed to address the needs of children with, or at risk of,
developing, identified behavioural and emotional problems.
• a service for families with children 0 to 3 years under the Helping Out Families program at
the Gold Coast HHS and southern parts of the Children’s HHS. The aim of this initiative is
to enhance the community-based services sector to improve support for vulnerable families.
A discussion paper on Perinatal and Infant Mental Health Service Enhancement has been
completed by the Children’s Health HHS for the QMHC after the identification of significant
service gaps for mothers, infants and families was identified. This report has been released
publicly and consultation is currently underway to assist the QMHC in providing advice to
the Queensland Government on options for responding better to the mental health needs of
expectant and new mothers, and their families.
Queensland Health works collaboratively with the State Health Emergency Coordination
Centre (SHECC) to assist the Queensland Government to mitigate the adverse effects of an
event, to prepare for managing the effects of an event, and to effectively respond to a
disaster.
The Queensland Human Social Incident Management (HSIM) Framework has been
developed by Queensland Health to provide management of the human social response to
disaster events in Queensland in alignment with the draft Queensland Health Disaster Plan
2014.
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Recommendation 8

Employment consultants continue to collaborate with targeted HHS’s to work with mental
health consumers to identify pathways to employment.
The Queensland Mental Health, Drug and Alcohol Strategic Plan outlines a shared
commitment to awareness, prevention and early intervention initiatives designed to reduce
the incidence, severity and impact of mental illness and substance use disorders. This
includes actions and alliances to develop mentally healthy workplaces, build workforce
capability and capacity, and increase employment of people with a lived experience of mental
health difficulties or substance use problems.

Recommendation 9

The Housing and Support Program (HASP) provides packages of social housing and support
across the State through the CMMH sector to individuals with severe mental illness and
complex needs discharged from long-term and extended care mental health facilities. The
Department of Housing and Public Works is a partner in the provision of this program, and
provides priority access to social housing for eligible individuals. Currently 489 individuals
are receiving packages.
Transitional Recovery Services (TRS) are being progressed in the Mackay HHS to provide
both residential and outreach services for people exiting the acute mental health unit.
New service agreements have been implemented providing 60 Personalised Support Service
places to assist individuals to sustain their social housing tenancy.
The Statewide Suite of Clinical Documentation has a Consumer End of Care / Discharge
Summary form which includes a section regarding the accommodation status of consumers
at discharge. The intent of this section is to ensure the consumer has established
accommodation at discharge (permanent or temporary).
The QMHC engaged the University of Queensland to conduct a review of affected tenant’s
perspectives of anti-social behaviour policies enacted under current state legislation. The
review also considers models for providing greater support for vulnerable people in social
housing, especially in relation to anti-social behaviour, and will form the basis of an ordinary
report to be provided to the Minister for Health towards the end of 2014.

Recommendation 10

The new Queensland Mental Health, Drug and Alcohol Strategic Plan identifies suicide
prevention as a priority area for reform. This includes embedding integration across health
and social services to ensure the community is better equipped to respond to people who
may be at increased risk of suicide. The QMHC is working towards a renewed approach to
suicide prevention in 2014-15.
The QMHC oversees the Suicide Risk Assessment and Management (SRAM) Project. This
project provides dedicated clinical positions within seven HHS Mental Health Acute Care
teams to improve the detection, assessment and management of people presenting across
public mental health services with suicidal behaviour, particularly focusing on acute settings
(i.e. emergency departments).
The Centre for Mental Health Learning has completed a review of the SRAM training
program August 2014, and a full evaluation of this program has recently commenced.
Queensland Health is reviewing the Queensland Health 2010 Guidelines for Suicide Risk
Assessment and Management. These Guidelines support clinicians in the delivery of high
quality evidenced-based care for people presenting to hospital emergency departments and
mental health services.
Queensland Health is working towards the establishment of a benchmarking exercise
regarding data sources for accurate reporting of ‘suspected suicides for consumers of public
mental health services, including those receiving community-based services’.
The QMHC engaged the Children’s Health HHS to provide advice on strategies to enhance
the capacity of the public health system in the early detection, assessment and integrated
management of suicide risk in children and young people. This report includes an overview
of the quality of procedural and organisational factors that may impact upon service
provision; as well as provides recommendations for future strategies for improved responses
by the public health system in this area.

Recommendation 11

The Mental Health Alcohol and Other Drugs Clinical Network (MHAODCN) has identified
the integration of mental health, alcohol and other drugs service delivery as a key priority
area for the next 18 months. Work continues towards the integration of mental health and
alcohol and other drugs (AOD) services within the non-government alcohol and other (NGO
AOD) sector and HHS’s.
The MHAODCN is establishing a time limited project to identify and/or develop mental
health and AOD integration principles and business structures to support clinicians to
provide the best possible care (including implementation of the pre-existing guidelines) for
consumers/clients.
The Statewide Alcohol and Other Drugs Service Improvement Group (SIG) under the auspice
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of the MHAODCN has also been established to undertake functions of the Clinical Network
specifically related to AOD. A key function of this group will be to develop, review and
promote AOD evidence based guidelines, standards of care, pathways and models of care.
Recommendation 12

Better promotion, prevention and early intervention initiatives is one of the four pillars of
reform of the Queensland Mental Health, Drug and Alcohol Strategic Plan 2014-19. This
work will be led by the QMHC with contribution from key stakeholders in Queensland,
including other government agencies, representative groups and peak bodies.

Recommendation 13

Since 2008, $50,000 annually has been allocated to provide training for peer workers in
peer-run services funded under the Consumer Operated Services Program and peer workers
from funded CMMH organisations.
Queensland Voice, the peak consumer/ carer organization is also funded to provide peer
training across the State.

Recommendation 14

Fourteen CMMH organisations across Queensland have been funded to provide Family and
Carer Support for 2014-2017. These include one statewide service, and locally based services
in 12 HHS areas, including specific services for people from Aboriginal and Torres Strait
Islander and Culturally and Linguistically Diverse backgrounds.

Recommendation 15

The QMHC provides funding to beyondblue to deliver a range of national community
awareness, education and stigma reduction activities.

Recommendation 16

The Queensland Ed-Linq initiative operates state-wide to improve linkages between the
education, primary care and mental health sectors. This initiative aims to support
collaboration across these sectors to enhance the early detection and treatment of mental
illness affecting school aged children. An external evaluation of this program is currently
being conducted.

Recommendation 17

Queensland Health publishes an annual report which provides data about consumers who
are subject to forensic provisions and consumers who are transferred to a mental health
service from a place of custody for assessment/treatment of mental illness.
Since 2007 approximately $1.6 million per annum has been allocated to the Transition from
Correctional Facilities (TCFC) program which provides funding to four CMMH services to
deliver services across all HHS areas where Queensland Correctional Facilities are located.
The systems and processes for diversion of people with mental illness from the criminal
justice system are being comprehensively examined in the review of the Mental Health Act
2000.
The Queensland Illicit Drug Diversion Initiative is ongoing, with the aim of diverting eligible
persons found in possession of small quantities of an illicit drug from the criminal justice
system (via the Police Drug Diversion Program or the Illicit Drug Courts Diversion Program).
The QMHC engaged the Queensland Public Interest Law Clearing House (QPILCH) to
develop a report on the legislative instruments in Queensland that impact on people living
with mental illness, their carers and families to inform current and future policy directions.

Recommendation 18

Strategic planning and coordination of the Queensland Government’s suicide prevention
agenda is a key priority of the QMHC.
Funding is provided to the Australian Institute of Suicide Research and Prevention (AISRAP)
to maintain and report on the Queensland Suicide Register (QSR) a comprehensive database
of suicide mortality data from across the state. This data is used to improve the early
detection and communication of systemic trends and key issues, to inform cross-sectoral
suicide prevention initiatives in Queensland.
The QMHC chairs the Queensland Advisory Group on Suicide, which aims to identify
emerging issues and trends, and provide advice and expertise to support the development of
cross-sectoral responses and recommendations. The QMHC is currently reviewing relevant
data collection systems in relation to both suicides and suicide attempts to improve the
identification and detection of patterns and trends over time, including enhanced
identification of ‘at risk’ groups or communities.

South Australia
Priority 1

Appointment of Parliamentary Secretary to the Premier assisting the Minister for Mental
Health and Substance Abuse in Mental Health.
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An evaluation of the Lived Experience Register was commenced on 27 June 2014.
Release of the Summary Report: Statewide Aboriginal Mental Health Consultation July
2010. The report documents the perceptions, beliefs, insights and concerns of Aboriginal
people in South Australia about mental health and wellbeing issues. 13 Recommendations
were developed and subsequent Aboriginal Mental Health Action Plan has been formulated.
Priority 2

South Australia contributes to national collection.
SA Mental Health Quality Improvement indicators.
SA Government announced the intention to establish a Mental Health Commission in South
Australia.

Priority 3

SA Mental Health Services align with the National Mental Health Standards – 2010.
SA Health is participating in the Activity Based Funding Mental Health Costing study
currently underway.

Priority 4

SA Health employed Ernst Young to conduct a review of Mental Health Services in 2013.
The review provided SA Health with a way forward with recommendations that align to the
Mental Health agenda.
SA Health noted the presentations to the Emergency Department 2013-2014 for suicide in
SA has decreased.
SA Mental Health Commission will be responsible for setting strategies and monitoring
performance against pre-determined targets.

Recommendation 1

An evaluation of the Statewide MH Lived Experience Register was commenced on 27 June
2014.
Each of the Register’s 163 members has the opportunity to provide information and feedback
for the work of the MH Strategy, Policy & Legislation division of SA Health via email,
telephone or face-to-face meetings.
Information is provided to members via email and mailouts, including a regular Lived
Experience Register e News” newsletter.
25 Register members also provide direct lived experience representation on a number of MH
committees and working groups.
Lived Experience Representatives are reimbursed as per the Register’s Sitting Fee Structure
2013-2015.

Recommendation 2

SA Health released the Mental Health Pathways to Care Policy Directive and Policy
Guidelines in June 2014. These policies are the overarching policies for all activities in
Mental Health. The policy series includes:
PTC 02 – Access to Mental Health Services – includes procedures for equitable access to
services and timely access.

Recommendation 3

South Australia has developed the Restraint and Seclusion Minimisation Policy which will be
implemented in mental health services across the state.
The Strategic Mental Health Quality Improvement Committee is responsible for monitoring
the implementation of the policy and reviewing data associated with restraint and seclusion
events on a regular basis.
The Seclusion and Restraint Working Group is a subgroup of the Strategic Mental Health
Quality Improvement Committee and brings together operational staff with a focus on
minimising restrictive practice.

Recommendation 4

SA Mental Health and Wellbeing Policy 2010 -2015 has a priority under- 6.3 – Access and
Integration of Services. – ‘Promote an approach which allows co-morbid physical and mental
health problems to be addressed holistically, with a view to improving overall health
outcomes’.
SA Health released the Mental Health Pathways to Care Policy Directive and Policy
Guidelines in June 2014. These policies are the overarching policies for all activities in
Mental Health. These policies are inclusive of Physical Health needs.
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PTC 3-13 MHS have procedures to ensure the Physical health of people with a mental illness
are considered in the planning and provision of any mental health interventions.
PTC 02-14 MHS empower people to improve their self-management in mental and physical
health.
Mental Health Services are seeking improved reporting of death related to any cause for
mental health consumers. The Pathways to Care Policy Directive seeks the mandatory
reporting and investigation of people who die whilst receiving mental health care. Reporting
required under the Pathways to Care: All deaths that occur, whilst a person is receiving care
in MHS.
Strategic Mental Health Quality Improvement Committee is seeking to establish
performance indicators for physical health. Current indicators include physical health
screens for high risk medication (Clozapine, depot antipsychotic)
Recommendation 5

Release of the Summary Report: Statewide Aboriginal Mental Health Consultation July
2010. The report documents the perceptions, beliefs, insights and concerns of Aboriginal
people in South Australia about mental health and wellbeing issues. 13 Recommendations
were developed and subsequent Aboriginal Mental Health Action Plan has been formulated.
The implementation of an 18 member Aboriginal Mental Health Reference Group to oversee
the recommendations and actions of the Aboriginal Mental Health Action Plan. The group
consists of senior Aboriginal and non-Aboriginal SA Health staff, community and others.
The development of Aboriginal Mental Health Working Groups in each of the LHN’s will lead
the progress of the Aboriginal Mental Health Action Plan and identify current gaps in
services, programs, partnerships and networks in Aboriginal mental health across all
jurisdictions.
A final draft Mental Health & Emotional Wellbeing Statement of Acknowledgement of past &
present policies and practices that have adversely affected mental health and emotional
wellbeing has been completed. The statement has been tabled at the State-wide Mental
Health Strategy Committee for comment and endorsement. It will now be forward to the
Chief Executive and or Minister for final approval.
Health promotion and prevention education and information programs for communities and
professionals. Information sessions around mental health and perinatal depression for
Aboriginal young mothers and fathers.
Continuing partnerships between the Office of the Chief Psychiatrist and the Aboriginal
Health Council of SA, SA National Football League (SANFL), Adelaide Football Club (AFC),
and Shine SA to deliver social emotional and wellbeing education to Aboriginal youth and
communities. A project proposal will be drafted to seek approval to deliver suicide and
depression initiatives to communities across the APY Lands.
A questionnaire formulated and sent to clinicians and Community Mental Health Teams
across all jurisdictions to identify current status of community mental health for Aboriginal
families and individuals suffering grief and loss. Results from the questionnaire have been
tabled at State-wide Clinical Network and discussions of recommendations with the
Executive Director and Chief Psychiatrist of the Mental Health Unit has taken place. The
report will now be tabled at the Aboriginal Mental Health Reference Group and the
Statewide Mental Health Strategic Committee for response.
An Aboriginal Mental Health Employment Strategy is currently being developed that will
highlight the importance of increasing the current number of Aboriginal Mental Health
Workers and Senior Managers in mental health across all jurisdictions. Further
opportunities for staff development, support, mentoring and retention.
A South Australian Aboriginal Suicide Prevention Strategy is being drafted. Extensive
community consultation has been underway and committee has been established to provide
guidance and cultural direction. (Supporting Policies and Framework – South Australian
Suicide Prevention Strategy 2012-2016)
A Cultural Competency Strategy for all SA Health staff is also in draft, along with an
Aboriginal Social and Emotional Wellbeing Policy.

Recommendation 6

Quality improvement is monitored by the Strategic Mental Health Safety and Quality
Committee and reports to the SA Health Safety and Quality Strategic Governance
Committee.
The Chief Psychiatrist participates in the SA Health Safety and Quality Strategic Governance
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Committee.
South Australia has a representative on the Safety and Quality Partnership Standing
Committee.
Mental health has representation on SA Health Safety and Quality Operational Committee.
Mental health quality improvement is integrated with Local Health Network quality
improvement processes at the operational level.
Recommendation 7

SA Health provides funding to non-government organisations for the Individual
Psychosocial Rehabilitation and Support Services – which provides a range of recovery
oriented rehabilitation and support services for people experiencing a severe mental illness
within their home and local community.
South Australia has developed and is currently implementing Youth Mental Health Services
for young people 16-24 years across the state.
Child and Adolescent Mental Health Services have recently been combined from the previous
two services in the North and South of the state to one statewide service.

Recommendation 8

Nil response.

Recommendation 9

SA Health released the Mental Health Pathways to Care Policy Directive and Policy
Guidelines in June 2014. These policies are the overarching policies for all activities in
Mental Health. – PTC 06-3 Mental Health Service exit no person to homelessness ensures at
the point of exit the person has an offer of available and suitable accommodation.
An evaluation on SA’s Housing and Accommodation Support Partnership Program was
completed in August 2013. The evaluation key findings were that based on the evidence
gathered, in the main the program objectives were achieved; the support delivered is
considered to be of high quality service; and the benefits in delivering the HASP Program
were demonstrated from the perspective of:

Recommendation 10

o

Delivering coordinated psychosocial rehabilitation, community mental health
and support services that are flexible and responsive to the consumer’s needs;

o

Providing safe, secure and affordable housing with security of tenure;

o

Supporting consumers to improve their skills and capacity to live as
independently as possible in the community;

o

Improving consumer’s quality of life, health and wellbeing; and

o

Avoiding or reducing hospital admissions and crisis service usage.

SA Health and Sansom Institute have developed a resource “Engaging with the Suicidal
Person” for all clinicians working with suicidal people. It was developed through shared
learning in clinical practice.
SA Suicide Prevention Networks linked to local government areas have been developed to
involve all sectors of the community in collaborative action against suicide.
SA Mates in Construction have been operating in South Australia since December 2013.
South Australia is supported with statewide suicide postvention services to prevent
contagion and second generation suicide.
A Memorandum of Understanding between Standby Response, Bereaved by Suicide and
SAPOL to identify families and communities in need of postvention services.
DECD, Independent Schools and CAMHS have guidelines for working with schools post
suicide or suicide attempt.

Recommendation 11

Nil response.

Recommendation 12

SA has developed and is currently implementing Youth Mental Health Services (16-24yrs)
across South Australia to ensure young people receive a youth orientated early intervention
service.
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An evaluation of the effectives of the Youth Mental Health Service is planned to occur in
twelve months post implementation.
Recommendation 13

The Statewide Mental Health Lived Experience Workforce Development Project commenced
in early 2013.
Recommendations for the Lived Experience Workforce were developed in alignment with
Health Workforce Australia’s National Peer Workforce Study Recommendations.
NGO and government sectors in SA are working collaboratively as a Project Reference Group
to develop the SA Mental Health Lived Experience Workforce Policy, Standards and
Implementation Plan.
The Cert IV Peer Work training materials will be utilised as part of the Implementation Plan.

Recommendation 14

Mental Health Information Sharing Guidelines.
Mental Health Consumer Rights and Responsibilities brochure is available in multiple
languages.
SA Health released Mental Health Services Pathways to Care Policy Directives and Policy
Guidelines in June 2014. These policies are the overarching policies for all activities in
Mental Health.
PTC01 – Participation outlines the procedures to ensure participation of the person, their
family and support person/s into the workings of mental health services

Recommendation 15

South Australia undertook a stigma reduction campaign in 2013 which included
advertisements on television as well as on radio and posters in bus shelters and other
prominent places across Adelaide.

Recommendation 16

Nil response.

Recommendation 17

Review currently underway of the Criminal Law Consolidation Act.
South Australia has recently implemented a Court Liaison Service.
Suicide Prevention Networks establishing in council regions.
Standby Response and Living beyond Suicide provide postvention services for the entire
state.

Recommendation 18

Collaborative action is occurring locally in Suicide Prevention Networks linked to the local
government areas.
Cost effectiveness studies have occurred with Standby Response and Mates in Construction.
Both have proven that these services are very cost effective.

Tasmania
Priority 1

Mental health continues to be a priority for Tasmania. Annual expenditure on mental health
currently exceeds $100m per annum.
The Government provides a range of specialist clinical mental health services across
Tasmania. These services are largely targeted at the three per cent of the Tasmanian
community estimated to have a severe and persistent mental illness.
The Government also funds community sector organisations (non-government
organisations) to provide a range of services including supported accommodation,
residential rehabilitation, individual packages of care, community based recovery and
rehabilitation programs, services for children and families, peer support groups, advocacy
and peak body representation for consumers, carers and service providers.
The Government’s election commitment – a long-term plan for mental health for mental
health also highlights its commitment to mental health in Tasmania. This has included a
range of initiatives that are in the process of being rolled out including a review of mental
health services in Tasmania (the Rethink Mental Health Project) the result of which will be a
long term plan for mental health for Tasmania.
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Priority 2

Tasmania reports nationally on a range of data as and when required.
Mental health funding in Tasmania is provided for in specified funding and service
agreements, ensuring funding is spent on mental health and not diverted to other areas.
This includes service agreements with Tasmanian Health Organisations to deliver specialist
clinical mental health services and funding agreements with community sector (nongovernment) organisations to deliver a range of mental health services.

Priority 3

Tasmania is a participant in the national process to develop an activity based funding
system.
Tasmania is a launch site for National Disability Insurance Scheme (NDIS). This was
launched in Tasmania on 1 July 2013 for young people aged 15 – 24 years. This scheme
offers a new way of providing individualised support for people with a significant and
permanent disability, their families and carers, including people with a psychosocial
disability associated with a mental illness. The full implementation of the NDIS by 2016 has
the potential to positively impact of Tasmania’s mental health service system and broaden
the services and support available to people with mental illness. Tasmania is working closely
with National Disability Insurance Agency to realise the full potential of the Scheme for
people with mental illness.

Priority 4

Tasmania is a participant in the national process to develop a nationally agreed mental
health service planning framework. Tasmania will use the framework in the development of
a long term plan for mental health.
The Tasmanian Suicide Prevention Committee led an internal review of Tasmania’s first
Suicide Prevention Strategy 2010-2014 in 2013. A second Suicide Prevention Strategy will be
developed for release in late 2015.

Recommendation 1

Tasmania was a pilot site for the National Contributing Life Project and continues to be
committed to strengthening the involvement of people with a lived experience of mental
illness and their families, friends and supporters in planning, design and evaluating policy
and services.
In recent years Tasmania established its first mental health consumer organisation - Flourish
Mental Health Action in Our Hands.
Tasmania also has a long established carer organisation, Mental Health Carers Tasmania
(previously ARAFMI Tasmania).
These organisations and their representatives are engaged in the planning, design and
evaluation of policy and services. During early 2013 these organisations also received
dedicated funding to facilitate consumer and carer representation for initiatives within
clinical mental health services.
A partnership has been initiated between Mental Health, Alcohol and Drug Directorate and
School of Nursing and Midwifery to include consumer and carer perspectives in
Undergraduate and Postgraduate nursing programs. This involves engaging people with
lived experiences presenting to undergraduate nursing students during first year with view to
expanding participation in tutorials.

Recommendation 2

Tasmania is undertaking a review of its mental health services – the Rethink Mental Health
Project. Access to Tasmanian mental health services will be a key consideration for this
review.
The Rethink Mental Health Project will be informed by the National Mental Health
Commission’s Review and the Australian Government’s response to the findings and
recommendations.

Recommendation 3

Tasmania is actively engaged in the current national initiatives focussed on reducing and
where possible eliminating the use of seclusion and restraint.
Tasmania is contributing to the current national data collection reporting on seclusions and
restraint events.
Tasmania has introduced a new legislative framework which recognises the right of a person
with decision making capacity to make his or her own decisions about treatment and care for
mental illness (Mental Health Act 2013). Under the Act a person with a mental illness who
has decision making capacity cannot be treatment involuntarily.
The Act also established the statutory roles of Chief Civil and a Chief Forensic Psychiatrist,
undertaken by the Chief Psychiatrist for Tasmania.
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The Chief Psychiatrist has a particular role regarding seclusion and restraint and may issue
consequential directions for the future assessment, treatment and care of patients. The Chief
Psychiatrist has issued standing orders and clinical guidelines in relation to seclusion and
restraint.
The Act requires matters relevant to seclusion and restraint to be reported to both the Chief
Psychiatrist, and the Mental Health Tribunal. The legislation also provides the Tribunal with
the ability to review instances of seclusion and restraint.
The Act also provides for a Principal Official Visitor and Official Visitors and provides
Visitors with functions including reporting suspected contraventions of the legislation and
referring these onto the Health Complaints Commission or the Ombudsman.
Tasmania is committed to reducing and wherever possible eliminating seclusion and
restraint and efforts in this area will be informed by the findings of the National Seclusion
and Restraint Project.
Recommendation 4

Mental health inpatient units across Tasmania are smoke free facilities. Patients are not be
forced to go into withdrawal and Nicotine Replacement Therapy is offered free of charge for
all patients to help manage cravings. A range of educational tools and support is also
available, and patients are encouraged to consider reducing or quitting smoking while
admitted to these units.
The physical health needs of people with mental illness have been identified as a key area for
consideration through the Rethink Mental Health Project – review of Tasmanian mental
health services.

Recommendation 5

Tasmania participated in the consultation with the Menzies School of Health Research to
inform the development of the Aboriginal and Torres Strait Islander Suicide Prevention
Strategy.

Recommendation 6

Tasmania has committed to adopting and implementing the National Mental Health Services
Standards.
All funding agreements with mental health community sector organisations (nongovernment) organisations require organisations to comply with the National Mental Health
Standard for Non-Government Community Services.
Implementation will be monitored through regular service audits.

Recommendation 7

A recent focus for the Child and Adolescent Mental Health Services (CAMHS), particularly in
the south of the State, has been leading a cross agency, collaborative approach to care for
parents and their children, in the 0 – 5 years age group. The Conception to Community
(C2C) group approaches this work noting that where a limited resource base exists,
innovative approaches to service development and delivery are required. The project
recognises that the foundations of a sense of community are created in the attachments,
bonds, sense of safety and stimulus to growth in the first three years of life (Wagg, 2014).
‘Community capacity building starts with creating the ability to trust, love and share which is
grown in the relationships between family members.’
In recognition of the importance of action in the early years, CAMHS has been able to
develop (at this stage in the south of the State), a Perinatal and Infant Mental Health Service,
supported by a perinatal psychiatrist and building on the work of the Tasmanian Perinatal
Depression Initiative (TPDI). The service model reflects a strong health promotion,
prevention and early intervention focus and provides support for:
•
•
•

Optimising maternal mental health and wellbeing;
Foetal and infant brain development; and
Security of attachment from conception, throughout infancy, childhood and
adolescence

The model links together in a continuous and circular way, adult, perinatal, infant, child and
adolescent mental health services. Currently, CAMHS available resources are directed
towards secondary and tertiary services targeted to high needs / complex care.
Recommendation 8

Through the Integrated Employment Project, Tasmanian Mental Health Services have been
working collaboratively with an employment agency to help place and support clients in
employment. The IEP has been operating since 2008.
The Tasmanian Mental Health, Alcohol and Drug Directorate funds a community sector
organisation to deliver training to workplaces and individuals under the PPEI framework.
This approach aims to reduce stigma in the workplace while increasing individual’s
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knowledge of the determinants of mental health.
In 2014, the Tasmanian Mental Health, Alcohol and Drug Directorate adopted the Heads Up
(Mentally Healthy Workplace Alliance / beyondblue) campaign. A staff survey has been
completed, an action plan generated and implementation of the actions is underway. The
Directorate will showcase this approach to other areas of the Department of Health and
Human Services later in 2015.
Recommendation 9

Tasmania currently funds a range of supported accommodation, residential rehabilitation
and recovery programs (generally for people over the age of 18 years and under the age of 65
years) to support people with mental illness in the community. These residential programs
are provided across the state and by a variety of providers and provide places for up to 102
people. Many people are supported to access these programs on discharge from mental
health inpatient units.
In addition to this 355 packages of care are funded across Tasmania to provide
individualised support for people with mental illness including accessing and maintaining
housing and accommodation. A large number of these packages provide support to people
being discharged from mental health inpatient facilities.
Through the National Partnership Agreement on Homelessness the Australian and
Tasmanian governments jointly contributed over $32.9 million from 2009 to 2013 to reduce
homelessness under the Agreement. This included:
•

•

•

Recommendation 10

Specialist intervention tenancy services staffed by multi-disciplinary teams. People
targeted by this initiative include young people leaving the care and protection
system, youth justice facilities, adults leaving correctional facilities, people who
have been chronically homeless and people at risk of eviction. Clients of this
program include people with mental illness.
Same House Different Landlord Program assisting people experiencing
homelessness to move directly into long term accommodation. The program is
targeted at people who are chronically homeless (rough sleepers), homeless
families with children, young people and people leaving child protection services,
correctional or health facilities. Clients for this program include people with
mental illness.
Supported accommodation facilities for people who are homeless, on low incomes
or with high support needs. Clients of this program include people with mental
illness.

The Tasmanian Government has announced a commitment of $3 million over three years
(2014-15 – 2016-17), for six targeted and proactive suicide prevention activities. One of the
six commitments made under this funding is the development of a targeted Youth Suicide
Prevention Strategy for Tasmania, in consultation with the Youth Network of Tasmania
(YNOT). The Youth Suicide Prevention Strategy (YSPS) will be developed in line with the
LIFE Framework, the agreed national suicide prevention guiding framework; the Tasmanian
Suicide Prevention Strategy; and the Tasmanian mental health promotion, prevention and
early intervention framework, Building the Foundations for Mental Health and Wellbeing. A
Literature Review will be completed to inform development of the YSPS which will draw
upon national and international mental health and suicide prevention literature relevant to
children and young people.
iCARE is a brief, solution focused program which builds upon individual and collective
strengths to foster resilience and to reduce the prevalence of self-harm. It has been
implemented successfully in response to the identification of intentional self-harm as an
issue within a local secondary school. The program was delivered by CAMHS in partnership
with the Department of Education (DoE) in Tasmania. More recently, the DHHS entered
into a research partnership with the University of Tasmania, and other collaborators (Central
Queensland University) to determine what impact an extended iCARE will have on the
resilience and wellbeing of students, teachers and the school environment using a multifaceted mental health intervention. The research project is expected to conclude on
30 June 2015 and will be of particular interest to health and education providers.
A partnership has been created between the Department of Health and Human Services, the
Department of Education and headspace school support in Tasmania to provide the
appropriate resources to secondary schools that are responding to the death of a young
person, or a member of the school community, to suicide. Tasmania was the first state or
territory to draft a Memorandum of Understanding to progress this work.

Recommendation 11

Integration of services and the coordination of care are important drivers of mental health
care system reform and will be key elements of the new long term plan for mental health
which will be finalised in 2015.
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Recommendation 12

The Rethink Mental Health Project will consider the balance of investment across mental
health and mental ill-health in Tasmania.

Recommendation 13

Tasmanian Health Organisation (THO) South, through its registered training organisations,
is now providing Certificate IV in Peer Work qualification (mental health).
The Senior Consumer and Carer Liaison Consultant (located within the Mental Health,
Alcohol and Drug Directorate) participated on the National Consumer and Carer Peer Work
Qualification Reference Group.
Development of a Peer Workforce in Tasmania has been identified as an area for
consideration in the Rethink Mental Health Project.

Recommendation 14

Tasmania has local service policy in relation to inclusion of families and support people.
Tasmania has also developed - Consumer, Family and Carer Support Guide to provide
information to consumers and their families on the range of services available to assist and
support them.

Recommendation 15

Tasmania’s Anti-Discrimination Act 1998 prohibits discrimination against another person
on the ground of disability (which includes mental illness).
Tasmania funds advocacy and peak body groups to advocate on a range of matters both at
the individual and the system level including vilification and discrimination of people with
mental illness.

Recommendation 16

No specific activity identified in Tasmania.

Recommendation 17

Funding for Forensic Mental Health Services in Tasmania is in excess of $20 million per
annum.
Services operate statewide and undertake highly specialised interventions and clinical
activities providing community and inpatient mental health care for people experiencing a
mental health disorder, who are involved with or at risk of becoming involved with the
criminal justice system. Services are delivered throughout Tasmania and in the following
streams:




Community Forensic Mental Health Services
Inpatient Forensic Mental Health Services
Court Liaison Services

Community Forensic Mental Health Services: Community based forensic mental health
services includes services into the Tasmanian Prison Service and the secure mental health
unit, to provide highly specialised psychiatric care and treatment to prisoners, remandees,
detainees, defendants and forensic patients, and community case management across the
state within the general community.
Inpatient Forensic Mental Health Services: These services are provided at Tasmania’s
secure mental health unit, the Wilfred Lopes Centre, which is located near but separate from
the Risdon Prison complex. The Centre commenced operation in February 2006 and is a
purpose built dedicated forensic facility, owned and managed by the Department of Health
and Human Services, and Tasmania’s first secure mental health unit. Patients admitted to
the Wilfred Lopes Centre generally include those found not guilty by reason of insanity or
unfit to plead, people with mental illnesses appearing in, or remanded from the courts or
sent by the courts for assessment, and prisoners with a mental illness or mental health issues
that require specialist mental health inpatient treatment. The Wilfred Lopes Centre is
currently funded to provide 23 beds including high dependency and extended care beds and
semi-independent living.
Court Liaison Services: These services assist in the assessment and identification of persons
before the judiciary who may not be fit to plead and/or require diversion into a mental health
setting through the Mental Health Diversion List (MHDL), which aims to adopt a problem
solving approach to the delivery of justice incorporating therapeutic jurisprudence concepts
when dealing with offenders with mental illnesses. Forensic Mental Health Services works in
partnership with the Department of Justice to facilitate the MHDL initiative. Unlike other
jurisdictions where court liaison officers are employees of the court, the court liaison officers
are employees of the Department of Health and Human Services enabling them to have more
influence in the healthcare and service sector and better access to treatment services for
MHDL participants. The MHDL operates in the North and South of the state.
Recommendation 18

The Tasmanian Suicide Prevention Committee conducted an internal review of Tasmania’s
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first Suicide Prevention Strategy in 2013 and will draft a second Strategy in 2015.
In 2011, the Tasmanian Government granted funding to establish the Tasmanian Suicide
Prevention Community Network (TSPCN). The TSPCN is a statewide network of actors from
a variety of service sectors and backgrounds who have a collective commitment to reducing
suicide in Tasmania. The TSPCN is hosted by the community sector organisation,
Relationships Australia (Tasmania) Inc. and meets every 6 – 8 weeks across Tasmania. The
Chair of the TSPCN is also a member of the government-driven Tasmanian Suicide
Prevention Committee which has oversight of state-funded suicide prevention activity in
Tasmania. This approach ensures that the TSPC has a strong link to suicide prevention
action and thinking within the broader community, which is critical when determining
future policy direction. The TSPCN will launch its new website within the next six weeks. The
web address is: www.suicidepreventiontas.org.au
The Mental Health, Alcohol and Drug Directorate is currently planning for the
implementation of a number of the new State Government’s suicide prevention election
commitments including the development of a Tasmanian Suicide Register (in partnership
with the Department of Justice (Coronial Division) which will enable much richer suicide
prevention data to be recorded, coded and interrogated and which will serve as valuable data
in future suicide prevention planning and investment.

Victoria
Priority 1

Victoria continues to support the Roadmap for National Mental Health Reform 2012-22,
which reaffirms the commitment of all governments to maintaining mental health as a high
national priority. The Victorian Government has adopted the vision of the Roadmap.
The Victorian Government Released the Victorian Statement of Priorities for Mental Health
Reform 2013-2015 on 23 December 2013. This document highlights the actions to be
delivered over the coming years to achieve better mental health for all Victorians. A status
update on progress against the priority actions is shortly to be released
The Mental Health Act (2014) came into effect on 1 July 2014. The Act delivers major
reforms to the mental health system, placing people with a mental illness at the centre of
decision making about their treatment, care and recovery. It also minimises the duration of
compulsory treatment and safeguards the right and dignity of people living with mental
illness.
Implementing the Act included the establishment of the Mental Health Tribunal and Mental
Health Complaints Commissioner.
The Victorian Government has released Victoria's Specialist Mental Health Workforce
Framework: Strategic Directions 2014-24.
A Performance Management Framework for the non-government mental health sector
recently recommissioned as part of wholesale reform has been developed and is currently
being implemented.
The next phase of reform will include a broad based evaluation of the implementation of the
Act and also heralds stage 2 of the reform of the non-government sector with emphasis
shifting the aboriginal focussed services and adult residential rehabilitation.
The Victorian Government released its Eating Disorders Strategy on 9 October 2014. The
Strategy provides an overarching plan to strengthen prevention and early identification,
particularly in at risk groups and those with early warning signs of an emerging or reemerging eating disorder.
Consumer Partnership — the Department of Health’s Mental Health Branch has an
established Consumer Partnership Dialogue to facilitate collaboration across the
Department, the consumer workforce and the Victorian Mental Illness Awareness Council.
Carer Partnership – the Department of Health’s Mental Health Branch has an established
Carer Partnership Dialogue to facilitate collaboration across the Department, the carer
workforce and the Victorian Carers Mental Health Network.

Priority 2

Victoria through COAG, supports the extensive efforts already underway to improve mental
health data collections and is an active participant in national discussions to improve and
refine our data. Much data produced through service delivery is made available on the web
promoting transparency and providing the community with timely information on the
performance of services for people with mental illness in Victoria.
Victoria has participated in the development of the Mental Health Non-Government
Organisation Establishments National Minimum Dataset (NGOE NMDS) through
representation on the working group established by the AIHW to develop the specifications
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for this collection and the development of measurement tools to monitor consumer social
inclusion outcomes and their experience of care.
Priority 3

Victoria is committed to the monitoring and evaluation of programs, as normal business, to
foster continuous improvement and identify best practice, taking into account quantitative
data and qualitative sources of program feedback.
Victoria has introduced (in a shadowing exercise) a new funding model consistent with the
principles of ABF funding for clinical mental health services commencing with bed based
services in 2013-14. It uses a weighted occupancy target to more effectively match activity to
funding provided. The Victorian Policy and Funding Guidelines published in June/July each
year on the Health. Victoria’s website provides further detail in relation to this model.
Victoria has played a lead role in advocating for psychiatric disability to be an integral part of
the NDIS and has embedded relevant funding and service provision in arrangements for the
Barwon launch site which commenced in July 2013. The NDIS will play an important and
complementary role in improving outcomes for people with severe and persistent mental
illness.
The Victorian Government introduced new service delivery arrangements for community
mental health support services on 1 August 2014. The new Mental Health Community
Support Services give services the flexibility to achieve client-directed goals, with a focus on
outcomes, rather than just activity. Victoria now has a range of providers who can deliver
flexible support packages, new local intake assessment and revitalised youth residential
rehabilitation services.

Priority 4

Victoria, in supporting the Roadmap, has committed to the development of ambitious, but
achievable targets for reform that will focus efforts to enable people with mental health
issues and mental illness, and those that provide them with support and assistance, to live
full and rewarding lives.
Victoria was one of two states which agreed to work with the Commonwealth to review the
Fourth National Mental Health Plan, to aid development of a successor to the Fourth
National Mental Health Plan for consideration by COAG in 2014. Victoria is of the view that
the plan could address identified gaps in mental health services and ensure investment in
mental health is directed to evidence-based activities and emerging best practice. It is
disappointed that this work has stalled.
Victoria’s Framework for Recovery oriented practice outlines the orientation of service
delivery towards recovery involves the need to focus on strong partnerships in decision
making between people and providers. It also requires partnerships with people’s significant
others.
This is strengthened by the Framework being structured into domains that reflect key fields
of recovery-oriented practice. Within each domain, there are four sections which outline core
principles, key capabilities, good practice and leadership examples of recovery oriented care.

Recommendation 1

Victoria recognises the lived experiences of people with mental health issues and those that
provide them with support and assistance should inform mental health reform and drive
continuous improvement in national policy and provision of services and supports. Victoria
has supported COAG in ensuring that the principle of consumer and carer participation is
strongly embedded in key national policy documents including the Roadmap; the Mental
Health Statement on Rights and Responsibilities (2012); and the National Mental Health
Standards (2010).
Monthly Consumer and Carer partnership dialogues are an illustration of government
working with people and the lived experience as a key informant to policy and service design.
The introduction of the new Mental Health Act supports effective individual resolution of
care issues through the Mental Health Complaints Commissioner.
In direct response to consumer feedback the experience of women’s inpatient units Victoria
has prioritised women’s safety through further investment in women’s only spaces in
inpatient units and additional training to ensure women feel safer in our services. The
Victorian Government has, over the past 4 years, spent $6.2m on upgrades to existing units
to improve safety for women.
Routine consumer and carer input into capital design results in appropriate models to best
meet consumer expectations. In a recent example, the redesign of a new 50 bed secure
extended care unit maximises the opportunity for recovery through patient centred care, as
advised by a broad group of service users..
Victoria has led a ground breaking national project on measurement and reporting of
consumer experience and is working towards applying this as an evaluation tool in selected
contexts.
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Recommendation 2

Victoria, through COAG, has endorsed access to mental health services as a performance
indicator to be considered by the COAG Reform Council in its annual reporting on the
performance of governments under the National Healthcare Agreement Performance
Framework.
The Victorian government is working with specialist mental health services to improve the
effectiveness and experience of care for people needing specialist mental health treatment.
Actions have focussed on streamlining access and better managing service pathways, with
more options for acute, sub-acute and community based treatment for people of all ages.
Since December 2010, the Victorian Government has provided funding for 280 new beds,
including 38 new subacute beds announced in April 2014.
Prevention and Recovery Care services have been expanded around the state to provide early
intervention for people experiencing mental illness.

Recommendation 3

Victoria is working to reduce involuntary practices and where possible, eliminate seclusion
and restraint. To help monitor progress against this aim, Victoria has endorsed, through
COAG, the ongoing development of data on these aspects of care, with the objective of
establishing a routine national collection, improving on the current ad hoc collection of data
for the National Seclusion and Restraint Forum.
The Victorian Government is committed to reducing the use of restrictive interventions and
working towards eliminating these practices in clinical mental health services.
Recent clinical leadership, benchmarking, guidelines, demonstrations, pilots, and targets set
through the Victorian Government’s Statement of Priorities has seen a steady increase in
agencies reporting lower seclusion rates.
A project called Reducing Restrictive Interventions (RRI) was established to provide advice
to services about how to further reduce the use and reliance on the restrictive practices of
seclusion, mechanical and physical restraint.
Consumers and carers are integral to the solution of reducing restrictive interventions.
The Victorian Government has funded a State-wide project team that will support mental
health services to identify the systemic changes that need to occur to result in a sustainable
reduction – and ultimately elimination – in the use of seclusion and restraint.
Victoria has been publically reporting seclusion rates for adult, aged and child and
adolescent target populations for the past four years on a quarterly basis.
Quarterly reporting on rates of restraint in aged inpatient settings commenced 2010-11.
Victoria has contributed to the annual ad hoc collection of seclusion data for national
reporting to the Australian Institute of Health and Welfare for the past four years.

Recommendation 4

Victoria is committed to improving and maintaining the physical health of those
experiencing mental health issues and their carers, and this commitment is reflected in our
support of the Roadmap.
The principles underpinning the Mental Health Act (2014) articulate the expectation that
individual assessment and service planning must attend to all aspects of care including the
physical health and wellbeing of all people accessing care from designated mental health
services.
The Victorian Government has a range of programs and initiatives that have contributed to
promotion and identification of physical health needs of people with a mental illness.
Through collaboration with the mental health, community health and general practice
sectors, Victoria has:
Conducted a statewide pilot of the Single Page Health Screener for Health and Social Needs
Developed the Physical Health Matters Too Screening Tool
Establishment and promotion of new and existing referral pathways
Developed a number of resources to support the screening process including Information
Sheet for Staff; Information Sheet for Consumers; Referral Pathways-Service Options for
Consumers (According to Local Government Area); Community Health Services Chart;
Referral Covering letter to GPs; Health Resources for Consumers and Services
Facilitated smoking cessation training by Quit Victoria within clinical mental health services
Offered mental health training offered to staff across community health services
Hosted a cross sectoral forum hosted for general practice staff
Developed a clinicians handbook and policy and procedure to support physical health
screening in one clinical mental health service
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Developed an information session to introduce the physical health screening process.
Recommendation 5

The Roadmap for National Mental Health Reform has targeted strategies to improve social
and emotional wellbeing, decrease the rates of mental illness among Aboriginal and Torres
Strait Islander peoples, and better ensure culturally appropriate mental health and support
services.
Victoria has introduced a 30% funding loading attached to each admission to acute and
mental health inpatient care of ATSI people effectively increasing funding for delivery of
targeted care for this group.
Work is occurring internal to the Department of Health to improvement alignment of the
Koori Mental Health Liaison Officer Program (based in ACCHOS in regional Victoria) and
the Aboriginal Health Liaison Officer program.
Victorian Aboriginal Health Service has been funded to provide specific mental health family
services, including statewide child and adult specialist support service and youth justice
mental health project, which works with young people involved with the youth justice system
to better meet their mental health needs.
VACCHO are funded to support the Koori Mental Health Liaison Officer program.
There is a Suicide Prevention Program in 2 ACCHOs .
Royal Children's Hospital have established a new model of care for Aboriginal children to
provide a weekly general medical health clinic Aboriginal children which provides medical,
social, cultural and emotional assessment and is planned to be extended to include mental
health input.
St Vincent's Health are funded to deliver up to 5 adult acute inpatient beds, in partnership
with the Victorian Aboriginal Health Service.
Northern Hospital have been provided with 12 months funding to establish a mental health
care network, the aims of which are to improve mental health responses to Aboriginal people
presenting to mental health services, and to work with the Aboriginal community to promote
awareness of mental health services offered and how to access them.

Recommendation 6

Victoria is committed to the monitoring and evaluation of programs, as normal business, to
foster continuous improvement and identify best practice, taking into account quantitative
data and qualitative sources of program feedback.
The Victorian Government introduced new service delivery arrangements for community
mental health support services on 1 August 2014. The new Mental Health Community
Support Services give services the flexibility to achieve client-directed gaols, with a focus on
outcomes, rather than just activity. Victoria now has a range of providers who can deliver
flexible support packages, new local intake assessment and revitalised youth residential
rehabilitation services.

Recommendation 7

Through the Roadmap, COAG has signalled the need for continued efforts to raise awareness
about mental illness and increase the availability of prevention and intervention services for
new parents and families and this will be further addressed in the development of the
successor to the Fourth National Mental Health Plan.
In Victoria we are working to transform not just mental health services, but all human
services to meet the significant challenges we are facing today. The centrepiece of this
transformation is Services Connect.
Services Connect looks to transcend traditional administrative boundaries to connect all
human services; from housing to child and family services, from disability support to
community mental health and alcohol and drug treatment services.
At the core of the Services Connect is a model of service delivery that provides:
One assessment when people access human services;
One client record instead of multiple records held by different services, so that people only
need to tell their story once;
One key work to be a single point of contact; and
One plan that considers the full range of a person’s or families’ needs, goals and aspirations.
For us, Services Connect is designed to connect people with the right support, address the
whole range of needs, and to help people build their capabilities to improve their lives and to
ensure they can live a contributing life.
Consumer and Carer Partnership Dialogues - To bring about this change we need to listen,
and to enable us to listen better, we have put in place bi- monthly forums in collaboration
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with the Victorian consumer and carer mental health peaks.
These dialogues create opportunities for people’s lived experience to be shared, concerns to
be raised, and issues to be prioritised.
Recommendation 8

Improving the economic participation of people experiencing mental health issues is a
priority. This has been identified in the Roadmap, particularly through the development of
more inclusive and supportive workplaces.
The Victorian Parliament completed a joint committee inquiry into employment
participation of people with mental illness. An action plan for implementing
recommendations is underway.
Minister for Mental Health introduced an award for employer of the year.

Recommendation 9

Breaking the cycle: reducing homelessness — this program provides outreach support and
care coordination for people experiencing entrenched homelessness as a result of their
mental illness.
Mental health support for secure tenancies — this program is targeted to people with severe
mental illness who are/at-risk of being homeless and who need active support to access and
maintain stable housing.
The Improved Housing Access initiative is working in two Area Mental Health Services to
work with clinical teams to develop relationships with housing providers in making decisions
about clients’ future care and support needs.
The Government has also funded the Mental Illness Fellowship pilot program, Opening
Doors, which is working with the private rental sector to secure and support suitable rental
housing for people in recovery from severe mental illness.
Using key performance indicators to drive practice, Victoria has demonstrated significant
Improvement in the post-discharge contacts measure. Services have committed to providing
early community based response to those recently discharged from inpatient care.

Recommendation 10

Working with the suicidal person – evidence based practice guideline to support care for
people in emergency departments and acute mental health settings.
COAG notes that all governments have adopted the Living Is For Everyone (LIFE)
framework.
Mental Health First Aid International has been funded to run 229 Mental Health First
Programs in Victoria in 2014.
Seven agencies have been provided with funding under the GLBTI suicide prevention
program. An additional $898,000 over four years for the Health Equal Youth (HEY) Grants.
In April 2013 $960,000 of the service enhancement funding was allocated to support youth
suicide prevention and postvention services in the Casey and Cardinia local government
areas over two years, with the launch of headspace School Support Casey/Cardinia
Community Initiative.

Recommendation 11

VDDI was evaluated 4 years ago and it should be on the web.
Recommissioned sector (AOD and MHCSS) service specifications require focussed targeting
of assessment and service models to those with both substance use issues and mental illness.

Recommendation 12

Mental Health First Aid Training has been expanded to members of community based
organisations across the state.
The Victorian Government released its Eating Disorders Strategy on 9 October 2014. The
Strategy provides an overarching plan to strengthen prevention and early identification,
particularly in at risk groups and those with early warning signs of an emerging or reemerging eating disorder.

Recommendation 13

The Victorian Government has released Victoria's Specialist Mental Health Workforce
Framework: Strategic Directions 2014-24 and an implementation plan for the next 3 years
focussing on the development of a competency framework mental health care and inclusive
of a range of relevant and emerging roles within the mental health workforce including peer
workers.

Recommendation 14

The Victorian Government is committed to working with the Commonwealth to ensure the
needs and views of carers are considered as services changes for people with disabilities and
older Australians. Our vision is that all carers feel recognised, valued and supported in the
work they do by government, service providers and the broader community.
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Since 1 July 2012, Victoria has had legislation that recognises people in care relationships
and the role of carers in our community. The Act recognises, promotes and values the role of
people in care relationships, recognising differing needs and promoting the benefits that care
relationships bring.
The Mental Health Act (2014) recognises and supports the important role of carers in the
assessment, treatment and recovery of people with a mental illness.
The Victorian government funded the Confident Connected Carers initiative to support
carers in the process of transition to the National Disability Insurance Scheme (NDIS) in the
Barwon trial site. The Confident Connected Carers project provided support to family carers
of people with a disability through a series of general and targeted workshops in the Barwon
Area focusing on the role of the carer in the implementation of participant plans, and
building carer capacity to exercise choice and control in the purchasing of services under the
NDIS model.
Recommendation 15

Under the Equal Opportunity Act 2010 employers, educational authorities and goods and
services providers are required to make changes so that a person with disability can do their
job, participate in education or access good and services. These changes are known as
reasonable adjustments.
Many support services and government departments are public authorities. Under the
Victorian Charter of Human Rights and Responsibilities they must consider human rights
when developing policies and delivering services for people with disability, their families and
carers.
Within the Department of Justice portfolios, Office of the Public Advocate (OPA) is a
statutory body working to protect the rights of people with a disability or mental illness. OPA
offers a range of services, including:
- an advice service, which can be contacted by telephone, letter, email or by visiting the
office
- staff and volunteers who can officially be appointed as guardians
- volunteers who visit facilities where people with a disability or mental illness
- volunteers who attend police interviews to ensure people with a disability or mental illness
know their rights.

Recommendation 16

Nil response.

Recommendation 17

General practitioners and qualified mental health nurses provide mental health care at all
prisons, with specialist support from visiting psychiatrists at most locations.
At Melbourne Assessment Prison, psychiatrists and qualified mental health nurses provide
specialist mental health care to male prisoners. The Acute Assessment Unit at the Melbourne
Assessment Prison is a special mental health unit that provides assessment and treatment for
male prisoners with serious psychiatric conditions.
At the Dame Phyllis Frost Centre, psychiatrists and qualified mental health nurses provide
mental health care to female prisoners. The Marrmak Unit at the Dame Phyllis Frost Centre
provides assessment and treatment for female prisoners with serious psychiatric conditions.
Prisoners who require involuntary mental health care are transferred to Thomas Embling
Hospital. Involuntary treatment is not provided in Victoria’s prisons.
The Koori Prisoner Mental Health and Cognitive Function Study delivers on a commitment
of Phase Two of the Aboriginal Justice Agreement to create an evidence base to guide the
development and enhancement of culturally appropriate mental health services for
Aboriginal prisoners.
In September 2013 the Department of Health engaged consultants to prepare a service plan
for forensic mental health services in Victoria. The Service Plan outlines a range of
recommendations to be implemented simultaneously to achieve maximum return on the
investment in forensic mental health in Victoria.
The Victorian Auditor General has conducted a performance audit into Mental Health
strategies for the justice system. The report was tabled in Parliament on 15 October 2014.
The report examined the effectiveness of planning and coordination for mental health
services across the Victoria’s criminal justice system, as a foundation for effective responses
to people with mental illness.
Thirteen recommendations were provided across the Departments of Health, Human
Services, and Justice, the Magistrates Courts and the Victoria Police in relation to
strengthening the collaboration, accountability and coordination across the Victoria’s
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criminal justice system.
The Victorian Government accepted these recommendations and is committed to improving
the safety and provision of care for those with mental illness who come into contact with the
justice system.
Recommendation 18

The Victorian Government is committed to working alongside all levels of government, and
the community, to make a difference. Victoria's strategy aligns closely to the national suicide
prevention framework Living is For Everyone (LIFE).
Mental Health First Aid Training has been expanded to members of community based
organisations across the state.

Western Australia
Priority 1

Department of Health
The WA Government is implementing 117 recommendations from the Review of the
admission or referral to and the discharge and transfer practices of public mental health
facilities/services in Western Australia (the ‘Stokes Review’).
The Stokes Review recommendations are being implemented collaboratively by the WA
Department of Health, WA Mental Health Commission (MHC), other state government
agencies, non-government agencies and consumers and their carers/families.
To date, one-quarter of the recommendations have been completed, and all other
recommendations are underway and making good progress.
Mental Health Commission
Mental Health Bill
The introduction of new mental health legislation is one of the most significant mental health
reforms in Western Australia.
The passage and implementation of proposed new mental health legislation will strengthen
the rights of people experiencing mental illness and provide recognition of the important
roles of family members, carers and other support persons.
The Bill was developed through extensive community consultation.
The Mental Health Bill and the Mental Health Legislation Amendment Bill were passed by
the Legislative Council on 24 September 2014.
Debate in both Houses resulted in a number of improvements to the Bill. The amendments
made during Committee Stage in the Legislative Council will next be reviewed by the
Legislative Assembly.
Mental Health, Alcohol and other Drug Services Plan 2015 – 2025
The WA MHC, together with the Drug and Alcohol Office and the Department of Health, are
in the final stages of completing the Mental Health, Alcohol and other Drug Services Plan
2015 – 2025 (the Plan). The Plan estimates the optimal mix of mental health, alcohol and
other drug services required for our growing population over the next ten years.
The Plan will provide a blueprint for the development of and investment in mental health,
alcohol and other drug services to meet the needs of Western Australians across the State
until 2025
The Plan is expected to guide the development of an integrated mental health, alcohol and
other drug service system that focuses on prevention and early intervention and supports
people with mental health, alcohol and other drug problems to recover, stay well and to lead
rewarding lives in the community.
The Plan has highlighted the need to provide care close to where people live, wherever
possible, to help people in rural and remote areas to stay connected to their families and
local communities during their recovery.
Specialist Aboriginal Mental Health Service
Following a positive evaluation, the State Government has allocated another $29.1 million
over three years to the Statewide Specialist Aboriginal Mental Health Service (SSAMHS).
The SSAMHS provides specialist clinical interventions to Aboriginal people with severe and
persistent mental illnesses across WA.
The program will support 59 full-time staff consisting of psychiatrists, nurses, social workers
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and mental health workers, two thirds of whom are Aboriginal and based in country regions.
In the next three years a specific focus will be given to the needs of Aboriginal children and
young people.
Priority 2

Department of Health
As part of mental health reform through implementing the Stokes Review recommendations
and the Mental Health Bill 2013, the Department of Health is currently identifying
requirements for mandatory compliance reporting.
Compliance reports will be utilised by the Department of Health and Health Services for
ongoing planning, management and monitoring purposes.
A Working Group is being established to guide and support this process.
A Compliance Reporting Framework has been drafted and will provide guidance in the
development of the compliance reports.
In addition, the Office of Mental Health (OMH) is developing a Mental Health Dashboard
and Scorecard that will provide a range of mental health measures related to activity at
Emergency Departments, and inpatient and outpatient units.
Mental Health Commission
The WA MHC and WA Department of Health have in place a data MOU to ensure that the
information being used to plan, evaluate and acquit service delivery is consistent and is less
burdensome.
The WA MHC has rationalised the NGO data reporting requirements to meet both contract
acquittal and future national reporting requirements. This will also enable continuous
improvement in planning and evaluation of the NGO funded services.
In WA for 2014/15, the total funding allocation for mental health, and alcohol and other drug
services will be:
- $707.1 million to support people with mental illness, their families and carers.
- $84.5 million to prevent and reduce the adverse impacts of alcohol and other drugs in the
Western Australian community.
This represents a 45 per cent or $245.3 million increase in investment since the first full year
of operation of the WA MHC.

Priority 3

Department of Health
A Mental Health System-Wide Clinical Policy Group has been formed that will deliver a
comprehensive set of relevant state-wide mental health policies and establish a sustainable
process for mental health policy development and maintenance.
The OMH in collaboration with the MHC and Health Strategy and Networks (HSN) will
establish a Mental Health Network (MHN) to support and improve mental health services,
promote knowledge-sharing across Health Services and help prioritise key issues that need
to be addressed. The Mental Health Network was launched on 6 October.
Mental Health Commission
The WA MHC, together with the Drug and Alcohol Office and the Department of Health, are
in the final stages of completing the Mental Health, Alcohol and other Drug Services Plan
2015 – 2025 (the Plan). The Plan estimates the optimal mix of mental health, alcohol and
other drug services required for our growing population over the next ten years.
The Plan will provide a blueprint for the development of and investment in mental health,
alcohol and other drug services to meet the needs of Western Australians across the State
until 2025.
The Plan is expected to guide the development of an integrated mental health, alcohol and
other drug service system that focuses on prevention and early intervention and supports
people with mental health, alcohol and other drug problems to recover, stay well and to lead
rewarding lives in the community.
The Plan has highlighted the need to provide care close to where people live, wherever
possible, to help people in rural and remote areas to stay connected to their families and
local communities during their recovery.
The National Safety and Quality Health Service Standards and the National Standards for
Mental Health Services form an important component of the 2014/15 Service Agreement
between the WA MHC and the Department of Health.
The WA MHC has commenced implementation of a Quality Management Framework for all
funded non-government organisations. This includes quality evaluations that will be
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conducted by a panel of independent evaluators including individuals with a lived experience
and family members every three years. The organisation’s performance will be evaluated
against the National Standards for Mental Health Services (NSMHS) and WA Mental Health
Outcome Statements. This involves direct feedback from individuals accessing the service
and their family/carers. As a result of these evaluations, organisations may have required
actions to complete in order to meet the NSMHS or have opportunities for service
improvements identified.
The Independent Hospital Pricing Authority (IHPA) has commissioned a consortium led by
HealthConsult to undertake a mental health costing study at a sample of Australian public
hospitals, community mental health services and private hospitals. WA actively supports the
study by contributing six establishments for the study.
Further work will be undertaken to develop a new mental health classification system. In
order to support this, IHPA is developing Activity Based Funding (ABF) Mental Health
Dataset Specifications for data collection in 2015-16.
All jurisdictions, including WA’s MHC and Department of Health, are represented at the
Mental Health Working Group established by the IHPA to support these developments.
People with psychosocial disability who meet the eligibility requirements outlined in the
National Disability Insurance Scheme Act 2013 (the Act) can access a range of supports and
services through the two NDIS models being trialled in Western Australia: the WA NDIS,
operated by the Commonwealth National Disability Insurance Agency (NDIA), and the WA
NDIS My Way, operated by the WA Disability Services Commission. Consistent with the Act,
both models do not determine eligibility based on particular diagnoses, but rather the
impairment or impairments and its impact upon the person’s life domains.
Priority 4

Department of Health
Not applicable.
Mental Health Commission
The WA MHC, together with the Drug and Alcohol Office and the Department of Health, are
in the final stages of completing the Mental Health, Alcohol and other Drug Services Plan
2015 – 2025 (the Plan). The Plan estimates the optimal mix of mental health, alcohol and
other drug services required for our growing population over the next ten years.
The Plan will provide a blueprint for the development and investment in mental health,
alcohol and other drug services to meet the needs of Western Australians across the State
until 2025
The Plan is expected to guide the development of an integrated mental health, alcohol and
other drug service system that focuses on prevention and early intervention and supports
people with mental health, alcohol and other drug problems to recover, stay well and to lead
rewarding lives in the community.
The Plan has highlighted the need to provide care close to where people live, wherever
possible, to help people in rural and remote areas to stay connected to their families and
local communities during their recovery.
Since 2009, the State Government has invested $21 million in the State Suicide Prevention
Strategy (Strategy); this includes $3 million in the 2014/15 State Budget to sustain
community and youth initiatives. A Research, Development and Evaluation of Community
Action Plans (CAPs) by Edith Cowan University and Centrecare has been undertaken to
identify strengths and areas for improvement. Monash University has conducted an overall
review of Strategy initiatives and benchmarking with international evidence based
approaches. These recommendations are to be considered by the WA MHC and Ministerial
Council for Suicide Prevention; and will inform the next multi-year strategy.
Strategy funding of $1 million in 2014/15 will deliver:
- Community grants of up to $10,000 to strengthen sustainability of locally owned suicide
prevention initiatives;
- Evidence based mental health and suicide prevention training across WA; and
- Strategic partnerships with the WA Football Commission and Netball Association of WA to
promote suicide prevention awareness.
Strategy funding of $2 million in 2014/15 will consolidate and increase the capacity of the
Response to Self-Harm and Suicides in Schools, which includes additional specialist staff to
support young people at-risk.
A media statement was released on 19 June 2014 announcing the small grants funding round
of $300,000. Applications closed on 31 July 2014. 25 applications were successful. The
grants will assist local communities to support suicide prevention activities, raise awareness,
fund education and continue the momentum of initiatives undertaken through the Western
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Australian Suicide Prevention Strategy 2009-2013.
As part of the Strategy, 260 agencies across WA have committed to implementing suicide
prevention activities. The operational management of the State Strategy will shift from
Centrecare to the WA MHC in 2014/15 and 2015/16.
The Mental Health Minister recently launched This FIFO Life (www.thisfifolife.com), a site
funded by the WA MHC and developed in consultation with FIFO workers and their families.
It includes videos, blogs, and information on where to get help and offers tips and strategies
for FIFO workers and their families to stay mentally healthy.
Recommendation 1

Department of Health
The OMH intends to pilot a survey to gauge consumer experiences of public mental health
services. One option being considered is the nationally developed consumer experience of
care survey, ‘Your Experience of Service‘ (YES) survey.
At the local level, Health Services gain feedback about mental health consumers’ experiences
and views of public mental health services via Consumer Advisory Groups (CAGs).
Mental Health Commission
The current Patient Evaluation of Health Services survey does not report on mental health
patients due to the current survey design. The WA MHC and the Department of Health are
currently exploring the use of the nationally designed ‘YES’ survey to better capture mental
health patient experience in an appropriate way. Currently, the DoH and MHC are
considering the potential of a pilot program once more details around the ‘YES” survey are
available.
The WA MHC has recently established a Directorate dedicated to stakeholder engagement
and consultation. The Commission recognises the valuable contribution of stakeholders in
planning, implementation, delivery and evaluation of mental health services including
decision making processes. The Directorate’s work will include building on and
strengthening the Commission’s current engagement activities as well as developing new
strategies.
One of the Directorate’s first tasks will be reviewing the Commission’s current Supporting
Consumer, Family and Carer Engagement Policy and Guidelines. This review will enable the
Directorate to implement consistent approaches to meaningful stakeholder engagement in
future plans, projects and programs of the WA MHC.

Recommendation 2

Department of Health
As part of mental health reform through implementing the Stokes Review recommendations
and the Mental Health Bill 2013, the Department of Health is currently identifying
requirements for mandatory compliance reporting.
Compliance reports will be utilised by the Department of Health and Health Services for
ongoing planning, management and monitoring purposes.
A Working Group is being established to guide and support this process.
A Compliance Reporting Framework has been drafted and will provide guidance in the
development of the compliance reports.
In addition, the OMH is developing a Mental Health Dashboard and Scorecard that will
provide a range of mental health measures related to activity at Emergency Departments,
and inpatient and outpatient units.
Mental Health Commission
The WA MHC, together with the Drug and Alcohol Office and the Department of Health, are
in the final stages of completing the Mental Health, Alcohol and other Drug Services Plan
2015 – 2025 (the Plan). The Plan estimates the optimal mix of mental health, alcohol and
other drug services required for our growing population over the next ten years.
The Plan will provide a blueprint for the development of and investment in mental health,
alcohol and other drug services to meet the needs of Western Australians across the State
until 2025.
The Plan is expected to guide the development of an integrated mental health, alcohol and
other drug service system that focuses on prevention and early intervention and supports
people with mental health, alcohol and other drug problems to recover, stay well and to lead
rewarding lives in the community.
The Plan has highlighted the need to provide care close to where people live, wherever
possible, to help people in rural and remote areas to stay connected to their families and
local communities during their recovery.
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Recommendation 3

Department of Health
Under the Mental Health Bill 2013, the Chief Psychiatrist has a statutory responsibility to
develop a range of Standards for the treatment and care of consumers of mental health
services.
The Chief Psychiatrist’s Standards and Guidelines Development Working Group is leading
this work, which includes a Standard for Seclusion and Restraint.
The draft Seclusion and Restraint Standard has gone to the Mental Health Bill
Implementation Reference Group which will coordinate feedback about the Standard.
Once the Standard is completed, this will be incorporated into the training program for the
Bill to be rolled out in 2015.

Recommendation 4

Department of Health
Under the Mental Health Bill 2013, the Chief Psychiatrist has a statutory responsibility to
develop a range of Standards for the treatment and care of consumers of mental health
services.
The Chief Psychiatrist’s Standards and Guidelines Development Working Group is leading
this work, which includes a Standard for Physical Health Care.
The draft Physical Health Care Standard has gone to the Mental Health Bill Implementation
Reference Group which will coordinate feedback about the Standard.
Once the Standard is completed, this will be incorporated into the training program for the
Bill to be rolled out in 2015.
Physical health care was identified as a priority in a Stokes Review Recommendation:
- Rec 2.7: All mental health clinicians must ensure that the physical wellbeing (including
dental) of all patients under their care are regularly assessed and treated by appropriate
specialist clinicians (e.g. podiatrist, diabetes educator).
- The OMH and Health Services are implementing a number of initiatives to improve the
physical health, including oral health, of mental health consumers.
Mental Health Commission
People with psychosocial disability who meet the eligibility requirements outlined in the
National Disability Insurance Scheme Act 2013 (the Act) can access a range of supports and
services through the two NDIS models being trialled in Western Australia: the WA NDIS,
operated by the Commonwealth National Disability Insurance Agency (NDIA), and the WA
NDIS My Way, operated by the WA Disability Services Commission. Consistent with the Act,
both models do not determine eligibility based on particular diagnoses, but rather the
impairment or impairments and its/their impact upon the person’s life domains.

Recommendation 5

Department of Health
Not applicable.
Mental Health Commission
Following a positive evaluation, the State Government has allocated another $29.1 million
over three years to the Statewide Specialist Aboriginal Mental Health Service (SSAMHS).
The SSAMHS provides specialist clinical interventions to Aboriginal people with severe and
persistent mental illnesses across WA.
The program will support 59 full-time staff consisting of psychiatrists, nurses, social workers
and mental health workers, two thirds of whom are Aboriginal and based in country regions.
In the next three years a specific focus will be given to the needs of Aboriginal children and
young people.

Recommendation 6

Department of Health
A range of Mental Health Service policies link to the:
- National Mental Health Standards
- National Safety and Quality Health Service Standards.
The Mental Health Services are assessed against these standards during accreditation
processes.
The state-wide policies that will be developed by the Mental Health System-wide Clinical
Policy Group will also link to these standards.
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Mental Health Commission
The WA MHC’s 2014/15 Service Agreement with the Department of Health supports Health
Services in the implementation of the National Standards for Mental Health Services (2010).
The Service Agreement also supports the implementation of the national framework for
recovery-orientated mental health services; and continues the commitment to the
development of the mental health workforce as outlined in the National practice standards
for the mental health workforce 2013.
The NSMHS and the Mental Health Outcome Statements have been included in all contracts
as a mandatory requirement with the non-government sector. These will be evaluated
through the Quality Management Framework that has been established, which involves:
- an annual self-assessment against the NSMHS and person-centred practices, which
includes a 12 month continuous improvement plan;
- improved reporting, tracking, management and investigation (as required) of Notifiable
Incidents; and
- Quality Evaluations that will be conducted by a panel of independent evaluators.
Recommendation 7

Department of Health
Not applicable.
Mental Health Commission
WA continues to prioritise early childhood development and invest in services and supports
for children and families, with the aim of preventing long term health and mental health
problems.
In the 2012/13 State Budget, the State committed $58.5 million over 4 years for 100 new
Child Health Nurses and improving access to child health services. Child Health Nurses
provide clinic and/or home based services to mothers and infants at up to 10 days after birth,
6-8 weeks, 3 months, 8 months, 18 months and 4 years. The universal health schedule
includes the detection of mental health issues in the mother and infant and referral to
specialised services. The first wave of new nurses was employed to increase uptake of the 4
year check.
To further improve access to child health services, the State is investing $48.7 million over 5
years from 2013/14 to establish 16 Child and Parent Centres (CPCs) at school sites across the
State. The initiative is aimed at providing co-located early intervention services which
families can easily access. Although located at schools, the Centres will target children under
4 years and their families, providing home based support when needed as part of usual
practice.
To complement the investment in CPCs, WA is providing $38 million in new funding over
the next four years from 2013/14 for an additional 155 school health staff in mostly regional
areas. These staff will include school health nurses who provide health promotion and
prevention services as well as early identification of health and mental health issues. The
nurses, and other allied health positions, will link into the CPCs to ensure more
comprehensive services to families.
In 2014, the North Metropolitan Health Service Mental Health launched the Youth Hospital
In The Home (HITH) service. This service provides holistic and individualised mental health
services for eligible young people aged 16 to 25 years who are acutely unwell and require
intensive treatment and management equivalent to that provided in an inpatient unit.

Recommendation 8

Department of Health
Not applicable.
Mental Health Commission
The WA MHC has provided grant funding to the WA Association for Mental Health to
progress the establishment of an Independent Placement Support program in WA to
facilitate recovery through employment.

Recommendation 9

Department of Health
Housing and living arrangements are considerations in Mental Health Service Care
Coordination or Case Management policies and procedures.
The Mental Health Bill includes provisions for Treatment, Support and Discharge Planning.
Mental Health Services must outline the treatment and support that will be offered after the
patient is discharged.
Mental Health Commission
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The Individual Community Living Strategy commenced in 2011/12 with the State
Government purchasing 100 homes and packages of support for people with a mental illness.
This commitment has increased to 116 homes by 2014/15 with another additional 6 homes
purchased through a National Partnership Agreement with the Commonwealth. These
houses have been made available for people who have a severe and persistent mental illness,
and have been in specialist hospital inpatient facilities or have made significant use of
inpatient services over an extended period. An external evaluation of the initiative is
currently underway.
The State Government has made significant commitments to develop mental health subacute
services as part of a reform agenda which seeks a more balanced investment in the mental
health system. Central to the system is the delivery of appropriate care options for people
with mental illness, closer to where they live, while also reducing the pressure on acute
hospital inpatient beds. Community-based subacute services seek to address this need.
The WA MHC defines individuals as typically entering community-based subacute services
through one of two pathways:
- ‘stepping down’ from a period of treatment in an acute inpatient unit to allow continued
treatment in a supportive environment aimed at achieving further symptom reduction and
recovery from the acute episode
- ‘stepping up’ from the community if becoming unwell to receive treatment in a supportive
environment that is designed to prevent further deterioration and relapse, and avoiding
admission to hospital.
Western Australia’s first 22 bed step-up, step-down subacute service opened at Joondalup in
May 2013. A second 10 bed metropolitan service at Rockingham is anticipated to become
operational by early 2016.
Other step-up, step-down subacute services are planned for Bunbury (10 beds), Broome (six
beds), Karratha (six beds) and the Goldfields (six beds), and are anticipated to be operational
in 2016/17.
Recommendation 10

Department of Health
Responding to those in crisis was identified as a priority in a Stokes Review
Recommendation:
- Rec 3.5: The governance of the system should provide to carers, patients and GPs an
appropriate way to navigate the mental health system in seeking advice and support,
particularly in crises.
The Department of Health is working to develop more streamlined pathways to access
emergency mental health services such as the Mental Health Emergency Response Line
(MHERL), and to communicate these pathways to consumers, carers, clinicians, and service
providers. This includes standardising care delivery across North Metropolitan Health
Service (NMHS) and South Metropolitan Health Service (SMHS), to promote more
accessible, person-centred service delivery in Mental Health Services.
A project timeline has been agreed and work commenced between the OMH, NMHS, and
SMHS. The project scope and governance structure are in development.
Mental Health Commission
Since 2009, the State Government has invested $21 million in the State Suicide Prevention
Strategy (Strategy); this includes $3 million in the 2014/15 State Budget to sustain
community and youth initiatives. A Research, Development and Evaluation of Community
Action Plans (CAPs) by Edith Cowan University and Centrecare has been undertaken to
identify strengths and areas for improvement. Monash University has conducted an overall
review of Strategy initiatives and benchmarking with international evidence based
approaches. These recommendations are to be considered by the WA MHC and Ministerial
Council for Suicide Prevention; and will inform the next multi-year strategy.
Strategy funding of $1 million in 2014/15 will deliver:
- Community grants of up to $10,000 to strengthen sustainability of locally owned suicide
prevention initiatives;
- Evidence based mental health and suicide prevention training across WA; and
- Strategic partnerships with the WA Football Commission and Netball Association of WA to
promote suicide prevention awareness.
Strategy funding of $2 million in 2014/15 will consolidate and increase the capacity of the
Response to Self-Harm and Suicides in Schools which includes additional specialist staff to
support young people at-risk.
A media statement was released on 19 June 2014 announcing the small grants funding round
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of $300,000. Applications closed on 31 July 2014. 25 applications were successful. The
grants will assist local communities to support suicide prevention activities, raise awareness,
fund education and continue the momentum of initiatives undertaken through the Western
Australian Suicide Prevention Strategy 2009-2013.
As part of the Strategy, 260 agencies across WA have committed to implementing suicide
prevention activities. The operational management of the State Strategy will shift from
Centrecare to the WA MHC in 2014/15 and 2015/16.
The Mental Health Minister, recently launched, This FIFO Life (www.thisfifolife.com), a site
funded by the WA MHC and developed in consultation with FIFO workers and their families.
It includes videos, blogs, and information on where to get help and offers tips and strategies
for FIFO workers and their families to stay mentally healthy.
Recommendation 11

Department of Health
People with co-existing mental health difficulties and substance use problems was identified
as a priority in several Stokes Review Recommendations:
- Rec 1.6: The new Executive Director of Mental Health Services develops policy with the
Drug and Alcohol Office to enable mutual cooperative working with complex cases.
- Rec 4.11: Since mental health and substance-use disorders, including drug and alcohol
issues, co-occur with high frequency mental illness, it is imperative that clinicians are trained
in the recognition and treatment of comorbid disorders of this type.
- These recommendations are being progressed via the WA Collaboration for Substance Use
and Mental Health (WACSUMH) Working Group, which includes representation from OMH,
Drug and Alcohol Office (DAO), Health Services and peak bodies WA Association for Mental
Health (WAAMH) and WA Network of Alcohol and Other Drug Agencies (WANADA). The
Group is currently seeking a consumer/carer representative with lived experience of cooccurring mental health and substance use issues.
- The Group will audit currently available MH/AOD sector training in developing core
capabilities for MH/AOD staff groups and make recommendations to the WACSUMH
Executive Group where needs are identified.
- This Recommendation will be also supported by the amalgamation of the MHC and the
DAO.

Recommendation 12

Department of Health
Not applicable.
Mental Health Commission
Not applicable.

Recommendation 13

Department of Health
Not applicable.
Mental Health Commission
Not applicable.

Recommendation 14

Department of Health
Not applicable.
Mental Health Commission
The introduction of new mental health legislation is one of the most significant mental health
reforms Western Australia.
The passage and implementation of proposed new mental health legislation will strengthen
the rights of people experiencing mental illness and provide recognition of the important
roles of family members, carers and other support persons.
The Bill was developed through extensive community consultation.
The Mental Health Bill and the Mental Health Legislation Amendment Bill were passed by
the Legislative Council on 24 September 2014.
Debate in both Houses resulted in a number of improvements to the Bill. The amendments
made during Committee Stage in the Legislative Council will next be reviewed by the
Legislative Assembly.
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Recommendation 15

Department of Health
Not applicable.
Mental Health Commission
Not applicable.

Recommendation 16

Department of Health
Not applicable.
Mental Health Commission
Not applicable.

Recommendation 17

Department of Health
Not applicable.
Mental Health Commission
The WA mental health court diversion and support pilot program integrates clinical and
psychosocial supports with the aim of diverting people who interact with the criminal justice
system to appropriate clinical and psychosocial supports, and to reduce reoffending. The
program operates in the Perth Children’s Court and Perth Magistrates Court and
commenced in March 2013 and April 2013 respectively. The program is founded on an interagency collaborative model involving government and non-government agencies working
together to deliver tailored diversion supports for individuals experiencing mental illness.
The State Government extended the pilot program through 2014/15 at a cost of $4.6 million.
A comprehensive independent evaluation of the program will be completed by December
2014 and this will inform future funding decisions.

Recommendation 18

Department of Health
Not applicable.
Mental Health Commission
Since 2009, the State Government has invested $21 million in the State Suicide Prevention
Strategy (Strategy); this includes $3 million in the 2014/15 State Budget to sustain
community and youth initiatives. A Research, Development and Evaluation of Community
Action Plans (CAPs) by Edith Cowan University and Centrecare has been undertaken to
identify strengths and areas for improvement. Monash University has conducted an overall
review of Strategy initiatives and benchmarking with international evidence based
approaches. These recommendations are to be considered by the WA MHC and Ministerial
Council for Suicide Prevention; and will inform the next multi-year strategy.
Strategy funding of $1 million in 2014/15 will deliver:
- Community grants of up to $10,000 to strengthen sustainability of locally owned suicide
prevention initiatives;
- Evidence based mental health and suicide prevention training across WA; and
- Strategic partnerships with the WA Football Commission and Netball Association of WA to
promote suicide prevention awareness.
Strategy funding of $2 million in 2014/15 will consolidate and increase the capacity of the
Response to Self-Harm and Suicides in Schools, which includes additional specialist staff to
support young people at-risk.
A media statement was released on 19 June 2014 announcing the small grants funding round
of $300,000. Applications closed on 31 July 2014. 25 applications were successful. The
grants will assist local communities to support suicide prevention activities, raise awareness,
fund education and continue the momentum of initiatives undertaken through the Western
Australian Suicide Prevention Strategy 2009-2013.
As part of the Strategy, 260 agencies across WA have committed to implementing suicide
prevention activities. The operational management of the State Strategy will shift from
Centrecare to the WA MHC in 2014/15 and 2015/16.
The Mental Health Minister recently launched This FIFO Life (www.thisfifolife.com), a site
funded by the WA MHC and developed in consultation with FIFO workers and their families.
It includes videos, blogs, and information on where to get help and offers tips and strategies
for FIFO workers and their families to stay mentally healthy.
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4 Government activity from
publicly available sources
relevant to the 2012 and 2013
Report Cards Priorities and
Recommendations
The Commission undertook a review of publicly available websites and published documents in order
to identify examples of activities and progress made against the 2012 and 2013 Report Cards priorities
and recommendations. This section presents these findings for the Commonwealth and States and
Territories.

Jurisdiction action – identified from publicly available
information
Priority 1

Mental health must be a high national priority for all governments and the
community.
Nationally
•
•
•

The Australian Government has tasked the National Mental Health Commission with
conducting a review of mental health services and programmes in Australia.
The scope of the review includes existing mental health services and programmes
across all levels of government, and across public, private and non-government sectors.
The rationale for undertaking this review is to assess the efficiency and effectiveness of
programmes and services in supporting individuals experiencing mental ill health and
their families and other support people to lead a contributing life and to engage
productively in the community.

Australian Capital Territory
Consultation on the review of the ACT Mental Health Act (1994) is ongoing. No dates are
provided on the ACT Health website about when this process is due to be finalised.
New South Wales
The review of the NSW Mental Health Act (2007) was tabled in Parliament on 30 May 2013.
Northern Territory
The Northern Territory Mental Health Strategic Plan 2014-2020 is currently in
development. A discussion paper has been created and submissions were called in
September 2014.
Queensland
The review of the Queensland Mental Health Act (2000) is ongoing. No dates are provided
on the Queensland Health website about when this process is due to be finalised.
South Australia
No evaluative information was identified on South Australia’s Mental Health and Wellbeing
Policy 2010-2015 or the SA state-wide mental health lived experience register which
commenced on 11 June 2013.
Tasmania
The Tasmanian Mental Health Act (2013) commenced on 17 February 2014.
Victoria
The Mental Health Act (2014) came into effect from 1 July.
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Submissions for Victoria’s Independent Mental Health Advocacy Service were called.
On 10 September 2014, the Victorian Government released Victoria's Specialist Mental
Health Workforce Framework: Strategic Directions 2014-24.
Western Australia
The Mental Health Act (2013) was introduced into parliament on 23 October 2013.
No evaluative information was identified on WA’s Mental Health 2020: Making it personal
and everybody’s business.
Work is progressing on the development of a 10 year plan for mental health services in WA.
Priority 2

We need to provide ‘a complete picture’ of what is happening and closely
monitor and evaluate change.
Nationally
The Australian Institute of Health and Welfare and the Australian Bureau of Statistics report
on a range of mental health-related topics using both survey and administrative data
sources.
The Commonwealth Department of Health funds surveys such as the National Psychosis
Survey and the Child and Adolescent Survey.
Australian Capital Territory
No evaluative information was identified on the Mental Health Services Plan 2009-2014 or
the Suicide Prevention Strategy for the ACT 2009-2014.
New South Wales
No evaluative information was identified on: progress towards the mental health-specific
components of the NSW State Plan (NSW 2021); the NSW Interagency Action Plan for Better
Mental Health; the NSW ‘A new direction for Mental Health’ ; the NSW Community Mental
Health Strategy 2007-2012; the NSW Aboriginal Mental Health and Well Being Policy 20062010; the NSW Multicultural Mental Health Plan 2008-2012; or the Specialist Mental
Health Services for Older People - NSW Service Plan 2005-2015.
Northern Territory
No evaluative information was identified on existing NT mental health and suicide
prevention initiatives.
Queensland
No evaluative information was identified on the Queensland Plan for Mental Health 2007-17.
South Australia
No evaluative information was identified on South Australia’s Mental Health and Wellbeing
Policy 2010-2015.
Victoria
No evaluative information was identified on existing Victorian mental health and suicide
prevention initiatives.
Western Australia
No evaluative information was identified on WA’s Mental Health 2020: Making it personal
and everybody’s business.

Priority 3

We need to agree on the best ways to encourage improvement and get better
results.
Nationally
From 1 July 2013 mental health services commenced funding under activity-based funding.
The Independent Hospital Pricing Authority (IHPA) has also commenced work on designing
a new classification system for mental health services. Preparatory work on the development
of the classification is schedules for early 2014 with the finalised classification approved by
30 April 2015 to allow a one year trial planned from 1 July 2015. IHPA will be able to price
mental health services using the new classification from 1 July 2016.
In terms of Disability Care Australia and coverage of psychosocial disability, the following
information is available on the scope of what the scheme covers “…a person meets the
disability requirement if the person has a disability that is attributable to…one or more
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impairments attributable to a psychiatric condition…” and the impairment(s):

Priority 4

•

Are/likely to be permanent.

•

Result in substantially reduced functional capacity/psychosocial functioning in
undertaking one or more of the following activities: communication; social interaction;
learning; mobility; self-care; self-management.

•

Affect the person’s capacity for social/economic participation.

•

The person is likely to require support under the scheme for life.

We need to analyse where the gaps and barriers are to achieving a contributing
life and agree on Australia’s direction.
Nationally
The National Mental Health Service Planning Framework (NMHSPF) project aims to achieve
a population based planning model for mental health that will better identify service demand
and care packages across the sector in both inpatient and community environments.
The NMHSPF project is a 2 year (2011 to 2013) national project that will progress action 16
of the fourth plan, specifically: "…the development of a national service planning framework
that establishes targets for the mix and level of the full range of mental health services,
backed by innovative funding models."
The NMHSPF project is joint - led by NSW Ministry of Health and Queensland Health, using
funds provided by DoHA.

Recommendation 1

Nothing about us, without us – there must be a regular independent survey of
people’s experiences of and access to all mental health services to drive real
improvement.
Nationally
A National Consumer Experience of Care (CEOC) measure has been developed. Victoria and
New South Wales intend to implement the measure in 2014–15, with a number of other
states/territories indicating interest in implementing the measure in the future.
Australian Capital Territory
The ACT Healthcare survey is undertaken on a random sample of service users every 6
months. Results on the satisfaction of people accessing mental health services are not
currently published.
New South Wales
The NSW Health Patient surveys are undertaken continuously being sent to all service users.
Results on the satisfaction of people accessing mental health services are not currently
published.
Queensland
Queensland Health has undertaken a Consumer Perceptions of Care survey since 2010.
South Australia
The most recent patient satisfaction survey identified was for 2009. Mental health patients
were not identified.
The SA state-wide mental health lived experience register commenced on 11 June 2013. No
evaluative information was identified.
Victoria
Mental health patients are not currently in-scope for the Victorian Patient Satisfaction
Monitor.
Western Australia
The WA annual Patient Evaluation of Health Services survey does not report on mental
health patients.

Recommendation 2

Increase access to timely and appropriate mental health services and support
from 6‑8 per cent to 12 per cent of the Australian population.
In 2011-12 it was estimated that 9.2% of the population received clinical mental health
services (up from 8.6% in 2010-11).
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Recommendation 3

Reduce the use of involuntary practices and work to eliminate seclusion and
restraint.
Nationally
1. Involuntary admissions are not currently reported at the jurisdictional level for admitted
patient care. The national rate for admitted patient separations with an involuntary mental
health legal status was 29.5%.
2. Involuntary admissions for state and territory Community Mental Health Care (CMHC)
services and Residential Mental Health Care services are published annually in the
AIHW’s Mental health services in Australia report. The national rate for involuntary
service contacts in CMHC services was 13.2%. For RMHC episodes, the involuntary rate
was 22.8%.
3. All jurisdictions are contributing to the reporting of seclusion events as published in the
AIHW’s Mental health services in Australia report since 2013. All jurisdictions are
participating in ongoing work towards the development of a national seclusion and
restraint data collection.
Australian Capital Territory
The ACT contributes to the reporting of seclusion events as published in the AIHW’s Mental
health services in Australia report since 2013. The ACT is participating in ongoing work
towards the development of a national seclusion and restraint data collection.
In 2013 ACT Health reintroduced the Early Support and Intervention Team in the Adult
Mental Health Unit to assist in the identification of patients who are escalating and to work
one on one to de-escalate. This initiative will be introduced in partnership with Ward
Services to reduce aggression and consumer distress. A training package that focuses on
engagement and de-escalation has been developed collaboratively with Ward Services.
New South Wales
Involuntary admissions are not currently reported at the jurisdictional level for admitted
patient care.
Involuntary admissions for state and territory Community Mental Health Care services and
Residential Mental Health Care services are published annually in the AIHW’s Mental health
services in Australia report.
NSW contributes to the reporting of seclusion events as published in the AIHW’s Mental
health services in Australia report since 2013. NSW is participating in ongoing work towards
the development of a national seclusion and restraint data collection.
Seclusion events at the unit level are reported in the NSW Health Annual Report.
Northern Territory
The NT contributes to the reporting of seclusion events as published in the AIHW’s Mental
health services in Australia report since 2013. The NT is participating in ongoing work
towards the development of a national seclusion and restraint data collection.
Queensland
Qld contributes to the reporting of seclusion events as published in the AIHW’s Mental
health services in Australia report since 2013. Qld is participating in ongoing work towards
the development of a national seclusion and restraint data collection.
South Australia
SA contributes to the reporting of seclusion events as published in the AIHW’s Mental health
services in Australia report since 2013. SA is participating in ongoing work towards the
development of a national seclusion and restraint data collection.
Tasmania
Tas contributes to the reporting of seclusion events as published in the AIHW’s Mental
health services in Australia report since 2013. Tas is participating in ongoing work towards
the development of a national seclusion and restraint data collection
Victoria
Victoria has published information on section and restraint, at the service unit level, for a
number of years.
Victoria contributes to the reporting of seclusion events as published in the AIHW’s Mental
health services in Australia report since 2013. Victoria is participating in ongoing work
towards the development of a national seclusion and restraint data collection.
Western Australia
WA contributes to the reporting of seclusion events as published in the AIHW’s Mental
health services in Australia report since 2013. WA is participating in ongoing work towards
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the development of a national seclusion and restraint data collection.
Recommendation 4

All governments must set targets and work together to reduce early death and
improve the physical health of people with mental illness.
Nationally
1. Mental illness is included in the National Chronic Disease Strategy and is also a National
Health Priority Area.
2. The 2012 Mental health statement of rights and responsibilities (SCoH) includes the
following:
“That the rights and responsibilities of people who provide services includes ensuring
consideration of the physical wellbeing and physical health needs of mental health
consumers in their care.”
Australian Capital Territory
No evaluative information was identified on the ACT Comorbidity (Mental Health and
Alcohol, Tobacco or Other Drug Problems) Strategy 2012-2014 or the Framework for
Promoting Mental Health and Wellbeing in the ACT 2009-2014.
New South Wales
No evaluative information was identified on NSW Health’s Physical Health Care of Mental
Health Consumers Initiative.
Northern Territory
No evaluative information was identified on the NT Chronic Conditions Prevention and
Management Strategy 2010-2020.
South Australia
No evaluative information was identified on South Australia’s Mental Health and Wellbeing
Policy 2010-2015.
Victoria
No evaluative information was identified on: Victoria’s Participation for health: Framework
for Action 2009-2013; mental health aspects of the Victorian Health Priorities Framework
2012-2022; or Because Mental Health Matters - Victorian Mental Health Reform Strategy
2009 – 2019.

Recommendation 5

Include the mental health of Aboriginal and Torres Strait Islander peoples in
‘Closing the Gap’ targets to reduce early deaths and improve wellbeing.
Nationally
Aboriginal and Torres Strait Islander Mental Health and Suicide Prevention Advisory Group
(ATSIMHSPAG) established.
National Empowerment Project (NEP). The National Empowerment Project is a newly
developed initiative supported by Commonwealth and Western Australia and operating in
nine sites nationally.
Australian Capital Territory
No evaluative information was identified on the ACT Health’s Aboriginal and Torres Strait
Islander Workforce Action Plan 2013-2018.
New South Wales
NSW Health published comparative information on the health of the NSW Indigenous
population in its Aboriginal Health Report Card.
No evaluative information was identified on the NSW Aboriginal Population Health Training
Initiative.
The evaluation of NSW Health’s Housing for Health Initiative showed positive health
benefits which exceeded expectations.
Northern Territory
No evaluative information was identified on the NT Aboriginal Health and Families A Five
Year Framework for Action or the NT Indigenous Employment Program which includes
mental health training.
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Queensland
No evaluative information was identified on the Making Tracks – towards closing the gap in
health outcomes for Indigenous Queenslanders by 2033 initiative.
South Australia
No evaluative information was identified on SA’s Aboriginal Health Care Plan 2010-2016.
Tasmania
No evaluative information was identified on the Tasmanian Medical Outreach Indigenous
Chronic Disease Program.
Victoria
No evaluative information was identified on the Victorian Aboriginal Economic Strategy or
the Victorian Aboriginal Affairs Framework 2013-2018.
Western Australia
The WA Mental Health Commission is funding the development of the State-wide Specialist
Aboriginal Mental Health Service. No evaluative information was identified.
Recommendation 6

There must be the same national commitment to safety and quality of care for
mental health services as there is for general health services.
Nationally
The National Mental Health Commission is working with the Australian Commission on
Safety and Quality in Health Care (ACSQHC) to improve the uptake of national mental
health standards.
The ACSQHC has conducted a scoping study on the implementation of national standards in
mental health services. This study will provide a better understanding of the enablers,
barriers and challenges to the implementation of the current National Standards in Mental
Health Services, in particular, from the perspective of people with a mental health difficulty
and their families and supporters.
It also aims to identify gaps in the standards concerning safety and quality in mental health
service delivery.
Australian Capital Territory
No evaluative information was identified on ACT Health’s Safety and Quality Framework
2010-2015.
New South Wales
No evaluative information was identified on NSW Health’s Clinical Governance in mental
Health Program.
South Australia
No evaluative information was identified on the SA Safety and Quality Consumer and
Community Advisory Committee.
Western Australia
The WA Strategic Plan for Safety and Quality in Health Care 2012-2017 includes mental
health.

Recommendation 7

Invest in healthy families and communities to increase resilience and reduce
the longer term need for crisis services.
Nationally
In April 2013 additional funding for the Mental Health Respite: Carer Support program was
announced by the Australian government; this includes access for about 1,100 extra families
of people with severe mental illness access to flexible respite and support services.
Partners in Recovery — the aim of this program is to support people with severe and
persistent mental illness with complex needs and their carers and families, by getting
multiple sectors, services and supports they may come into contact with (and could benefit
from) to work in a more collaborative, coordinated, and integrated way. The funding period
will commence from early 2013 and may be up to June 2016.
Australian Capital Territory
Community support services are delivered through Therapy ACT.
New South Wales
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No evaluative information was identified on NSW Health’s Family and Carer Mental Health
Support Program.
For people with a psychiatric disability, there are a range of services delivered through the
Department of Families and Community Services, these include: Community Support Teams
and Behavioural Intervention Services.
Northern Territory
No evaluative information was identified on the NT Aboriginal Health and Families A Five
Year Framework for Action.
Victoria
No evaluative information was identified on the Healthy Together Victoria initiative.
Recommendation 8

Increase the levels of participation of people with mental health difficulties in
employment in Australia to match best international levels.
Nationally
In April 2013 additional funding for the Personal Helpers and Mentors (PHaMs) program
was announced by the Australian government, this includes: more than 230 more personal
helpers and mentors which are expected to enable an additional 2,500 people with severe
mental illness to access this program; and 152 of the new personal helpers and mentors will
be through specialised PHaMs employment services.

Recommendation 9

No one should be discharged from hospitals, custodial care, mental health or
drug and alcohol related treatment services into homelessness. Access to stable
and safe places to live must increase.
Australian Capital Territory
No evaluative information was identified on ACT’s Supported Accommodation Outreach
initiative; ACT’s Affordable Rental Scheme ; youth integrated education and accommodation
program (‘Our Place’); or the Managed Accommodation Program (for all people exiting
corrections programs) or Women Exiting Corrections Program.
New South Wales
No evaluative information was identified on NSW’s Housing and Accommodation Support
Initiative (HASI) Plus program; the Housing and Mental Health Agreement; or the Transfer
of Care from Mental Health Inpatient Services initiative .
Queensland
No evaluative information was identified on the Housing and Support Program.
South Australia
No evaluative information was identified on SA’s Housing and Accommodation Support
Partnership Program.
Tasmania
No evaluative information was identified on the Tasmanian Homelessness Plan 2010-2013.
Victoria
No evaluative information was identified on Victoria’s Breaking the cycle: reducing
homelessness.
Western Australia
In 2011-12 the State Government purchased 100 homes for people with a mental illness.
No evaluative information was identified on the Individualised Community Living initiative.

Recommendation 10

Prevent and reduce suicides, and support those who attempt suicide through
timely local responses and reporting.
Nationally
Funding the National Suicide Prevention Strategy including the Taking Action to Tackle
Suicide package
Australian Capital Territory
No evaluative information was identified on ACT’s Suicide Prevention Strategy 2009-2014 or
ACT Health’s Youth Suicide Prevention initiative (Let’s Talk).
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New South Wales
No evaluative information was identified on the NSW Suicide Prevention Strategy 2010–
2015.
Northern Territory
No evaluative information was identified on the NT Suicide Prevention Action Plan.
South Australia
No evaluative information was identified on the South Australian Suicide Prevention
Strategy 2012-2016.
Tasmania
No evaluative information was identified on Tasmania’s Suicide Prevention Strategy 20102014.
Victoria
No evaluative information was identified on Victoria’s Suicide Prevention Strategy or the
Victorian Aboriginal Suicide Prevention and Response Action Plan 2010-2015.
Western Australia
No evaluative information was identified on the Western Australian Suicide Prevention
Strategy 2009-2013.
Recommendation 11

People with co-existing mental health difficulties and substance use problems
must be offered appropriate and closely coordinated assessment, response and
follow-up for their problems
Australian Capital Territory
No evaluative information was identified on the ACT Comorbidity (Mental Health and
Alcohol, Tobacco or Other Drug Problems) Strategy 2012-21014.
New South Wales
No evaluative information was identified on the NSW Health Mental Health/ Drug and
Alcohol Comorbidity Framework for Action.
Queensland
No evaluative information was identified on the Qld Service delivery for people with dual
diagnosis (co-occurring mental health and alcohol and other drug problems) initiative.
Victoria
No evaluative information was identified on the Victorian Dual Diagnosis Initiative.
Western Australia
No evaluative information was identified on the WA Collaboration for Substance Use and
Mental Health.

Recommendation 12

National, systematic and adequately funded early intervention approaches
must remain. This must be accompanied by robust evaluation to support
investment decisions, with a focus on implementation, outcomes and
accountability
Nationally
The Commonwealth provides funding to entities which provide early intervention services
such as:
• Headspace
• EPPIC
Australian Capital Territory
Early intervention services are delivered through Therapy ACT.
New South Wales
No evaluative information was identified on the NSW Health Mental Health Promotion,
Prevention and Early Intervention Program.
Queensland
No evaluative information was identified on the Qld Mental Ill-Health Prevention and Early
Intervention Program.
Victoria

Supplementary Paper 1 | the 2014 Report Back on the 2012 and 2013 Report Cards Priorities and
Recommendations

63

No evaluative information was identified on Victoria’s Primary Mental Health and Early
Intervention Initiative.
Recommendation 13

A National Mental Health Peer Workforce Development Framework must be
created and implemented in all treatment and support settings. Progress must
be measured against a national target for the employment and development of
the peer workforce
Nationally
The National Mental Health Commission has funded Community Mental Health Australia to
develop learning and assessment resources for a Certificate IV in Mental Health Peer Work.

Recommendation 14

A practical guide for the inclusion of families and support people in services
must be developed and implemented, and this must include consideration of
the services and supports that they need to be sustained in their role
Nationally
1. Work on the Contributing Life Survey is in progress.
2. A National Consumer Experience of Care (CEOC) measure has been developed. Victoria
and New South Wales intend to implement the measure in 2014–15, with a number of
other states/territories indicating interest in implementing the measure in the future.
Australian Capital Territory
No evaluative information was identified on the ACT Consumer and Carer Participation
Framework.
New South Wales
No evaluative information was identified on NSW Mental Health Family and Carer Support
Services.
Queensland
No evaluative information was identified on the Qld Consumer, Carer and Family
Participation Framework.
Victoria
No evaluative information was identified on the Caring together - An action plan for carer
involvement in Victorian public mental health services initiative.
Western Australia
The WA Mental Health Commission has established the peak body Consumers of Mental
Health WA Inc. to provide advocacy for mental health consumers.

Recommendation 15

The Commission calls for the implementation and ongoing evaluation of a
sustained, multi-faceted national strategy for reducing discrimination

Recommendation 16

All Australians need access to alternative (and innovative) pathways through
school, tertiary and vocational education and training
Nationally
The Measurement Strategy of the Fourth National Mental Health Plan included the following
indicators:
• Participation rates by people with mental illness of working age in employment.
• Participation rates by young people aged 16–30 with mental illness in education and
employment.

Recommendation 17

Where people with mental health difficulties, their families and supporters
come into contact with the criminal justice system and forensic services,
practices which promote a rights and recovery focus and which will reduce
recidivism must be supported and expanded.
Australian Capita l Territory
In 2013, the Mental Health Community Policing Initiative (MHCPI) became an ongoing
initiative. The presence of Crisis Team clinicians in the Police Operations Centre was
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extended from four days per week to seven days per week. The clinicians are a dedicated
resource for the police and have access to the mental health electronic clinical record and can
provide information relevant to individuals.
At the commencement of the MHCPI, there were, on average, 90 AFP-initiated emergency
actions placed on consumers per month. This has dropped by 50 per cent, with an average
over the past year of 45 per month. AFP, ambulance and MHCPI representatives are now
providing mandatory in-service training to mental health teams.
New South Wales
NSW Justice Health operates court liaison and court diversion services for people with
mental illness who are in contact with the criminal justice system. A 2009 evaluation of this
program identified some evidence that there was a reduction in the frequency with which
clients came into contact with the criminal justice system.
Queensland
No evaluative information was identified on Qld’s Mental Health Court.
South Australia
No evaluative information was identified on the Magistrates Court Diversion program and
people with mental illness.
Tasmania
An evaluation of the Tasmanian Mental Health and Cognitive Disability Diversion program
was undertaken in 2009 found that the program was:
• Offering a more therapeutic approach to the criminal justice system for mentally ill
defendants;
• Reducing the re-offending rates of participants;
• Improving the coordination between the criminal justice agencies and health service
providers; and
• Reportedly saving valuable court resources and time with respect to the avoidance of
special hearings under s 15 of the Criminal Justice (Mental Impairment) Act 1999.
Victoria
No evaluative information was identified on the Mental Health Court Liaison Service.
Western Australia
WA is piloting a mental health court diversion and support project.
Recommendation 18

Governments must sign up to national targets to reduce suicide and suicide
attempts and make a plan to reach them. These targets must be based on
detailed modelling
Nationally
An evaluation of activities funded under the National Suicide Prevention Program was
published in January 2014. Some examples of findings include:
• Overall, project activities address most of the recognised target groups.
• Most projects reported having achieved their objectives. While a lack of outcome data
made it difficult for projects to demonstrate their effectiveness, a diverse range of activities
and a wide range of project achievements were cited.
Australian Capital Territory
No evaluative information was identified on ACT’s Suicide Prevention Strategy 2009-2014 or
ACT Health’s Youth Suicide Prevention initiative (Let’s Talk).
New South Wales
No evaluative information was identified on the NSW Suicide Prevention Strategy 2010–
2015.
Northern Territory
No evaluative information was identified on the NT Suicide Prevention Action Plan.
South Australia
No evaluative information was identified on the South Australian Suicide Prevention
Strategy 2012-2016.
Tasmania
No evaluative information was identified on Tasmania’s Suicide Prevention Strategy 20102014.
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Victoria
No evaluative information was identified on Victoria’s Suicide Prevention Strategy or the
Victorian Aboriginal Suicide Prevention and Response Action Plan 2010-2015.
Western Australia
No evaluative information was identified on the Western Australian Suicide Prevention
Strategy 2009-2013.

Supplementary Paper 1 | the 2014 Report Back on the 2012 and 2013 Report Cards Priorities and
Recommendations

66

5 Non-government
Organisation responses to the
2012 and 2013 Report Cards
Priorities and
Recommendations
Accoras
Priority 1

Our core focus is early intervention mental health and wellbeing, including the promotion
and encouragement of help-seeking behaviours and the reduction of stigma and
discrimination – this occurs through our mental health focused workshops delivered to the
corporate sector (‘Mindkit’), through our parenting and children’s social skills programs, in
our coordination of Mental Health First Aid courses, through our bulk-billing psychology
clinic yourtime and via our headspace Inala centre, which is also undertaking a suicide
prevention pilot project for young Aboriginal and Torres Strait Islanders.

Priority 2

Nil response.

Priority 3

Our services are effective and efficient. Profits from income generating activities are
redirected back into service delivery, and, where possible, we structure services in a way
which means they can continue in some capacity into the future even if funding
arrangements cease or change.

Priority 4

We work with partners, stakeholders, health providers and the community to identify and
address gaps, while ensuring we do not unnecessarily duplicate existing services. We operate
with a ‘no wrong door’ approach which allows us to redirect or re-refer individuals and
families to other services or organisations if the help they require isn’t accessible through our
organisation.

Recommendation 1

Nil response.

Recommendation 2

Nil response.

Recommendation 3

Nil response.

Recommendation 4

We work with health providers, particularly our large network of GPs, to encourage them to
review and address the mental health and wellbeing of their patients, in addition to their
physical health needs. We train GPs in creating and reviewing Mental Health Treatment
Plans, and encourage them to refer patients on Chronic Disease Management Plans to a
psychologist where this is appropriate and required based on their illness.

Recommendation 5

Our headspace centre at Inala is completing an 18 month pilot program aiming to educate
and support local Aboriginal and Torres Strait Islander young people by engaging them in
activities which promote good mental and physical health, with the aim of reducing the
prevalence of suicide within this community. This project has been hugely successful to date
and is being independently reviewed by the Australian Institute for Suicide Prevention and
Research as it concludes.

Recommendation 6

Nil response.

Recommendation 7

We run Triple P: Positive Parenting Program groups, and deliver Stop. Think. Do. children’s
social skills programs, with the aim of increasing family mental health literacy, encouraging
help-seeking behaviours where appropriate and increasing the capacity of families to manage
and respond to mental health challenges.
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Recommendation 8

Our ‘Mindkit’ workshops educate and support employers and employees alike, through the
delivery of psychoeducation and strategies for managers and leaders to support employees
experiencing mental health difficulties. The workshops also focus on giving employees
strategies to manage and reduce their stressors, maintain healthy work/life balances and
seek help when needed.

Recommendation 9

Nil response.

Recommendation 10

Nil response.

Recommendation 11

Nil response.

Recommendation 12

Nil response.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Nil response.

Anglicare Central Queensland
Priority 1

Organisation Strategic Plan and Values reflect the goal of working with individuals families
and communities to live to their fullest potential.
Participation by feedback to Mental Health Submissions and forums where available.
Submission to Mental Health Commission identifying gaps and systemic barriers to access
for people with lived experience.
Internal commitment to proactively support Aboriginal and Torres Strait Islander peoples
with mental illness in a culturally appropriate environment.
Active participation in Mental Health Groups throughout Central Queensland.

Priority 2

Data collected is linked to Government Deliverables and internal data is collected to identify
trends, needs gaps and efficiency of service delivery.
Planning, reporting and finance systems with internal and external audit processes to
demonstrate funding is spent according to grant allocation.
The Care Coordination Model or a slight derivation in 4 areas in Central Queensland
(Biloela, Emerald, Gladstone and Rockhampton) – our organisation will join the
Rockhampton group as services have extended into Rockhampton- have contributed to
improved partnerships and improved consumer/participant outcomes.

Priority 3

Anglicare CQ has been working on a Strength Based Practice Forum to underpin all program
practices.
Mental Health Programs have a philosophy of strength based recovery focused to support
Mental Health Participants both those with lived experience and families and carers to live a
meaningful life with purpose and hope. This is supported with training, supervision and
evaluation.
Through a practice of continuous improvement systems are reviewed and evaluated to
explore outcomes. The struggle has been to present outcomes in an evidence based manner
given that improvements are individually based and soft outcomes challenging to report.
Mental Health and Housing Recovery Star a used as evaluation tools to assess improvement.
Our organisation work in close partnership with Mental Health Services and GPs to support
people in the community preventing hospitalisation.
In CQ area supported accommodation to provide respite is essential. In Rural areas
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hospitalisation can be the only option.
Priority 4

Anglicare is host to 2 PIR Support Facilitators in Biloela and Emerald. As part of this role is
to identify systemic barriers to access it has provided an excellent platform to identify,
document and report these barriers and highlight pathways to improve access.
Due to the strong commitment to and work in the communities in which Anglicare has a well
established footprint gaps are continually identified and reported to relevant areas.
Changes in Mental Health Service criteria being restricted to crisis has resulted in Support
Workers managing persons at risk in the community. In supporting people in this situation
and supporting family and carers there is a high level of advocacy to have people at risk have
respite/treatment in the hospital setting.
Through conversations, shared training and partnerships with MHS Anglicare has been
attempting to have shared language and understanding around suicide and risk.

Recommendation 1

Case coordination is inclusive of the participant/consumer this is practice.
The exception to this is if specifically requested by the participant/consumer who is in crisis.
Weekly feedback information is given by the PSS participants.
Monthly Feedback is given for the Healthy Minds program.
Fundamental to the relationship between the participant and the worker is a “worker
participant fit” where possible and empowerment within the relationship for the participant.

Recommendation 2

Gaps in the Central Queensland are a reduction mental health services to youth with the
changing of funding criteria for State Community Health from 12 to 18 years.
The reduction in services for soft referrals for mental illhealth (situational issues) which if
supported can reduce entry to mental health systems at the more severe end. This is also due
to change in funding criteria.

Recommendation 3

Not applicable.

Recommendation 4

Practice is to encourage all participants to have regular physical health checks, support to
access services (dentist, diabetic education etc.) through holistic case management.

Recommendation 5

Approximately 5% of persons accessing existing mental health services identify as Aboriginal
and Torres Strait Islander Peoples.
Foster and Kinship Programs.
Child protection Programs.
PACE Programs for Indigenous Families in Blackwater and Emerald.
To ensure culturally appropriate services approved external resources are included (Elders,
Aunties, Grandmas).
All staff are trained in Cultural Awareness.
Access and equity policy and Fair treatment policies.

Recommendation 6

All of services day to discuss practice in rural areas planned for early 2015 and supported by
Healthy Minds and PIR Support Facilitators.

Recommendation 7

Provide information, support and advocacy around wellbeing to encourage resilience and
self-empowerment.

Recommendation 8

Nil response.

Recommendation 9

Personalised Support Services provide practical and emotional support for people with
mental health challenges to maintain tenancies in social and community housing.
This service has linked people into Mental Health Services for assessment and treatment.
Significant outcomes although the program has only been established since March 2014.
There has been no loss of tenancy. Waiting list considerable.
Crisis housing supports people with mental health challenges.

Recommendation 10

The number of suicides prevented due to timely community non-government support and
knowledge of referral pathways is impossible to count or report on. Anecdotal evidence
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would be very informing.
Relationships with local services provide access to the informal networks in the community.
This is particularly relevant in rural and remote communities.
Accurate number of suicides unknown (lone car accidents etc.).
Insufficient resources for dual diagnosis.
Recommendation 11

Not applicable.

Recommendation 12

Not applicable.

Recommendation 13

Not applicable.

Recommendation 14

Families and carers and informal carers (neighbours) are valued in this service and form part
of the criteria for service.
Support Groups are coordinated.
Information sessions offered.
Recreational activities organised.

Recommendation 15

Active involvement in a comprehensive “Reducing Stigma” project in Biloela and Emerald.
Upholding policies around anti-discrimination and fair treatment.

Recommendation 16

PACE programs for Indigenous Young people are available through Emerald and Blackwater.

Recommendation 17

People with Mental Illness who have a relationships with the criminal justice system form
approx. 20% of our participants.
YARI youth programs.
Counselling Programs – Rockhampton and Biloela.

Recommendation 18

Nil response.

Anglicare Victoria
Priority 1

Nil response.

Priority 2

Through the latter half of 2013/2014, Anglicare Victoria continued to advance work on
development of a quantitative outcomes framework which we will use to measure the impact
of our services on client wellbeing in respect of particular psychosocial domains; including
emotional health. We anticipate completing this work by the end of the 2014 calendar year. A
significant challenge with regard to this has been finding the right balance between measures
with robust psychometric properties (high validity and reliability), but which are also easy
for social workers and other clinicians to utilise, and which do not undermine clinician/client
engagement through being excessively long or otherwise off-putting. This will remain a
challenge for the entire sector as we continue to move towards approaches to data collection
and analysis. It is imperative that service effectiveness is not traded for more and better data.
It would be better to have just a few robust measures of good services, rather than
comprehensive measures of compromised ones.

Priority 3

Nil response.

Priority 4

Anglicare Victoria made a submission to Victoria’s Parliamentary Inquiry into The Supply
and Use of Methamphetamines, Particularly Ice. Within this submission, we recounted our
experiences working with young people (in our Alcohol and Other Drug programs and Outof-Home Care programs) who have complex psychopathological presentations involving
comorbid substance abuse problems and other mental health issues related to experience of
childhood trauma. As we argued in this submission, the youth mental health services sector
continues to fail these young people by insisting on an office-based, “nine-to-five” modality
for engaging them. These young people lead chaotic lives, and this model of service-access is
a huge barrier to engaging them and effectively working with them. Successful engagement
of such young people requires an outreach model; with clinicians who are resourced to
engage these young people within community spaces over an extended period of time -
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working initially on what is important to the young people – so as to gain their trust.
Recommendation 1

Nil response.

Recommendation 2

In 2013-2014, Anglicare Victoria’s family services programs worked with just over 2,500
families in which mental illness was a significant, presenting issue for at least one family
member. The purpose of these case management services is to protect the safety, wellbeing
and healthy development of children and young people. However, this typically involves
working with parents to help them address psychosocial problems which compromise their
ability to parent (mental illness is a one common issue in this respect. Frequently, it cooccurs with other issues, such as domestic violence, substance problems and housing
insecurity). Accordingly, family services workers conduct a significant number of
interventions which focus on ameliorating the debilitating impact of mental illness, and
helping equip families with strategies, resources and access to supports that they can use to
cope and heal. This is an important point for the Commission to understand, as it reflects the
fact that many mental health interventions provided to community members experiencing
mental illness are facilitated not by clinical mental health services, but other social services.

Recommendation 3

Nil response.

Recommendation 4

Nil response.

Recommendation 5

Nil response.

Recommendation 6

Nil response.

Recommendation 7

Nil response.

Recommendation 8

Nil response.

Recommendation 9

Nil response.

Recommendation 10

Nil response.

Recommendation 11

As discussed on a previous page, Anglicare Victoria made a submission to Victoria’s
Parliamentary Inquiry into The Supply and Use of Methamphetamines, Particularly Ice. A
separate point which we advocated in this submission (to that reiterated on a previous page
of this document) is that in our experience working with young people (in our Alcohol and
Other Drug programs and Out-of-Home Care programs) who have complex
psychopathological presentations involving comorbid substance abuse problems and other
mental health, we have observed youth mental health services continue not to apply the “no
wrong door” approach, despite rhetoric to the contrary. Many of these services continue to
insist that they cannot undertake psychiatric interventions and treatment with young people
experiencing comorbid substance issues and other mental health problems until substance
issues are brought under control. As we argued in our submission, compliance auditing of
mental health services needs to occur to ensure that the no wrong door approach is
consistently being applied. This would need to involve auditing of documentation pertaining
to referrals that did not proceed beyond service intake to determine how many people were
turned away due to substance issues.

Recommendation 12

Nil response.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Nil response.
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Anglicare South Australia
Priority 1

Organisational strategic priorities.
Representation on mental health peak body boards/committees.
Formal partnerships with peak funding bodies – ENU, DCSI, DSS.
Focus on continuous organisational service development to respond to the changing
environment for service excellence to clients.
Interagency MOU’s to support service development to meet the changing needs of clients.
Partnerships with SAPOL and Government Mental Health and Forensic Mental Health
services.
A collaborative organisational approach to access housing, either independent or supported
housing.
Linkages with employment agencies to better support the mental health needs of clients.
Individualised support within a recovery approach to facilitate individualised goal
attainment for individuals experiencing mental health issues.
Person centred approach to service delivery.
Individualised support to carers which includes respite from their caring role.
A focus on parenting for those experiencing mental health issues to keep the connectedness
of the family unit.
Work under a holistic approach to include all domains of the person’s life to enhance and
encourage recovery and well-being.
Access to Peer Support Workers to provide education and peer story-telling to foster hope.
Supported 24 hour accommodation services to those with individualised complex needs.
Collaborative working relationships with aboriginal specific community organisations.
Flexible and culturally appropriate service delivery approach.
Focus on supporting the family as a whole.
Aboriginal specific housing to support mental health transition and housing.
Balanced approach – mental health promotion, prevention, and recovery orientated practice
and early intervention.
Individualised packages of support to meet the needs of clients with chronic and complex
needs.
Increased aboriginal workforce.
Flexible and culturally appropriate service delivery approach. Focus on supporting the family
as a whole.
Focus on cultural awareness for all staff.
Outreach support to provide early identification and intervention for aboriginal
communities.
Appointment of a Director of Aboriginal Services.
Representation on Aboriginal boards for advocacy of better services and support.
Adoption of contemporary approaches to support people with associated challenging
behaviours.
Aboriginal specific housing to support mental health transition and housing.
Collaborative working relationships with aboriginal specific community organisations.
Aboriginal specific supported housing to meet the cultural needs of our clients.
Organisational strategic priorities.
Senior Aboriginal support staff to work with aboriginal specific community organisations.

Priority 2

Introduction of a client based data system to capture trends, unmet needs.
Service and program evaluations.
Client, carer and family surveys.
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Business plans on priority areas.
Continued service development upon identification of gap areas.
Service and program evaluations.
Client, carer and family surveys to include the demographics of the cohort of people
experiencing mental health issues.
Establishment of infrastructure in areas of service to better engage with at risk populations.
Remain favourable advocates to inform surveys to measure progress.
Continued representation on community development working groups.
Continued involvement in united sector advocacy to government bodies.
Priority 3

Continuous service development and improvement.
Continual service delivery evaluation – including client, family and carers.
Person centred approach within residential and outreach services.
Collaborative and multi agency approach to service delivery to promote a connected
approach.
Collaborative services that are inclusive of individuals, families, carers and the community.
Programs that are accessible and include self-referral pathways.
Flexible and individualised funding and self directed service approach to support.
Focus on specific mental health training and cultural awareness training for staff.
Outreach support that provides early identification and intervention for at risk groups (we
have a strong focus in this area around CALD and aboriginal communities).
Emergency response to clients in the form of financial assistance, housing and food. This is
readily accessible for people experiencing mental health issues.
Continual service delivery evaluation of services.
Implementation of Peer Support Workers across our mental health programs.
Group based programs to support recovery and provide information.
Individualised recovery planning and wraparound approaches for people with exceptionally
complex needs.
Individualised carer support plans to enhance their caring roles.
Mental illness prevention and mental health promotion in aboriginal communities.
Home and community based referral assessment to compliment outreach services.
Recovery based approach.
Service approaches that reach out to people living independently, with family or carers.
A range of accommodation options for people with mental health issues which minimise the
length of time spent in institutionalised settings.
Adoption of contemporary approaches to support people with associated challenging
behaviours.
Accumulating knowledge on best practice.

Priority 4

Demonstration of commitment to providing an inclusive and better Australia via
organisational Vision, Mission and Strategic Priorities.
Representation on state mental health peak bodies to inform government policies
surrounding identification of gaps and barriers.
Provide evidence based practice to provide a supportive environment inclusive of all.
Representation on community development committees.
Publication of Annual Reports to execute transparency with the community and
stakeholders.
Public organisational events to show case the programs delivered.
Program evaluations conducted by neutral parties.
Continued service development gap analysis.
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Continued united advocacy to government.
Recommendation 1

Regular program and service surveys.
Annual service evaluations conducted locally at a program level to feed the program business
plan.
Higher business planning from a portfolio perspective to ensure service delivery is meeting
the changing needs of clients, carers and their families.
Exit process implementation to celebrate the success and evaluate experiences of the service.
Stakeholder program evaluations performed at a local level.
Partnership meetings with key stakeholders.
Person-centred support plans to collaboratively support the individual’s recovery.
Contribution to the sector evaluation of services.
Client participation policies and procedures.

Recommendation 2

Timely responsiveness from programs to ensure timely engagement within the programs.
‘Meet the client where they’re at’ approach to ensure registration and initial engagement can
occur within their own environment.
Focus on engaging within aboriginal communities to increase access to the organisations
mental health programs.
Culturally appropriate and responsive programs and approach to meet specific cultural
needs.
Organisational strategic priorities.
Continued advocacy as a united sector to promote greater self-referral pathways for complex
mental health clients into programs.
Building and maintaining localised partnerships with other community organisations, carer
organisations, public mental health units (including inpatient units), SAPOL and community
corrections.
Collaborative inter-agency supports.

Recommendation 3

Work under a strengths based, recovery approach.
Specialised training for staff.
Increased community partnerships for readily available access into community based
programs.
All programs have a no restraint policy.
All staff receive mandatory training.
Representation on peak body boards to inform best practice across the sector.
Collaborative working relationships with aboriginal specific community organisations.
Flexible and culturally appropriate service delivery approach. Focus on supporting the family
as a whole.
Balanced approach – mental health promotion, prevention, and recovery orientated practice
and early intervention.
Developing programs that are easily accessible.
Collaborative services that are inclusive of individuals, families, carers and the community.
Person centred approach.
Flexible and individualised funding and self-directed service approach.
Individualised recovery planning and wraparound approaches for people with exceptionally
complex needs.

Recommendation 4

Strong working relationship/partnership with Closing the Gap.
Holistic approach to encompass the physical health needs of clients.
Established working relationships with GP’s and allied health.
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Education, information and advocacy.
Encouragement of inter-agency/multidisciplinary teams.
Recommendation 5

Strong working relationship/partnership with Closing the Gap.
Holistic approach to encompass the physical health needs of clients.
Increased Aboriginal workforce to better foster relationships to focus on the physical health
needs of the aboriginal communities.
Balanced approach – mental health promotion, prevention, and recovery orientated practice
and early intervention.
Flexible and individualised funding and self-directed service approach.
Mental illness prevention and mental health promotion in aboriginal communities.
Outreach support to provide early identification and intervention for aboriginal
communities.

Recommendation 6

Focus on prevention and detection of early warning signs for clients receiving our service.
This enhances self-directed care options when a client becomes mentally unwell.
Organisational policies and procedures.
Organisational WHS chart to be inclusive of clients (including clients, carers and families).
Organisational Risk Man incident reporting to capture staff, client, community and
organisational risks, incidents and hazards.
All staff are mandatory notifiers.
A focus on prevention support and plans rather than an invasive reactive response to
support.
Risk Management plans and supports to enhance and support recovery.
Collaborative working relationships with sector stakeholders.
Representation and advocacy on peak body committees and boards.
Established linkages and working relationships with the Office of the Public Advocate.

Recommendation 7

Family first and building families communities programs accessible for mental health
clients.
Collaborative inter-agency approach to draw upon speciality skills to enhance recovery.
Collaborative working relationships with aboriginal specific community organisations.
Flexible and culturally appropriate service delivery approach. Focus on supporting the family
as a whole.
Balanced approach – mental health promotion, prevention, and recovery orientated practice
and early intervention.
Service approaches that reach out to people living independently, with family or carers.
Family and individual financial literacy programs available to clients experiencing mental
health issues.

Recommendation 8

Partnerships with employment agencies.
Inter-agency approach to support re engagement into employment and training.
Individualised support approach to achieve employment goals.
Identification of opportunities for employment.
Carer support to enable the carers to return to employment and maintain their role.

Recommendation 9

Individualised support plans with a holistic approach to work towards long term tenure in
accommodation.
Intensive support packages to maintain accommodation.
Interagency responsiveness to clients at risk of homelessness.
Formal partnerships with Housing SA and community housing organisations.
Re-entry into the program upon exit if housing or accommodation becomes at risk.
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Commitment to not exiting clients into homelessness.
Access to transitional and emergency accommodation.
Transitional packages of support to enhance long term tenure.
Recommendation 10

Organisational Risk Man data base system.
Formal working relationships with ACIS and community mental health teams.
Risk Management structure and supports and plans. Focusing on the identification of
suicidal ideation and the early detection of early warning signs for the individual.
Support to carers and families supporting those with either suicidal ideation or attempts of
suicide.
Suicide specific training for staff.
On call managers to response to situations of risk.
WHS organisational structure to support and investigate trends of risk.
EAP for staff.
Culturally appropriate support to Aboriginal people experiencing suicidal ideation or their
loved ones.
Discharge planning upon admission to acute care settings.

Recommendation 11

Partnerships with AOD specialist organisations.
Individual support plans for goal attainment relating to alcohol or drug use.
Risk Management plans and support for identification of early warning signs in relation to
alcohol and other drug use.
Referral pathways into specific AOD programs.
Interagency approach to support recovery.
Current organisational programs and services to support those with co-morbidity.
Carer support.
Education and advocacy on access to specialised programs.
Specific AOD training for staff.

Recommendation 12

Collaborative services that are inclusive of individuals, families, carers and the community.
Person centred approach.
Flexible and individualised funding and self-directed service approach.
Individualised recovery planning and wraparound approaches for people with exceptionally
complex needs.
Collaborative working relationships with aboriginal specific community organisations.
Flexible and culturally appropriate service delivery approach. Focus on supporting the family
as a whole.
Continual service development.
Individualised recovery planning and wraparound approaches for people with exceptionally
complex needs.

Recommendation 13

Peer Support Workers are employed within the mental health programs.
Professional development of the PSW workforce is a focus area.
Peer facilitated group based programs are executed.
Commitment to implementing (when developed) the Cert IV in Peer Work.
Monthly peer worker meetings occur with their line manager.
Supervision of practice occurs fortnightly.
Development of wellness plans are in place to support their mental health.
Participation in the sector Peer work force is attended.
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Recommendation 14

Increased aboriginal workforce.
Collaborative working relationships with aboriginal specific community organisations.
Flexible and culturally appropriate service delivery approach. Focus on supporting the family
as a whole.
Home and community based referral assessment to compliment outreach services.
Recovery based approach.
Service approaches that reach out to people living independently, with family or carers.
A range of accommodation options for people with mental health issues which minimise the
length of time spent in institutionalised settings.
Collaborative approach to service delivery – Connected approach.
Balanced approach – mental health promotion, prevention, and recovery orientated practice
and early intervention.
Developing programs that are easily accessible.

Recommendation 15

Organisational policies and procedures.
Appointment of the Director of Aboriginal Services with a specific focus on Closing the Gap.
Access and Equity policy.
Strategic priorities.
Organisational infrastructure.
Partnerships and attendance at events.
Advocacy for access into programs.

Recommendation 16

Individual support plans for goal attainment relating to education.
Early intervention approach to encourage engagement for young people at school.
Partnerships with local schools to foster alternate education options.

Recommendation 17

Organisational services that are specialised in working with clients of forensic and criminal
justice services.
Collaborative services that are inclusive of individuals, families, carers and the community.
Formal partnerships with forensic and community corrections.
Carer support of those with caring roles of clients cycling through the system.
Aboriginal specific housing to support mental health transition and housing.
Working relationships with SAPOL and aboriginal community constables.
Flexible and individualised funding and self-directed service approach.
Individualised recovery planning and wraparound approaches for people with exceptionally
complex needs.
Specialised training for staff.
Emergency response for engagement post release.

Recommendation 18

Continued collaborative approach.
Interagency information sharing.
Collective responsiveness to those at risk or whom have attempted suicide.
A more tailored focus on the support of carers

Australian Psychological Society
Priority 1

The Australian Psychological Society (APS) is increasingly concerned that over recent years
mental health is no longer a national priority. The APS has repeatedly called for a boost in
mental health funding and an increase in services, as figures show that 50 per cent of people
with a mental illness are still not receiving treatment. At a media release during mental
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health week (5-12 October 2014) APS Executive Director Professor Lyn Littlefield said,
“Mental health is significantly underfunded, an alarming state of affairs considering the
mental health burden and the high rate of mental illness in the community.” The APS has
tirelessly advocated for mental health to be a high national priority. It is especially important
that accessible services for the high prevalence disorders, such as anxiety and depression,
affecting large numbers of Australians are supported along with services that meet the needs
of other high-risk and vulnerable groups. Examples of the APS advocacy efforts for
increasing the priority of mental health include:
- Submissions in response to the Review of the Queensland Mental Health Act where the APS
examined areas for improvement in the existing legislation.
- Submission to the Senate Community Affairs Legislation Committee regarding the Aged
Care Bill 2013 and the Australian Aged Care Quality Agency Bill 2013, to promote and
prioritise early intervention and evidence based treatment for older adults with mental
health difficulties.
- Submission to the Senate Standing Committee of Community Affairs on the care and
management of younger and older Australians living with dementia and behavioural and
psychiatric symptoms of dementia (BPSD).
- Feedback to the General Practice Mental Health Standards Collaboration regarding the
General Practitioner mental health education standards.
- Advocacy efforts to increase access to qualified mental health professionals (e.g.
psychologists) to support school aged children experiencing mental health difficulties.
- The successful delivery of secretariat services to support the work of the Aboriginal and
Torres Strait Islander Mental Health & Suicide Prevention Advisory Group (ATSIMHSPAG)
members and Co-Chairs to provide strategic planning and expert advice on Indigenous
mental health and suicide prevention to Senator the Hon Nigel Scullion, Minister for
Indigenous Affairs, and the Hon Peter Dutton MP, Minister for Health.
Priority 2

The APS frequently collaborates with state and federal government by providing reliable
mental health data. For example, the APS assisted the Independent Hospital Pricing
Authority (IHPA) which was set up to create an activity data set that will be the basis for
funding from 2014 onwards. This was part of the national health reform agenda which
committed itself to Activity Based Funding (ABF) for all hospital services.

Priority 3

The APS promotes the use of evidence based assessment, diagnosis and treatment on behalf
of the profession. This promotional work is seen in a number of areas such as:
- Facilitating increased access to resources, guides and support regarding evidence based
practice for psychologists, including those providing services in rural and remote
geographical areas.
- The regular collection of data to evaluate the outcomes of Better Access and ATAPS services
and impact of service cuts.
- Participation on expert advisory groups, for example, the National Disability Insurance
Scheme (NDIS) where the APS monitored feedback from members at implementation at
sites. The feedback from members suggested that consumers experiencing psychosocial
difficulties are not receiving appropriate access to services.
- The APS has had a significant role in enhancing the quality of service provision under the
ATAPS program over a number of years though its involvement in an expert advisory
capacity and in the provision of training for ATAPS providers during the roll-out of the Tier 2
targeted ATAPS programs. Funding has been received from the Australian Government
Department of Health and Ageing to undertake a series of projects, which has enabled the
employment of expert project staff to produce training and guidelines for service providers in
targeted ATAPS programs.
- The APS has published articles in InPsych informing and guiding psychologists regarding
evidence based assessment and treatment for high prevalence disorders (October 2014) and
evidence based assessment and treatment for low prevalence disorders (April 2013).
- The APS has developed a number of continuing professional development and training
opportunities to support the profession to provide evidence based mental health services.
The APS also has a strong reputation for consultation and engagement with a diverse range
of stakeholders and audiences. The APS chairs and auspices Allied Health Professions
Australia, is a partner in establishing the Mental Health Professionals’ Network and is a
foundation partner in the Headspace and KidsMatter mental health initiatives being rolled
out across Australia. In partnership with the Department of Health, Divisions of General
Practice, Medicare Locals and allied health organisations, the APS has also developed:
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- National Online Training and Clinical Support Service to ATAPS Child Mental Health
Service
- ATAPS Suicide Prevention and Clinical Support Project
- ATAPS Service Purchasing and Clinical Governance and Support Project
- Illicit Drugs in Sport Support Services
- ATAPS Telephone Cognitive Behavioural Therapy training for rural and remote mental
health professionals.
Priority 4

The APS has lobbied State government with little success to reduce gaps and barriers and to
prioritise mental health. Examples of some the mental health issues that the APS has lobbied
about include:
- Mental health in schools against the use of chaplains rather than qualified mental health
professionals (e.g. psychologists) to support school aged children experiencing mental health
difficulties.
- Submissions in response to the Review of the Crimes (Mental Impairment and Unfitness to
be Tried) Act 1997 (CMIA).
- Submission to the Department of the Attorney General Western Australia Statutory Review
of the Guardianship and Administration Act 1990.
- A response to the Coroners Court of Victoria regarding the current programs and services
available in Victoria which focus on early intervention and prevention of suicide among
school-aged youth.

Recommendation 1

The APS supports the work of the National Private Mental Health Consumer and Carer
Network (NPMHCCN). The NPMHCCN is dedicated to effective consumer and carer
participation as the driving force of change in private sector mental health services. The APS
supports the work of the NPMHCCN and has regular consultation regarding the needs of the
consumer and to promote the interests of members of the community requiring private
mental health services.

Recommendation 2

The prevalence of mental disorders has repeatedly been studied around the world, providing
estimates on the frequency of mental disorders. According to the National Survey of Mental
Health and Wellbeing, commonly occurring mental health disorders will be experienced by
an alarming 45 per cent of Australians. The APS has continuously lobbied for a better
balance of funding in order to ensure that all consumers have better access to timely and
appropriate mental health services.
The landmark Better Access mental health reform has provided demonstrably effective, costefficient and accessible psychological services for millions of Australians with high
prevalence, common mental health disorders since it was introduced in 2006. The
availability of psychological treatment through Australia’s Medicare scheme has significantly
increased the treatment rates of people with mental health disorders and reached large
numbers of people who did not access mental health care in the past, and has facilitated
significant de-stigmatisation of help-seeking for mental health problems. This has been a
huge advance for the mental health of the Australian community. These significant and hardwon achievements as the result of Government mental health policy need to be protected and
built on. The APS has strongly advocated against the spending cuts to the Better Access
Initiative which have impacted on 87,000 consumers per annum. Recent funding cuts are
eroding the effectiveness of this highly successful program and it is concerning that
consumers who require more than 10 sessions have nowhere to go to continue treatment. It
is imperative that the Government provides the appropriate level of funding to ensure that
many thousands of Australians with serious yet all too common mental health disorders can
continue to access effective and cost-efficient psychological treatment.
Adults living with low prevalence mental health disorders often have severe and persisting
chronic disorders, who frequently have comorbidities and complex presentations, and are
among the most disabled and vulnerable in the community and their needs are great. Mental
health care for people with severe mental illness is generally provided through public
community mental health services in Australia. Improved access to evidence based
psychological treatment for these consumers would effectively enable community based
treatment. The APS has advocated at the State government level for further funding models
for low prevalence disorders. For example, the APS developed and submitted a proposed cofunded model for the management of borderline personality disorder that would be
applicable in NSW and across Australia to the NSW Minister for Mental Health and
Assistant Minister for Health.

Recommendation 3

The APS convened a working group to facilitate the production of a number of resources to
reduce the use of involuntary practices and eliminate seclusion and restraint. Examples of
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resources produced include:
- Submissions in response to the Review of the Crimes (Mental Impairment and Unfitness to
be Tried) Act 1997 (CMIA).
- Production of a draft Proposed National Framework for Reducing the Use of Restrictive
Practices in the Disability Service Sector.
- A submission to the Department of Communities, Child Safety and Disability Services on
the Review of the Regulation of Restrictive Practices in Queensland.
Recommendation 4

The APS is the secretariat for the National Primary Health Care Partnership (NPHCP) which
comprises of 22 national peak health organisations representing over 100,000 frontline
primary health care professionals. The NPHCP is an advocacy body and communications
platform for the Australian Primary Health Care sector. The NPHCP works towards a
comprehensive primary health care system that meets the needs of its consumers and
workers.

Recommendation 5

The APS has a proud history of working in collaboration with Australian Government
departments, other organisations and Aboriginal and Torres Strait Islander peoples in the
successful delivery of programs aimed at improving life outcomes for all Australians. The
APS is represented on a wide range of Federal Government advisory groups involved in the
planning, implementation and ongoing monitoring of Government policy initiatives. In
particular, through its auspicing arrangements with the Australian Indigenous Psychologists
Association (AIPA), the APS has effectively developed, delivered, managed and monitored a
range of recent Indigenous-specific projects and services:
- The ATAPS Cultural Competency Training for the Mental Health Workforce: The
development, planning and successful delivery of 82 two-day cultural competence training
workshops to over 1000 members of the non-Indigenous mental health workforce who work
with Indigenous populations across rural and urban areas.
- Secretariat Services for the Aboriginal and Torres Strait Islander Mental Health & Suicide
Prevention Advisory Group (ATSIMHSPAG): The successful delivery of secretariat services
to support the work of ATSIMHSPAG members and Co-Chairs to provide strategic planning
and expert advice on Indigenous mental health and suicide prevention to Senator the Hon
Nigel Scullion, Minister for Indigenous Affairs, and the Hon Peter Dutton MP, Minister for
Health.
- Telephone Counselling, Self Help and Web-Based Support (‘Call-A-Cuz’): The development
of service model and consultation process for an innovative telephone and online counselling
and crisis support service for Indigenous Australians, including web-based self-help, referral
and care pathways.
- Kimberley Indigenous Suicide Prevention Initiative: The development and provision of
targeted training and education to professionals providing treatment for Indigenous
individuals in the Kimberley area WA who are at risk of suicide or serious self-harm. A
community consultation process including AIPA, the Kimberley Aboriginal Medical Services
Council Regional Centre for Social and Emotional Wellbeing and the Kimberley Division of
General Practice was established to inform the development and implementation of the
training and workshops.
- Aboriginal and Torres Strait Islander KidsMatter Resource Portal: This project delivered 12
animated videos on children’s social and emotional wellbeing which were developed with
cultural consultants and the engagement of Indigenous experts, writers, animators and film
producers. The project also developed and provided an extensive Aboriginal and Torres
Strait Islander online resource portal that brings together a range of public resources on
social and emotional wellbeing for early childhood services and primary schools as part of
the KidsMatter framework for Australian schools.

Recommendation 6

As a profession psychologists are committed to providing high quality evidence based
services. The APS believes that documenting standards of psychological practice is of
considerable benefit to psychologists in private practice. Such standards provide a basis for
public and government confidence in the professionalism of psychologists but also assist
self-employed psychologists in implementing processes that form good practice. The APS
developed an online self-assessment instrument to help psychologists evaluate and manage
their professional practice standards. The APS reviewed and modified, in consultation with
its members, the Professional Practice Management Standards for Psychologists (PPMS) Self-Assessment Instrument. The PPMS Self-Assessment Tool is applicable to psychologists
working in group or solo private practice and is founded in safety and quality of care for
consumers with mental health difficulties.
The APS Executive Director Professor Lyn Littlefield has appointments on the clinical quality
and risk management committee’s for headspace, Mental Health Professionals Network and
Relationships Australia (Victoria). The objectives of these appointments are to ensure the
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provision of safe, quality services and direct the culture, processes and reporting structures
while managing and monitoring risks. These appointments reinforce a commitment to safety
and quality of care for mental health services.
Recommendation 7

KidsMatter Primary is a national collaboration between the education and health sectors. It
was initiated by the APS and jointly developed by the Principals Australia Institute and
beyondblue, with funding from the Australian Government Department of Health and
beyondblue. KidsMatter is a collaborative mental health promotion, prevention and early
intervention initiative for primary schools and early childhood education and care services. It
fosters working relationships between school personnel and mental health professionals, and
builds partnerships between the health and community sectors to further support schools,
early childhood education and care services to maximise outcomes for children’s mental
health. KidsMatter provides resources, support and referral pathways for children
experiencing mental health difficulties. It has been independently evaluated as very effective.
Also affecting families and communities is the National School Chaplaincy Program (NSCP).
The APS has raised significant concerns over the NSCP. The APS has not been alone, with
many groups voicing their opposition, on grounds that the use of chaplains can increase
mental health risks and represents poor allocation of scarce resources. The APS has stated
repeatedly that it is opposed to the presence of chaplains in schools for pastoral care, and the
investment of scarce government-funded resources should be redirected to meet the social,
wellbeing and mental health needs of students and their families. A further major concern is
the presence of largely unqualified – and certainly unregistered – chaplains in schools,
offering advice and support to students that is often inappropriate and raises the risk of
harm to students.

Recommendation 8

The APS has developed an evidence-based initiative, the APS Psychologically Healthy
Workplace Program (PHWP), to promote psychological health and wellbeing for the
Australian workforce. This initiative is being undertaken by the APS to improve the
psychological health of Australian workers and promote the importance of organisational
psychology in achieving this goal. The PHWP assesses workplace psychological health across
key indicators, and provides access to expert organisational psychology advice along with a
range of resources and tools.
The APS is one of the founding members of The Mentally Healthy Workplace Alliance
(MHWA). The MHWA is a national approach by business, community and government to
encourage Australian workplaces to become mentally healthy for the benefit of the whole
community and businesses. The vision of the MHWA is that all Australian workplaces take
active steps to create mentally healthy workplaces and fully realise the benefits to their
people, their business and the community.
The APS developed the Illicit Drugs in Sport (IDIS) Professional Development Training
which provided registered psychologists with foundational knowledge to better understand
the complexities around the use of illicit drugs in the world of sport to more ably support
those athletes in need of counselling and rehabilitation. The IDIS professional development
featured evidence-based information regarding the most effective delivery of interventions
used in the AOD field and specifically with athletes, and familiarised practitioners with
clinical issues commonly observed in this sub-group.

Recommendation 9

The APS does not deny that the recommendation from the 2013 National Report Card
regarding the prevention of discharge from hospitals and services into homelessness is a very
admirable target; however, the core issue of lack of housing does not sit with hospitals and
services. This target is ambitious but is not achievable in its current form as housing sits
within various federal, state and NGO jurisdictions. Unless the appropriate department is
assisted by funds and strategies to bring about improvement, it is likely that this target will
not be achieved.
The APS Board previously nominated the topic of homelessness as one of the areas that they
would like to focus on. With a view to compiling some expert information on the topic, the
APS held a roundtable discussion on homelessness at the APS, with international experts
and invited local guests. As an outcome from the roundtable, the APS drafted a position
statement on homelessness and developed other resources for psychologists as well as
policy-makers. The APS Conference in Darwin provided an opportunity to present the
outcomes to APS psychologists, together with recommendations for future or ongoing APS
involvement in policy and practice around homelessness prevention as well as service
provision to people experiencing homelessness.

Recommendation 10

The APS with the funding of the Australian Government Department of Health and Ageing,
developed a professional development training package for allied health clinicians working
under the ATAPS Suicide Prevention Service.
The ATAPS Suicide Prevention Service was designed to provide support to people in the
community who are at risk of suicide or self-harm and is delivered through Medicare Locals.
The ATAPS Suicide Prevention Service complements and operates in parallel with the
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existing ATAPS and Better Access Mental Health programs. This initiative facilitates priority
access through a GP to ATAPS services for people who have self-harmed, attempted suicide
or who have suicidal ideation. It aimed to better integrate acute and primary mental health
care for the management of this patient group, and provide referral pathways for GPs to
better support existing patients.
Through arrangements with the AIPA, the APS has also developed and delivered the
Kimberley Indigenous Suicide Prevention Initiative. This project included the provision of
targeted training and education to professionals providing treatment for Indigenous
individuals in the Kimberley area WA who are at risk of suicide or serious self-harm. This
project included a community consultation process between AIPA, the Kimberley Aboriginal
Medical Services Council Regional Centre for Social and Emotional Wellbeing and the
Kimberley Division of General Practice to be established to inform the development and
implementation of the training and workshops.
Recommendation 11

The APS has produced a number of resources, publications and professional development
opportunities to improve outcomes for consumers with comorbid mental health difficulties
and substance use. Examples of the APS efforts in this area include:
- Continuing professional development about unravelling the mystery of addiction,
substance use and associated compulsive behaviours: an integrated guide to formulation and
treatment.
- APS position statement on substance use and gambling behaviour
- APS tip sheet on alcohol and other drugs
- Professional development about sleep difficulties and substance abuse in older people.
- Convened the Psychology and Substance Use interest group.

Recommendation 12

KidsMatter Primary is a national collaboration between the education and health sectors. It
was initiated by the APS and jointly developed by the Principals Australia Institute and
beyondblue, with funding from the Australian Government Department of Health and
beyondblue. KidsMatter is a collaborative mental health promotion, prevention and early
intervention initiative for primary schools and early childhood education and care services. It
fosters working relationships between school personnel and mental health professionals, and
builds partnerships between the health and community sectors to further support schools,
early childhood education and care services to maximise outcomes for children’s mental
health. KidsMatter provides resources, support and referral pathways for children
experiencing mental health difficulties. It has been independently evaluated as very effective.
The APS has also partnered with Allied Health Professionals Australia, Speech Pathology
Australia, and OT Australia, to develop information, materials and activities to support the
introduction of the Medicare items for the diagnosis and early intervention of children with
autism or any other pervasive developmental disorder (PDD). These resources promote
evidence-based practice in the care of children with autism or one of the PDDs.
The APS, with funding from the Department of Health and Ageing, also developed the
ATAPS Child Mental Health Services (CMHS) Clinical Support Service and ATAPS CMHS
Professional Development Training to support mental health professionals working for
Medicare Locals under the ATAPS CMHS. The clinical support service provides ATAPS
CMHS providers with debriefing and support, clinical advice, peer networking and webinars,
and access to resources. The professional development training course is intended to extend
the skills and knowledge of experienced mental health professionals in order to work
effectively with children who have, or are at risk of developing, a mental disorder and their
families.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

The APS has produced a number of resources, workshops, conferences and submissions to
promote and advocate for the rights of people who come in contact with forensic services.
Examples of resources and submissions include:
- Submission in response to the Review of the Crimes (Mental Impairment and Unfitness to
be Tried) Act 1997 (CMIA)
- APS College of Forensic Psychologists Annual Conference
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- Convened the APS Family Law and Psychology Interest Group
- A number of continuing professional development opportunities for psychologists such as
‘assessing the risk of self-harm in an adult prison population’, ‘mental health and the law’,
‘court report writing and appearing in court’ and ‘recovery in forensic mental health’.
Recommendation 18

Nil response.

Adults Surviving Child Abuse
Priority 1

Nil response.

Priority 2

Nil response.

Priority 3

Two-thirds of people presenting to public and private mental health services have
experienced sexual or physical abuse in childhood. This does not include those who have
been emotionally abused, neglected, witnessed or experienced domestic or community
violence or other adverse childhood experiences. The prevalence, impacts and stakes of
complex trauma make this a significant public health problem.
ASCA and MHCC have driven a national strategy around Trauma Informed Care and
Practice which complements and builds on recovery oriented approach. ASCA has developed
the evidence base and set the standards for clinical as well as organisational practice
responses to unresolved complex trauma. Over 10,000 copies of ASCA’s nationally and
internationally acclaimed Practice Guidelines for Treatment of Complex Trauma and
Trauma Informed Care and Service Delivery have been either downloaded or purchased
since their launch in Nov 2012. The Guidelines are now an accepted clinical resource of
RACGP.
ASCA has delivered training and professional development grounded in the evidence base of
the guidelines with over 150 sessions delivered in 2013-14 including to Royal Commission,
knowmore, government departments and diverse stakeholders. It has also delivered psychoeducational workshops for adult survivors of complex trauma, their family, friends, partners
and loved ones. It is currently finalising guidelines for clinical and trauma informed
supervision and organisational trauma informed consultancy package to continue to build
capacity of sector. Multiple benefits and cost-effectiveness of trauma specific and trauma
informed services in terms of reduction mental health, trauma, AOD, homelessness etc. have
been established in international studies.

Priority 4

Given the prevalence of the lived experience of unresolved trauma the number of Australians
affected is 5 million adults, General Practitioners will daily see, often unknowingly a number
of people experiencing the physical, mental health and psychosocial impacts of complex
trauma. People have diverse presentations, co-morbidities and/or unspecified pain. Lack of
education and training of frontline practitioners is a major gap in services which needs to be
urgently addressed. ASCA has also developed QICPD accredited category 2 activity for
RACGP. Training for GPs, primary care practitioners to elicit informed responsiveness to
people will unresolved complex trauma will improve health, wellbeing, productivity and
engagement of not only those directly affected but the children they go on to have.
Allied health professionals in both generalist and specialist services need training to develop
trauma literacy, knowledge, skills and tools to enable them to address the complex needs of
complex trauma survivors. Trauma informed training needs to embedded across all health
and welfare services and national standards established. All organisations need to undergo
the cultural, policy, practice shift to embed trauma informed principles at all levels of the
organisation and service delivery.

Recommendation 1

Nil response.

Recommendation 2

ASCA is working to raise awareness re the complex needs of childhood trauma and abuse
survivors using media, advocacy, engagement and training. It is also enabling access to
information and resources through e-mental health strategies, including downloadable fact
sheets, videos, website resources, 1300 Professional Support Line. These services are
accessible to survivors/consumers; carers – family, friends, partners and loved ones;
managers, workers and other staff in organisations, health practitioners, as well as primary
care practitioners. The 1300 service provides phone and e-support, and is manned by trained
trauma informed counsellors and supported by a referral database of practitioners, agencies,
with databases of psychiatrists, GPs currently under development. These services are linked
internally as well as to ASCA’s education and training program and externally through
Healthdirect and Mindhealthconnect.
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Recommendation 3

A trauma informed practice approach is predicated on a ‘do no harm’ principle which
minimises the risk of re-traumatisation in services, which includes approaches to reducing
the rates of seclusion and restraint, with training around the neurobiology of trauma and
trauma/stress reactions, de-escalation and grounding strategies. ASCA is delivering trauma
informed training nationally including the acute mental health settings to endeavour to
reduce seclusion and restraint rates.

Recommendation 4

ASCA is educating the sector around an understanding of coping strategies for ameliorating
the mental distress related to childhood trauma. People adopt coping strategies such as
smoking, physical inactivity, substance abuse, sexual promiscuity and they become risk
factors for physical health conditions.
The ACE study examines the relationship between 10 adverse childhood experiences, coping
strategies and the burden of disease. People with an ACE score of 6 or more die almost 20
years earlier than those with ACE score of zero.
36% zero score, 26% score 1, 16% score 2, 10% score 3; 12% score 6 or more. People with
ACE score of 6 or more die nearly 20 years younger
Patients with high ACE scores will be seen every day by health professionals in primary care
settings. 54% of current depression and 58% of suicide attempts in women are attributable to
ACEs. Males with ACE score of 6 or more are 46 times more likely to be IV drug users
ACE score of 4 you are:
- 2 x as likely to smoke
- 4 x as likely to have emphysema or chronic bronchitis
- 2 ½ x as likely to have COPD
- 7 x more likely to be alcoholic
- 6 x more likely to have sex before age of 15
- 2 x more likely to have heart disease
- 2 as likely to have cancer
- 46 x as likely to be depressed
- 12 as likely to commit suicide
Education and training ASCA has developed for GPs needs to be rolled out nationally with
online ALM funded and developed to improve life expectancy and physical health in complex
trauma survivors many with co-morbid mental health issues

Recommendation 5

With the prevalence of child abuse and neglect 8 times that of non-Indigenous peoples and
trans-generational trauma, violence, substance abuse endemic, ASCA has developed and
delivered trauma informed training to workers working in Indigenous communities in
collaboration with local Indigenous community members. This model is effective and needs
to be rolled out to build capacity of Indigenous and non-Indigenous workforce supporting
ATSI communities to minimise re-traumatisation, improve health and wellbeing and Close
the Gap in a culturally attuned and safe way.

Recommendation 6

Nil response.

Recommendation 7

Childhood trauma does not only affect those who have experienced it but also their children.
We know that when parents have resolved their trauma their children do better. We need to
address the impacts of unresolved trauma on the next generation. Parents do not need to be
overtly abusive for children to be harmed but can inadvertently traumatise their children
because of their own unresolved issues. Evidence establishes that services which help
parents recover improve outcomes for their children through enhanced attachment, healthy
discipline strategies etc. ASCA is delivering services to adult survivors of complex trauma
(abuse, neglect, growing up in domestic violence situations, with parents with a mental
illness, who are substance abusers etc.) who are parents, as well as to their partners to
enhance support understanding and parenting outcomes

Recommendation 8

Unresolved, unidentified and unaddressed trauma has a profound impact on productivity in
the workplace, including on absenteeism and presenteeism. It affects 1 in 4 Australian adults.
Possible impacts of trauma on work-life and workplace:
- Reduced level of education or work attainment
- Negative impacts on self- esteem, concentration and attention
- Challenges with relationships

Supplementary Paper 1 | the 2014 Report Back on the 2012 and 2013 Report Cards Priorities and
Recommendations

84

- Difficulties with emotions - identifying, expressing and managing them
- Inherent lack of trust; difficulties interpreting intentions and actions
- Difficulties feeling psychologically and physically safe
- Hypersensitivity to criticism and stress (reasoning under stress)
ASCA trauma informed training focusses on the impacts of stress and trauma on the brain,
and daily functioning and how to minimise re-traumatisation, recognise triggers, improve
individual and group performance, enhance mental health and wellbeing.
Recommendation 9

Nil response.

Recommendation 10

Nil response.

Recommendation 11

ASCA training for health professionals working in AOD/mental health focussed on their
intersection with trauma and an inherent understanding that when substance abuse is
utilised as a coping strategy for unresolved trauma, it is important to develop emotional
regulation and grounding skills, enhance safety prior to addressing the addictive behaviours.

Recommendation 12

Nil response.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Nil response.

beyondblue
Priority 1

beyondblue is a bipartisan initiative of the Australian and State and Territory Governments.
beyondblue works with all governments to improve the community’s awareness and
understanding of depression and anxiety, reduce the associated stigma and discrimination,
and encourage help seeking. By working across all governments, beyondblue provides an
effective and efficient way to advance national mental health policy and reform initiatives,
and impact community mental health at national, state and local levels.
beyondblue has led initiatives to understand the value of good mental health, and use this
information to drive reform. beyondblue commissioned PricewaterhouseCoopers (2014) to
conduct a return on investment analysis for creating mentally healthy workplaces. This
research found that untreated mental health conditions cost Australian employers $10.9
billion every year through absenteeism, reduced productivity and compensation claims.
Conversely, investing in workplace mental health and wellbeing via targeted strategies to
support employee mental wellbeing is estimated to provide a return on investment of $2.30
for every dollar spent. This research has informed the ‘Heads Up’ initiative, being led by
beyondblue and the Mentally Healthy Workplace Alliance (for more information, see
response to recommendation 8). It demonstrates how research on the value of mental health
can drive reform and the development and delivery of evidence-based strategies to reduce
the impact of mental health conditions.
The mental health and wellbeing of Aboriginal and Torres Strait Islander people is one of
beyondblue’s priorities, with a recent campaign being launched to highlight the impact of
racism on social and emotional wellbeing (for more information, see response to
recommendation 5).

Priority 2

The beyondblue Depression and Anxiety Monitor provides a national snapshot of awareness,
knowledge, attitudes and behaviour relating to depression and anxiety in the Australian
community. This survey has been conducted with a nationally representative sample of
3,200 people, and has been administered by telephone every 2 to 3 years since 2004.
In 2014 beyondblue is moving to an annual online survey, to better track changes in the
community’s understanding and awareness of depression and anxiety, help-seeking
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behaviours, and the stigma and discrimination experienced by those with a personal
experience of depression and/or anxiety. The Depression and Anxiety Monitor data can help
to inform the ‘complete picture’ of what is happening in mental health in Australia.
Priority 3

A recent independent evaluation of beyondblue, conducted by the Nous Group (2014),
demonstrated that beyondblue is a highly efficient, effective and action oriented organisation
that offers unique national expertise, scope and reach. beyondblue’s services and
information are valued and well regarded by the community, and make a real difference in
improving the lives of people with depression and anxiety and their families and support
people. beyondblue’s priorities and activities are informed by a strong research and evidence
base, and the impact of activities is evaluated to drive improvements and get better results.
beyondblue’s efficient and effective business model could inform other organisations
working to improve mental health outcomes.

Priority 4

beyondblue’s independent evaluation demonstrated that beyondblue has a unique role in
filling service gaps, and investing in and delivering innovative solutions. beyondblue has
developed and is ‘proving up’ alternative models of care, such as the NewAccess program
(see response to recommendation 12), the Way Back Support Service (see response to
recommendation 10) and the beyondblue Support Service (see response to recommendation
1). These initiatives all respond to the challenges of the current mental health system, and
help people to lead their own recovery and prevent their problems from getting worse.

Recommendation 1

blueVoices is beyondblue’s reference group and online community for people who have a
personal experience of depression or anxiety, or support someone who does. There are over
3,300 blueVoices members, who share their expertise and perspectives with beyondblue to
inform our work and ensure that people’s experiences are reflected in everything we do.
blueVoices members:
- share stories for use in beyondblue's campaigns, information materials or projects
- provide expert feedback on information resources, position statements and campaign
materials
- participate in committees and advisory groups (for example, two blueVoices
representatives participate on the NewAccess advisory committee, which is informing the
development of a new service model)
- take part in research projects, including those which lead to new and innovative service
models
- share personal experiences through the media.
A core component of beyondblue‐delivered services and supports also includes the regular
monitoring and evaluation of user experiences. For example, in 2014 beyondblue
commissioned Sweeney Research to conduct an independent evaluation of the beyondblue
Support Service. The Support Service provides short‐term solutions focused counselling
and referral services via a 24/7 telephone service, a web chat service (3pm – 12am) and an
email response service. The evaluation demonstrated that:
- The service is easy to access, and there appears to be equal access to the service by
disadvantaged and priority groups.
- Service users are satisfied with the service. Users reported feeling listened to and
understood, and indicated that the service was helpful and provided easy to understand and
useful advice.
- The service is reducing levels of psychological distress, and increasing motivation to act,
including by facilitating actual psychological and behavioural change.
The evaluation findings are being used to inform the ongoing delivery and future
development of the Support Service.
beyondblue will also capture people’s experiences of living with depression and anxiety
through the redeveloped Depression and Anxiety Monitor. From 2014 this community‐
based survey will, for the first time, assess people’s experiences of stigma and discrimination,
and monitor these changes over time. This data will provide important high‐level indicators
on where and how people experience stigma and discrimination, which can inform policies,
programs and services that focus on improving the lives of people with depression and
anxiety and their family and friends.

Recommendation 2

beyondblue has increased access to timely and appropriate mental health services, through
developing and delivering accessible and alternative models of care. Through services such
as the beyondblue Support Service, the New Access program, and a suite of online programs,
beyondblue is enabling people to access care that meets their needs.
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beyondblue has made a significant investment to improve the evidence base for emental
health treatment programs (an up-to-date listing of beyondblue‐funded research projects is
available at: http://www.beyondblue.org.au/resources/research/research‐projects), and
ensuring that these programs are widely available and accessible. One particular example of
a beyondblue online program is ‘BRAVE Online’, a free and interactive program for the
prevention and treatment of childhood and adolescent anxiety (see:
https://brave4you.psy.uq.edu.au/). The program provides ways for children and teenagers
to better cope with their worries. There are also programs available for adults. Since being
launched in May 2014 over 2,500 people have registered to participate in the program.
It is essential that online and telephone‐based programs and services are integrated as core
components of Australia’s mental health system. This reflects the strong evidence base to
support these delivery modes, and the need for early intervention and treatment options
which meet different levels of needs, across the spectrum of mental health conditions.
Recommendation 3

Not applicable.

Recommendation 4

beyondblue has developed extensive information resources on the relationship between
physical and mental health. Through developing strong relationships with many national
chronic disease organisations, beyondblue has developed and contributed to fact sheets to
raise awareness of the relationship between chronic physical illnesses and depression and
anxiety. This includes resources for people who have been diagnosed with cardiovascular
disease, diabetes and cancer. beyondblue also has fact sheets and information available on
keeping active, healthy eating, quitting smoking and staying well.
beyondblue’s information and resources on the relationship between physical and mental
health are underpinned by a strong research base, which includes beyondblue-funded
research projects exploring the relationship between chronic illnesses and depression and
anxiety. beyondblue has invested over $12.59 million to support over 70 research projects to
better understand co‐existing physical and mental health conditions, and effective
treatment options. beyondblue has actively promoted and disseminated these research
findings ‐ for example, beyondblue-funded Medical Journal of Australia supplements have
focused on ‘Anxiety, depression and cancer’ (2010) and ‘Depression and anxiety with
physical illness’ (2009).
Further information on beyondblue‐funded chronic illness research projects is available at:
http://www.beyondblue.org.au/resources/research/research‐projects

Recommendation 5

beyondblue is contributing to national leadership as a member of the Close the Gap
Campaign for Indigenous Health Equality Steering Committee. beyondblue has increased the
Steering Committee’s focus on the mental health of Aboriginal and Torres Strait Islander
people by actively participating in the work of this forum.
In late July 2014 beyondblue launched Phase two of the Stop.Think.Respect campaign. This
campaign highlights the impact of subtle racism on the social and emotional wellbeing of
Aboriginal and Torres Strait Islander people. The campaign was developed in response to
research that shows that over half of Aboriginal and Torres Strait Islander people who
experience discrimination report feelings of psychological distress, which is a risk factor for
anxiety and depression.
The campaign has been successful in terms of reach, setting a new record for beyondblue’s
fourteen years of awareness raising and campaign activity. There have been over 3.74 million
online views to date, including over 1.5 million YouTube views (for more information on
campaign activities and reach, see response to recommendation 15).
Preliminary evaluation results suggest that the campaign is making a difference with half (50
per cent) of those surveyed while the campaign was airing either spontaneously recalling
seeing or hearing something about racial discrimination towards Aboriginal and Torres
Strait Islander people, or recognising the campaign when prompted. Seventy‐five per cent
of the target audience consider that the campaign is raising awareness of the mental health
impacts of discrimination, while one in five people (22 per cent) thought about what they
could do to reduce discrimination against Aboriginal and Torres Strait Islander people after
seeing the campaign.
When compared to the pre‐campaign benchmark survey, awareness of the prevalence of
discrimination increased by up to 7 per cent, demonstrating increased awareness of the
behaviours which constitute discrimination. There has been a statistically significant
reduction in the proportions of people who do not consider that several of the campaign
scenarios are discriminatory in nature.
Full evaluation results, including the campaign’s impact on attitudes and behavioural
intentions, will be available at the end of the 2014.
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Recommendation 6

Not applicable.

Recommendation 7

beyondblue has a range of programs and resources to support the mental health and
wellbeing of families. This includes:
Pregnancy and early parenthood strategies and programs - through the National
Perinatal Depression Initiative beyondblue is strengthening the early detection of, and
effective responses to, perinatal depression and anxiety. beyondblue is:
- providing national advice and support to the Commonwealth, State and Territory
Governments and perinatal stakeholders
- maintaining the Just Speak Up website, which provides new parents with practical support
and opportunities to share their stories
- disseminating information resources for new mothers and their families on how to look
after themselves.
‘Healthy Dads’ initiative – beyondblue is developing a new project to support the mental
health and wellbeing of fathers. This initiative will deliver a targeted webpage with
interactive tools, including video content and online and face-to-face fathers support groups,
to assist dads to improve their emotional wellbeing during a significant transitional period in
their lives. The initiative will commence development in late 2014.
Parenting information and resources – beyondblue has developed a range of tools for
parents regarding how to support healthy child development and respond effectively to
children experiencing emotional or behavioural difficulties. This includes ‘A parent’s guide to
depression and anxiety in young people’; parenting guidelines on how to prevent depression
and anxiety in children and adolescents; and ‘Families Like Mine’, a multimedia guide which
provides practical advice to families of young gender diverse people, same‐sex attracted
and bisexual people, and those who are questioning their sexuality or gender identity.
KidsMatter – through KidsMatter, a national mental health and wellbeing initiative for
primary schools and early childhood services, beyondblue provides families with information
on child development, how to support children’s mental health and wellbeing, and how to
recognise if and when professional help is needed.

Recommendation 8

In 2014 beyondblue and the Mentally Healthy Workplace Alliance launched Heads Up, an
initiative to support Australian businesses and workers to create more mentally healthy
workplaces. Mentally healthy workplaces minimise workplace risks related to mental health,
support people with mental health conditions, and prevent discrimination. They have been
demonstrated to provide better support and protect employee mental health, and be more
productive.
Through greater understanding of mental health conditions and reduced stigma and
discriminatory practices, mentally healthy workplaces are more likely to recruit, support and
retain people with a mental health condition, thus increasing broader workforce
participation levels. A key element of Heads Up is providing practical resources to assist
people with a mental health condition. This includes information, tools and templates to
enable individuals to make an informed decision to disclose their mental health condition to
their manager. This enables workplaces to provide employees with greater levels of support,
and make job adjustments to enable people to stay at, or return to, work.
Since being launched in May 2014, there have been over 80,000 unique visitors to the Heads
Up website and over 3,500 businesses have registered to participate in the program. More
information on the reach of the campaign is available in response to recommendation 15.

Recommendation 9

beyondblue has developed the ‘Tune In Now’ toolkit, which is a guide for homelessness
workers to ‘have the conversation’ about depression and anxiety with men experiencing
homelessness ‐ http://tuneinnow.com.au/. The toolkit was developed with Homelessness
Australia, and includes practical information, tips and videos on how to support a homeless
person with depression and/or anxiety.
A beyondblue‐commissioned independent evaluation of the pilot toolkit, conducted by the
Ipsos Social Research Centre in 2014, demonstrated that the resource is relevant, easy to use,
and increases confidence to talk about depression and anxiety. This toolkit will help
homelessness workers to better respond to, and support, people with depression and anxiety.

Recommendation 10

In 2014 beyondblue launched the ‘Way Back Support Service’, an innovative pilot program
which is designed to provide continuity of care for people who have made a suicide attempt.
Through the program, case workers link people who have been discharged from hospital
following a suicide attempt into existing health and support services, ensuring they receive
the care they require. This non‐clinical service is currently being trialled in Darwin in the
Northern Territory. It is expected to reduce the reliance on acute and emergency services, by
facilitating access to timely early support and treatment. The service also expects to improve
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the quality of life of people who have attempted suicide, and reduce the suicide rate among
this high-risk population group.
In 2014 beyondblue also launched a series of resources for people who have attempted
suicide and their close family and friends. Developed with the Hunter Institute of Mental
Health, the resources include:
- Finding your way back – a resource for people who have attempted suicide.
This guides people through some of the physical, social and emotional issues that often come
up after a suicide attempt, and offers ideas about what may assist in regaining a sense of
control and getting back on track.
- Guiding their way back – a resource for people who are supporting someone
after a suicide attempt. This provides practical information about the impact a suicide
attempt can have.
- Finding our way back – a resource for Aboriginal and Torres Strait Islander
people after a suicide attempt. This provides practical information about what to do and
what to expect after a suicide attempt.
beyondblue has also commissioned a suite of research projects to better understand suicidal
behaviour. Recent research projects include:
- Identification and analysis of health service and pathways to health services contact
amongst persons who suicided in Victoria, 2009‐2010
- Doing what comes naturally: Investigation of positive self‐help strategies used by men to
prevent depression and suicide
- Fatal suicidal behaviours in LGBTI populations
- Investigating health and survival outcomes and opportunities for prevention after
medically serious suicide attempts in the Northern Territory: A follow‐up study of
Indigenous suicide attempts and care in the Northern Territory
- Men’s experiences with suicidal behaviour and depression
- Re-frame IT: A randomised controlled trial investigating the impact of an internet‐based
CBT intervention among school students experiencing suicidal ideation
- Community and population‐based interventions to reduce stigma associated with
depression, anxiety and suicide: a rapid review
- Ensuring guideline‐concordant monitoring of suicidal thinking and behaviour after
initiation of antidepressant treatment in 12‐to 25‐year‐olds with depression.
Additional information about these research projects is available on the beyondblue website:
http://www.beyondblue.org.au/resources/research/research‐projects
Recommendation 11

beyondblue has invested over $2.5 million in research to better understand coexisting
mental health difficulties and substance use problems. A strong focus of this research has
been developing and testing better screening and treatment programs, to improve the quality
of care for people with dual diagnoses. In 2011 beyondblue funded a Medical Journal of
Australia supplement which focused on research investigating substance use problems and
co‐existing mental health problems. beyondblue’s research focusing on substance use
problems can inform national policies, programs and services.
An up-to-date list of beyondblue‐funded substance use research projects is available at:
http://www.beyondblue.org.au/resources/research/research‐projects

Recommendation 12

beyondblue is currently piloting and evaluating ‘NewAccess’, a program that provides a
support service to help people tackle day‐to‐day pressures. This early intervention
program provides easily accessible, free and quality services for people with mild to
moderate depression and anxiety who are currently not accessing mental health services.
NewAccess links clients into local community networks and engages them with other service
providers should they require it - for example, employment, financial or housing assistance.
Trained and clinically supervised coaches operate like personal trainers, providing individual
tailor‐made support programs incorporating relevant areas such as problem solving, goal
setting and dealing with worries. Importantly, the program provides people with self-help
techniques, that enable them to lead their own recovery.
The program is currently being implemented in three demonstration regions across Australia
– Canberra, metropolitan Adelaide, and north coast New South Wales. It is the result of four
years of research and collaborative discussion in Australia and has been adapted from the
highly successful UK Improving Access to Psychological Therapies (IAPT) initiative. IAPT is
a National Health Service program rolled out across England and proven to improve mental
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health outcomes. By the end of the pilot in December 2015, beyondblue intends to have
proven the effectiveness of New Access for a national rollout.
The initial evaluation findings for the New Access pilot have been promising – the nonmedical model is making it easier for men in particular to get help, and we are obtaining
consistently better mental health outcomes – including higher recovery rates and lower
drop-out rates ‐ compared to those achieved in the UK.
A key factor contributing to the success of NewAccess has been the strong engagement by
people with depression and anxiety in the program’s development, implementation and
evaluation. People with a lived experience of depression and anxiety are included in the
program’s advisory committee, which has informed the planning and delivery of the
program. A core component of the program’s evaluation also includes following up and
interviewing clients who have used the service. These service users provide direct feedback
about their experience, and make recommendations on how to improve the program. This
cycle of continuous improvement has led to a range of positive changes, especially in relation
to engaging new clients (for example, integrating user feedback on how to most effectively
encourage people to take action to improve their mental health, and participate in the
program).
Recommendation 13

Not applicable.

Recommendation 14

beyondblue incorporates a focus on family members and friends across all programs,
services and information resources. Specific resources have been developed to support those
who care for someone with depression and/or anxiety. These are available free to all services
to promote to families and to build into their practice. They include:
- beyondblue Guide for Carers – Caring for others, caring for yourself ‐ a resource book
which includes helpful information for friends and families of people who have depression or
anxiety, including information on looking after yourself.
- Families like mine – a multimedia guide that offers practical advice to families of young
gender diverse people, same‐sex attracted and bisexual people, and those who are
questioning their sexuality or gender identity. This guide was developed in response to
research that shows that family support can have a significant positive impact on the mental
health of young lesbian, gay, bisexual or gender diverse people.
- Guiding their way back – a resource for people who are supporting someone after a suicide
attempt ‐ this provides practical information about the impact a suicide attempt can have.
- Resources for parents and guardians of young people ‐ these include ‘A parent’s guide to
depression and anxiety in young people’ and parenting guidelines on how to prevent
depression and anxiety in children and adolescents.

Recommendation 15

beyondblue has developed a comprehensive response to the discrimination associated with
depression and anxiety. This response is informed by the evidence on ‘what works’ to reduce
stigma and discrimination effectively, and includes:
- National advertising campaigns and supporting resources – beyondblue has
developed a suite of campaigns that cover a range of conditions (such as depression,
anxietyy, perinatal depression); life stages (for example, youth, older people); population
groups (for example, lesbian, gay, bisexual, trans and intersex people, Aboriginal and Torres
Strait Islander people); and settings (for example, rural communities). beyondblue’s
campaigns are based on extensive quantitative and qualitative research with people with
depression and anxiety and their family and friends, and provide insights into personal
experiences. beyondblue has also developed a comprehensive suite of free information and
resources, including translated materials, which are disseminated to individuals, community
groups, health centres, libraries, schools, universities, workplaces and many other settings.
- Media coverage – beyondblue has achieved widespread media coverage of depression
and anxiety, with a focus on promoting personal experiences. The recent Heads Up
campaign demonstrates beyondblue’s extensive reach through the media – media
monitoring data provided by iSentia shows that between 20 May – 30 June 2014 Heads Up‐
related news coverage reached 9.65 million people through 654 news items. iSentia estimates
this is equivalent to an advertising spend of in excess of $1,379,000.
- Social media ‐ beyondblue utilises its strong social media presence to reduce the stigma
of depression and anxiety, through promoting stories of hope and recovery, increasing
knowledge of depression and anxiety, and enabling conversations about depression and
anxiety. beyondblue’s use of social media also successfully extends the reach and impact of
campaigns – for example:
. beyondblue’s Stop. Think. Respect. campaign, which encourages Australians to stop
discriminating against people for simply being themselves, has been one of the most high‐
profile and effective campaigns beyondblue has ever launched. There has been more than
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3.74 million views of the television advertisement over social media, digital channels and
YouTube since being launched on 29 July 2014. Social media integration extended the reach
of the campaign. The hashtag #StopThinkRespect was included on all creative materials.
This encouraged the nation to join in the social conversation on Twitter – more than 6,000+
people used #StopThinkRespect and it was reach of the campaign. Facebook has also been a
key channel for the campaign, with an estimated campaign reach of approximately 4.42
million people. Over 357,811 people engaged with the campaign materials, a further 200,000
people watching the full television commercial and the campaign has received 50,000+ likes
and 10,000+ shares.
. beyondblue’s Man Therapy campaign, which was developed to improve men’s wellbeing
and reduce the high rate of suicide among Australian men, has included television, radio,
print, online digital and convenience advertising. It was launched in June 2013. To date
more than 14,200 people are following the campaign’s @DrBrianIronwood Twitter account.
The total lifetime traffic on the Man Therapy website continues to grow with 740,189 unique
visits to date, with over 75,000 completing the Mind Quiz while on the site. As a part of the
Channel 7/AFL partnership, beyondblue premiered the final Man Therapy campaign
component on grand final day on 27 September 2014, and combined all videos have had
2,098,972 views on television, social media and via our YouTube channel.
. beyondblue’s Heads Up campaign, which encourages business leaders to take action on
mental health problems in the workplace, included an intensive six‐week campaign
involving paid media advertising, strategic publicity and social media, which concluded on
30 June 2014. During the campaign period, the Heads Up website achieved over 80,000
unique visits. Within the Heads Up LinkedIn group, there were 623 members and 1,062
showcase page followers. Facebook and Twitter activity from beyondblue showed cumulative
figures of 709,504 views, 12,098 likes and 4,844 shares. 284,000 YouTube video views were
achieved across three video titles.
- beyondblue speakers bureau – beyondblue has a pool of speakers who have a personal
experience of depression and/or anxiety. The speakers share their stories of recovery and
encourage others to take action and get the support they need, at public events, community
forums and to the media. Beyondblue speakers attend approximately 800 events across
Australia each year. On average, 67 new requests for speakers are received each month.
- blueVoices ‐ blueVoices members share their personal experiences and perspectives to
inform beyondblue’s work.
- Conversations project – a suite of digital resources has been developed to help people
have a conversation about anxiety and depression. These resources will increase the
confidence and skills of people to talk about depression and anxiety across a range of
settings, including among families and friends, workplaces, and with health professionals.
- beyondblue National Roadshow – between February 2014 – May 2015 the beyondblue
National Roadshow is travelling over 30,000 kilometres in a big blue bus across every state
and territory in Australia, visiting hundreds of communities and encouraging all Australians
to ‘Take 1 step’ for better mental health. The Roadshow will increase community awareness
and understanding of depression and anxiety, and reduce stigma by supporting people to
share their stories.
- The STRIDE project – beyondblue, with funding from the Movember Foundation, is
commissioning research partnerships to demonstrate the impact of digital interventions to
reduce the stigma of anxiety, depression, and/or suicide in Australian men aged 30 to 64
years. The STRIDE project has been informed by beyondblue’s (2013) evidence check of
community and population‐based interventions to reduce stigma. Projects are expected to
commence in mid‐2015.
- beyondblue workplace training programs – beyondblue has a face-to-face training
program and a series of online resources to raise awareness of depression and anxiety in the
workplace, and provide practical strategies to support individuals and promote mental
health. The training programs and resources include personal stories of depression and
anxiety, which aim to increase understanding of these conditions and reduce the stigma and
discrimination experienced in workplaces.
- Discrimination and insurance program – beyondblue and Mental Health Australia
have been working together for the past ten years to reduce the discrimination experienced
by people with depression and anxiety in the insurance industry. beyondblue and Mental
Health Australia are currently building an awareness and advocacy campaign to respond to
this discrimination, and are encouraging people to share their stories.
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Recommendation 16

beyondblue has developed a range of programs to improve the mental health and wellbeing
of children and young people, and to support those experiencing mental health difficulties to
continue to participate in school, university and TAFE. These programs include:
- KidsMatter – a national mental health and wellbeing initiative for primary schools and
early childhood services, which has been implemented in over 2,000 schools.
- MindMatters – a national mental health and wellbeing initiative for secondary schools,
which will be implemented in over 1,500 schools by June 2016.
- SenseAbility ‐ a strengths‐based resilience program designed for those working with
young Australians aged 12‐18 years. The program has been implemented in over 1,500
schools.
- The Desk ‐ a free online program aimed at providing Australian tertiary students with
strategies and skills for success and wellbeing during their time at university or TAFE.

Recommendation 17

Not applicable.

Recommendation 18

See response to recommendation 10.

Black Dog Institute
Priority 1

Black Dog is involved in general advocacy work for mental health, and meets with relevant
Ministers, Shadow Ministers and backbenchers to promote the work of the Institute and the
importance of mental health.

Priority 2

Black Dog measures symptoms of mental health – anxiety, depression, happiness and
feelings that life is not worth living via the Black Dog Index every 6 months in conjunction
with NewsPoll.
We Feel and other experimental projects aims to measure the wellbeing of the community by
understanding twitter. This project has some interesting results see: WeFeel@csiro.au

Priority 3

Minimum data sets are collected in BDI clinics.

Priority 4

CRESP – Centre for Research Excellence in Suicide Prevention aims to reduce suicide rates
by 20%.

Recommendation 1

BDI Black Dog Index (as noted above).
Establishment of BDI Consumer Committee.
Establishment of Centre for Research Excellence Consumer Committee.

Recommendation 2

BDI keeps records of improvement following clinical services. BDI has developed four new
clinics to provide access to health services:
- TMS clinic run by Prof. Colleen Loo.
- Snapshot – an app to measure levels of symptoms by the public.
- Living with Deadly Thoughts – a website to help people manage suicidal thoughts
(currently in trial).
- Ibobbly- a tablet to reduce suicide in indigenous youth (also in trial though a feasibility trial
has concluded).
- Adolescent self-help program (currently in development – designed for schools).

Recommendation 3

Not applicable.

Recommendation 4

Not applicable.

Recommendation 5

BDI very interested and willing to be research and dissemination partner with others in the
indigenous space. Ibobbly and a new trial have led to integration of BDI activities with those
of Indigenous communities.

Recommendation 6

Not applicable.
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Recommendation 7

Intervention research in school environments is ongoing.
Positive psychology and mental health literacy in schools is current.
Prevention of suicide and development of mental illness a priority for research and
programs.
Education programs run by BDI involve teaching parents and the community about teenage
depression.
Adolescent treatment clinic at Black Dog is increasing, with Director, Josey Anderson, an
adolescent psychiatrist.
BDI contributing to 2 Headspace Centres.
An adolescent online self-help clinic is in development for school counsellors
HeadStrong program found to reduce stigma in young people.

Recommendation 8

Workplace programs by Sam Harvey and Black Dog Education.

Recommendation 9

Nil response.

Recommendation 10

Paper developed describing the benefits of a systems approach to suicide prevention.
Currently developing costs etc.
Report written for NMHC.

Recommendation 11

BDI member of the CREMS – at UNSW led by Maree Teesson to promote research into
comorbidity.

Recommendation 12

Nil response.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

We have undertaken a range of activities in this space and are currently investigating
modelling for suicide prevention activities, in conjunction with researchers at the University
of Melbourne.

The Butterfly Foundation
Priority 1

The Butterfly Foundation published the Deloitte Access Economics “Paying the Price” report
in November 2012, in which the prevalence and socio economic cost of eating disorders was
detailed. The annual cost of $69.7B highlights that eating disorders are a significant burden
to the public health system. With a point prevalence of 4% in 2012 (913,000 Australians)
and a lifetime prevalence of 9% (up to 20% for women) this complex psychological illness
must be a priority health issue for government.
The vision of the National Eating Disorders Collaboration (an initiative funded by federal
Department of Health) includes that eating disorders are a priority mainstream health issue
in Australia.
In June 2014 Butterfly was invited to present to a cross departmental group, organised by
Prime Minister & Cabinet’s office, on the complexities of eating disorders and the cross
sector and cross government approach required to ensure all aspects of prevention and
treatment of eating disorders were being addressed. The CEO of Mental Health Australia
also spoke at that meeting which included representatives from Health, Treasury, Finance
and Social Services. PMC was interested to understand the complexities to better inform
approaches and priorities for the health systems at both federal and state / territory levels,
the essential interconnect between health and social welfare systems, the role of private
health, and the cross departmental priorities for population health messages and prevention
initiatives.
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The Butterfly Foundation and the National Eating Disorders Collaboration have provided the
Department of Health and the Minister with reports that examine the optimal treatment
model, opportunities for service implementation within current funding programs, and the
significant national gaps in prevention and treatment services. The National Eating
Disorders Collaboration continues to consult with regional and rural communities to
establish local networks, provide professional development and advise on service
implementation.
The National Eating Disorders Collaboration and Butterfly Foundation have provided
reports to and have met with various State Governments as they have developed eating
disorders services plans, including South Australia, Victoria and NSW.
The Butterfly Foundation has commissioned a further report from Deloitte Access
Economics to examine the cost / benefits of treatment options. The Department has
approved the use of information from the Treatment Options report prepared for it by
Butterfly, and from the work of the NEDC, to inform this report.
In March 2014 the Butterfly Foundation provided input and advice to Chair of Australia’s
contingent to the UNHRC meeting in New York on priority issues for women (Elizabeth
Broderick in her role as Sex Discrimination Commissioner), with a focus on body image and
eating disorders issues.
During Body Image & Eating Disorders Awareness Week (the first week of September) the
Parliamentary Friends of Youth Mental Health co-hosted with the Butterfly Foundation a
townhall debate in the Main Committee Room of Parliament House. This debate focused on
the devastating impact of living with an eating disorder, with questions from those with a
lived experience to a panel comprising Professor Pat McGorry AO (Chair of NEDC, Orygen)
Professor Nick Martin (leading the Australian component of an international genome study
into anorexia nervosa), A/Prof Jane Burns (CEO of the Young & Well CRC), Dr Sloane
Madden (Director of the Sydney Children’s Hospital Network Eating Disorders Service),
Judy Goldsmith (who lost her daughter to anorexia nervosa) and Christine Morgan (National
Director NEDC and CEO of Butterfly Foundation).
Later in that week, a motion moved in the federal Senate by Senator Wright was passed
unanimously (Notice of Motion No. 413), to the following:
That the Senate:
(a) Recognises that 1 September to 7 September 2014 is National Body Image and Eating
Disorders Awareness Week;
(b) Notes that in 2012 there were more than 913,000 people in Australia living with a clinical
eating disorder, and that more than 1,800 people die each year because of these deadly
mental illnesses;
(c) Recognises the significant social and economic costs of eating disorders and the strength
and contribution of those who care for people experiencing eating disorders; and
(d) Calls on the Federal Government to take a lead in prioritising eating disorders as an
urgent mainstream health issue in Australia, and to work with all state and territory
governments to:
(i) Support the development and education of a health workforce proportional to the need,
which is able to identify and treat eating disorders;
(ii) Fund integrated treatment facilities and programs in hospitals and the community with
appropriate specialist care;
(iii) Ensure an appropriate proportion of the health budget is available for the development
and establishment of community based recovery support and prevention services; and
(iv) Provide funding and support for the necessary education and prevention programs for
young people
Following the town hall debate, the Butterfly Foundation has met with a number of Members
of Parliament, Senators and representatives of Ministers’ Offices to confirm the importance
of eating disorders being treated as a priority mental health issue. These meetings included a
discussion with the Member of Hasluck (Ken Wyatt AM) of the urgent need to work with
indigenous communities to identify the prevalence of eating disorders and the particular
health and cultural needs of those communities for prevention and treatment.
Priority 2

The Deloitte report into eating disorders, “Paying the Price” identified as an urgent priority
the need to include eating disorders in national health surveys. Following the publication of
the report, the Butterfly Foundation has met with representatives of the Australian Institute
of Health and Welfare to discuss the inclusion of the prevalence data, and opportunities to
participate in future surveys.
The needs of young people with eating disorders were included in the national mental health
survey undertaken by the Young & Well CRC, which identified the increasing prevalence and
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concerns for young men in particular around body image and eating disorders.
In August the NSW Coroner handed down findings in relation to the suicide death of a young
woman including a specific reference to her battle with anorexia nervosa up to her death.
The coronial inquest included a detailed review of the lack of information and data that is
collected and recorded within health systems where the patient is too frequently recorded for
the physical health complications caused by the eating disorder rather than as a mental
health patient with the subsequent impact that the complex psychological issues of the eating
disorder are not adequately (or some times, at all) treated.
The Deloitte report “Paying the Price” also recommended data collection on eating disorders
by the Australian Bureau of Statistics, through Medicare funded programs and within
hospital data collection systems.
Through the teleweb counselling service ED HOPE, Butterfly Foundation is collecting data
from contacts including demographics on age, location, specific illness and counselling and
support needs. This information is regularly reported to the Department of Health.
Priority 3

The National Eating Disorders Collaboration has provided an optimal model of service in its
reports to the Department of Health, with a focus on an integrated continuum of care
involving a multidisciplinary approach covering physiological, psychological, nutritional and
social needs. Within this integrated continuum the focus is on treatment outside hospital –
with inpatient admissions primarily focusing on medical stabilisation when required. The
other components of the continuum, with gradating levels of intensive support are 24/7
residential facilities (currently provided to some extent under the guise of private hospital
admissions), day programs, intensive outpatient programs, individual outpatient sessions,
and community based recovery support services with a particular focus on maintaining
sustainable recovery and avoiding relapse (currently high rates of approximately 50%).
The Butterfly Foundation is strongly advocating for the introduction of a separate Medicare
number for eating disorders, to enable the identification of patients and ensuring
appropriate access to treatment services.
The Butterfly Foundation has also worked with the NSW Government, SA Health and in
Victoria to inform on ways to break down the silo consequences of state funded health
systems and programs that are not integrated.

Priority 4

A priority issue for people with eating disorders is their ability to live a full and contributory
life, with the Deloitte report “Paying the Price” estimating productivity costs in 2012 of
$15.1B.
In 2013 the National Eating Disorders Collaboration provided the Department of Health a
detailed Gap Analysis – “A Nationally Consistent Approach to Eating Disorders” which
identifies current key gaps. In 2013/14 the NEDC has consulted broadly on the gap analysis
to identify specific issues, with a particular focus on regional and rural Australia. The results
of these consultations have been reported on to the Department.
The key gaps identified in the 2013 report, which have been consistently reinforced in
subsequent and ongoing consultations, are:
(a) Access to treatment and support
- 85% of people seeking treatment experience difficulty getting access to appropriate
treatment
- 60% of clinicians experience difficulty referring client s for treatment
- Lack of specialist inpatient services in some states & territories (Tas, NT, WA)
- Lack of specialist service in regional areas
- There is no health district in Australia that provides the recommended full continuum of
care
- Most treatment services do not include the full components of a necessary multidisciplinary team
- Current funding initiatives only provide a treatment dosage that is substantially less than
evidence based treatment dosage
- Lack of recognition of eating disorders in private health insurance and Medicare benefits
lead to significant issues around access to and affordability of necessary treatment
(b) Workforce knowledge and skills
- 50% of health professionals receive no training in eating disorders and an additional 47%
identified they believed they had received inadequate training
- There is very little awareness of eating disorders symptoms and presentations, other than
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extreme weight loss with anorexia nervosa, amongst health professionals and the general
community
(c) Standards
- 57% of clinicians providing community based treatment did not use guidelines and those in
use were inconsistent and in many instances not reflecting existing evidence based
guidelines
- Lack of strategies for integrated treatment in general health services resulted in a revolving
door experience with eating disorder patients being exited from treatment once medically
stable and not being provided with other treatment until they again presented with medical
complications
(d) Family support
- Lack of access to recovery and family support services in the local community leading to
high relapse rates
- Lack of integration of support services within general health services
(e) Consistent implementation of prevention
- No consistent implementation of eating disorders prevention initiatives
- Eating disorders not being included in the development or evaluation of mental health,
obesity prevention and general health promotion initiatives
(f) Data to inform health system development
- No data on eating disorders has been collected by the Australian Bureau of Statistics
- No data has been available to guide the development of mental health initiatives for eating
disorders.
Recommendation 1

The Butterfly Foundation and National Eating Disorders Collaboration have a primary focus
on hearing and including the voice of the lived experience to inform policy and services.
Butterfly Foundation worked contributed to the development of the youth survey for the
Young & Well CRC for the inclusion of questions around body image, disordered eating and
eating disorders.
The National Eating Disorders Collaboration has a consumer participation project which has
published guidelines on facilitating safe participation for people with eating disorders.
During 2013/15 the NEDC has been developing a skill development workshop to support safe
participation by people with eating disorders. This will lead to the development of an
evaluated resource for use by others within the mental health and other sectors.

Recommendation 2

An important area of work for eating disorders has been identifying services that people can
access for appropriate specialised treatment. In the absence of such services a focus of work
for both Butterfly Foundation and the National Eating Disorders Collaboration in this period
has been on identifying what would constitute such services and the capacity for them to be
implemented within current health systems. Approximately 4.3% of the population will
experience an eating disorder in any one year. Of these, less than a quarter (around 22%) will
receive treatment that is specific to their disorder. As few as 10% of people with bulimia
nervosa and binge eating disorder receive treatment for their eating disorder.
People with eating disorders have a significant risk of developing a chronic illness (20%) or a
long term illness of 5-15 years duration (30%). Those who do recover frequently develop
other eating disorders or mental illnesses, with 50% reporting symptoms of depression and
anxiety up to 15 years after treatment for their eating disorder. Eating disorders impact on a
person’s ability to engage with treatment and self-managed care. Social exclusion is a
significant issue with many people withdrawing, unable to participate in community or
family events particularly those with a focus around food, and with high levels of both
absenteeism and presenteeism at work.
The impact of not treating the illness is currently being assessed by Deloitte Access
Economics on behalf of the Butterfly Foundation. One of the most significant consequences
of delay in treatment and inappropriate treatment is increased longevity and severity of
illness. Without appropriate community based recovery support there is also a very high rate
of relapse (approximately 50%).
The Butterfly Foundation has provided the Department of Health with a Treatment Options
report which examined the opportunities for service implementation within current federal
funding initiatives (over the period February 2013 – February 2014). Butterfly Foundation
worked with regional health service provides to identify opportunities for improved
treatment options for eating disorders within currently funded programs. This work was to
contribute to the development of an optimal multidisciplinary service model for eating
disorders, a key focus of the National Eating Disorders Collaboration also during this period.
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While the outcomes of the consultancy identified some opportunities for service
development within current models, particularly intensive outpatient programs, it was also
identified that no current models provide sufficient evidence based dosage treatment for
complex anorexia nervosa. Intensive outpatient programs are flexible and can therefore be
implemented at different levels of intensity (early intervention, those with mild to moderate
eating disorders) and can be delivered as co-located programs with existing health services,
providing an opportunity to address gaps between primary care (GP’s and individual
psychologists) and intensive inpatient hospital treatment. The project also identified and
reinforced the importance of consultation support, information resources and professional
development to service planning and implementation.
Steering Committee Members of the National Eating Disorders Collaboration comprised the
Advisory Group for the project. The regions that participated were East Melbourne (Vic),
Townsville – Mackay (Qld), Northern Sydney (NSW), Hunter New England (NSW), Dubbo
(regional NSW), Adelaide (SA).
The National Eating Disorders Collaboration has developed an optimal service model and
service implementation guidelines, which have been provided to the Department.
The National Eating Disorders Collaboration has worked with 9 regions during this period to
consult on the Gap Analysis and the optimal service model and service implementation
guidelines, identify local service and community needs, and provide training and
professional development. These regions have been Townsville (Qld), Bunbury (WA), Wagga
Wagga (NSW), Broken Hill (NSW), Darwin (NT), Canberra (ACT), Mt Gambier (SA,
Launceston (Tas) and Bendigo (Vic).
The Butterfly Foundation has been contracted by the federal Department of Health to run
the national teleweb counselling service 1800 ED HOPE. This service provides telephone
and online counselling support including web chat services. The target service group is
anyone in the Australian community who has or is at risk of eating disorders, disordered
eating and negative body image, including sufferers, family members, carers, friends and
health and other professionals. The service has a focus on early intervention and
accessibility to web based programs with particular needs of young people and those in
regional and rural areas being a priority.
The 1800 ED HOPE service is provided 8am – 9pm Monday – Friday with an FTE of 5. It is
averaging 1,000 contacts per month, with over 60% of contacts from consumers, and 17%
from carers. 24.5% of contacts identify whether they or the person they care for has a
diagnosed eating disorder (most commonly anorexia nervosa or bulimia nervosa). 25% of
contacts are with young people under the age of 25 years, including 60% of web chats.
The majority of contacts (over 80%) are seeking support and counselling when they contact
the service, with an even higher rate receiving this support as an outcome of their contact. In
17-20% of instances a referral is made to a clinician in the contact’s local area.
Recommendation 3

Involuntary inpatient admissions are required for some people with eating disorders but this
is a minority.

Recommendation 4

Eating disorders have a very high mortality rate of 20% and women with anorexia nervosa
are 6-12 times more likely to die prematurely than those who do not suffer, including
through suicide.
Safe treatment of eating disorders requires integrated medical and psychological treatment
and this challenges the current health system which separates these two streams of health
service provision. The National Eating Disorders Collaboration has identified that
collaboration between health sectors is essential to improve all health outcomes for people
with eating disorders. Optimal service models endorsed by the National Eating Disorders
Collaboration are informed by chronic illness models.
A particular challenge for those suffering with eating disorders is appropriate classification
and recording of their illness within the health system. In a majority of instances they are
admitted for medical complications arising from the eating disorder and are classified as
medical not mental health patients. This carries through to the recording of their deaths,
with no indication on the death certificate of the impact of the eating disorder. In August
2014 the NSW Coroner made a significant shift in handing down findings into the suicide
death of a young Sydney woman that clearly indicated the causal link with her anorexia
nervosa.

Recommendation 5

The National Eating Disorders Collaboration has identified that the needs of Aboriginal and
Torres Strait Islander people with eating disorders must be urgently identified and
addressed. This is a focus of work in the current contract period.
The Butterfly Foundation has met with Ken Wyatt AM, the Member for Hasluck in WA who
has a strong commitment to the needs of all indigenous people. He is particularly concerned
about the risk of Binge Eating Disorder. The Deloitte report “Paying the Price” and the work
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of the National Eating Disorders Collaboration indicates that approximately 30% of people
being treated for obesity suffer from binge eating disorder but this is not diagnosed and
therefore not included in their treatment. This could be a particularly significant issue for
Aboriginal and Torres Strait Islander people.
Recommendation 6

The National Eating Disorders Collaboration gap analysis report identified that a key gap is
in relation to national standards and guidelines.
In relation to national standards, the first for eating disorders were developed and published
by the National Eating Disorders Collaboration in the 2012 report “Eating Disorders – An
Integrated Response to Complexity”. The standards cover essential practice and
implementation principles:
(a) Essential practice principles
(i) Person and family centred care that addressed the needs of individuals tailored to meet
individual and family needs as they develop over the course of the illness
(ii) Prioritization of prevention, early identification and early intervention to reduce the
severity, duration and impact of illness. People have access to services as soon as they are
needed: early in the development of the illness, early in help seeking and early in recurrent
episodes of illness; and
(iii) Safety and flexibility in treatment options addressing all aspects of illness: physical,
behavioural and psychological. Flexible and appropriately supported entry, exit and
transition between services supports individually tailored care planning; and
(iv) Partnering to delivery multi-disciplinary treatment in a continuum of care – treatment is
provided by a multi-disciplinary team, working in partnership with the person, their family
and other health and support providers, to implement individual care plans; and
(v) Equity of access and entry ensure that people have access to treatment and support
services when and where they are needed, early in the illness and early in each episode of
illness; and
(vi) Tertiary consultation is accessible at all levels of treatment from early intervention to
recovery support for consultation, supervision, guidance, training and referral if required;
and
(vii) Support for families and carers as integral members of the team enable them to support
the person with an eating disorder and to maintain personal good health.
(b) Implementation principles – action is required in four domains:
(i) Evidence informed and evidence generating approaches are integral to the design and
delivery of health promotion, prevention, early intervention and treatment approaches for
eating disorders, combining research evidence with expertise from people with personal
experience of eating disorders; and
(ii) A skilled workforce in which all health and frontline professionals receive training in
eating disorders to raise their awareness of the serious nature of eating disorders and to
enable them to identify, assess and contribute to the treatment of eating disorders; and
(iii) Communication to ensure an informed and responsive community that is aware of
eating disorders as serious mental and physical illnesses. Eating disorder prevention
integrates with wider physical and mental health promotion strategies to provide consistent
health information that promotes wellbeing; and
(iv) Systems support integration, collaboration and ongoing development between physical
and mental health services, private and public health services, health promotion, prevention
and treatment, health and community services and between professional disciplines. People
with personal experience of eating disorders are involved at all levels of policy development,
planning and systems development.
The adoption and implementation of evidence based service guidelines is a key component of
the National Eating Disorders Collaboration Service Implementation guide which has been
disseminated through the NEDC regional and rural consultation strategy over 2013/14.

Recommendation 7

Healthy families and communities are essential for early identification and help seeking for
treatment, and for sustained recovery post treatment. Healthy families promote resilience
and reduce the prevalence of eating disorders.
The Butterfly Foundation’s teleweb counselling service ED HOPE provides counselling
support to those with a lived experience, their carers and families, and to community
members.
Butterfly is partnering with NSW Health through Sydney Children’s Hospital Network to
deliver the first child and adolescent day program for eating disorders in NSW. This
program includes a number of components that Butterfly will contribute to with a focus on
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the needs of families, including siblings. A corporate supporter of Butterfly is proactively
contributing by funding accommodation needs of families from rural and regional NSW hen
they need to have their daughter / son admitted to the program.
The National Eating Disorders Collaboration is an information portal for those with a lived
experience, their families and carers, and for the community. The NEDC website averages
51,000 visits per month with the most accessed pages relating to general information about
eating disorders. NEDC has developed resources for GP’s, sports professionals and teachers
and has published an extensive range of fact sheets. It is currently working with ReachOut
on appropriate resources and pathways to information for young people.
The Butterfly Foundation has also worked to increase community resilience to eating
disorders by identifying high risk behaviours such as dieting and promoting healthy eating
and exercise behaviours. Butterfly has collaborated with other mental health organisations
to ensure that information on eating disorders is current and available to their stakeholders.
It has worked closely with ReachOut, Beyondblue, headspace, SANE and the Black Dog
Institute to update fact sheets and access to Butterfly’s support services.
Recommendation 8

The Deloitte Report “Paying the Price” estimated very high productivity costs associated with
eating disorders, including both presenteeism and absenteeism.
While many people with eating disorders are able to participate in the workforce there is very
little support or understanding for the challenges they face. Mental wellbeing programs in
corporate environments do not include the specific requirements of eating disorders.
The Butterfly Foundation has piloted a corporate wellbeing program with Sportsgirl. This
program educates on body image concerns, disordered eating and eating disorders. The
program was developed in 2013/14 to include separate components for managers to address
issues around managing staff members with eating disorders. Butterfly provided training to
all Business and other managers for Sportsgirl and participated in the development of online
training modules for their online education system.
The Butterfly Foundation has reviewed its offering of corporate education programs to
incorporate learnings from the Sportsgirl program. The Corporate Well Being programs will
be offered for staff education, to HR professionals for incorporation into organisational
policies and to managers who need to manage the issues of a team member with an eating
disorder in the workplace.
It has become increasingly apparent to the Butterfly Foundation as it has developed its
corporate wellbeing products that there is a lack of coordination and collaboration across the
eating disorders and mental health sectors in the development, offering and implementation
of corporate wellbeing programs. What is currently being done is ad hoc and requires
coordination. This will be a focus for the Butterfly Foundation in 2014/15.

Recommendation 9

The presentation in June to the Prime Minister and Cabinet organised meeting of
departmental representatives included those from Social Services. The mental health peer
recovery support program includes participants with eating disorders and this was noted and
discussed at that meeting. Structural discrimination is also experienced by people with
eating disorders who attempt to access social support. While workforce participation is very
important for those with mental illnesses, for someone with an eating disorder the
participation needs to be carefully gradated to their mental wellbeing – eg, someone with
anorexia nervosa who has personality traits of high achievement and perfectionism will work
compulsively during their illness, often to their detriment.

Recommendation 10

Suicide is a high risk for someone with an eating disorder. For those with anorexia nervosa
their risk of suicide is 32 times higher than for the general population, for those with bulimia
nervosa it is about 18 times higher.
In 2013/14 the Butterfly Foundation was involved in supporting a family though a coronial
inquest into the suicide death of their daughter while she was in a private hospital being
treated for anorexia nervosa.
The Butterfly Foundation provides access to experts for the family’s legal team and
contributed to the recommendations to the coroner. The findings of the coroner included
that the young woman’s anorexia nervosa was a significant causal factor of her suicide death
and noted essential improvements that are needed to the health system and how someone
with an eating disorder is cared for and supported to reduce the risk of suicide.
The Butterfly Foundation participates in the work of the Suicide Prevention Australia and
supports their collaborative goals and targets.
While the Butterfly teleweb counselling service ED HOPE is not a crisis service it is common
for those contacting the service for counselling support are themselves in personal crisis at
the time of contact. Butterfly counsellors on the service are trained in the Lifeline Suicide
Prevention program. Butterfly works in partnership with Lifeline and other crisis support
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services for referrals from the Butterfly ED HOPE service.
Recommendation 11

The majority of people with an eating disorder will also have other mental health issues and
concerns, including depression, anxiety, substance abuse and personality disorder problems.
The multidisciplinary approach to treatment of eating disorders must include addressing
such comorbidities.
The Butterfly teleweb counselling service ED HOPE has developed protocols for identifying
when a contact has co-presenting issues to the eating disorder, and referral pathways for
appropriate treatment as the Butterfly services are not equipped to deal with such
comorbidities. Butterfly Foundation has also commenced an intensive outpatient program
for people with eating disorders and all clients are required to have a therapy team in place at
the time they enter the Butterfly program. This is designed to ensure that comorbidities are
identified, appropriately addressed and taken into account when treating the eating disorder,
and appropriately supported. As it is can be very difficult to identify the primary diagnosis of
an eating disorder when there are comorbidities the approach for help seeking has to be ‘no
wrong door’. The Butterfly Foundation has worked with the Young and Well CRC on its
LINK program which focuses on access pathways for people with mental illness but with
sophisticated triaging of illness once contact has been made to best direct that person to the
specific services they require. The Butterfly Foundation is working across the mental health
sector to develop a collaborative response.

Recommendation 12

The National Eating Disorders Collaboration has published a report on Prevention and Early
Intervention including an analysis of how to integrate with such programs from other
sectors. This report was submitted to the Department in early 2013 and informed the work
of the NEDC in 2013/14 through its Advisory Group on prevention and early intervention,
the regional engagement strategy and the development of resources for GP’s and teachers.
The key recommendations and priority opportunities identified in the report are:
(a) Developing a shared and consistent approach between obesity prevention, body
dissatisfaction prevention, eating disorders prevention and general mental and physical
health promotion
(b) Developing community and professional knowledge by training and appropriately
resourcing the professional workforce, including health professionals and professional
‘gatekeeper’ roles such as teachers, school counsellors and physical activity instructors, who
are able to identify and respond to people at risk
(c) Implementation of evidence based programs on a widespread and consistent basis to high
risk groups.
The National Eating Disorders Collaboration is working through an Advisory Group to
identify the particular workforce development needs of frontline and other professionals to
improve capacity to diagnose eating disorders. Key professional groups include GP’s,
paediatricians, psychologists, psychiatrists, dentists, dieticians, and education professionals.
During the regional consultations the NEDC provides training to community and
professional groups on early warning signs and intervention strategies.
The Butterfly Foundation’s Education Services work with teachers, school counsellors and
other professionals working with young people on early identification and intervention
strategies. Early help seeking underpins all of the awareness campaigns run by the Butterfly
Foundation which have included Raise Your Hand (around Support Services), Fat Talk Free,
Plate up the Positives and most recently in Body Image & Eating Disorders Awareness Week,
the Love Your Body pledge. The Butterfly Foundation is reviewing its consumer
participation approach to ensure there is input by and feedback from the voice of lived
experience in relation to its services and awareness campaigns.
The Butterfly Foundation has liaised with MindMatters to provide access to its Free to BE
resource – developed to be delivered by teachers within curriculum. Butterfly also provides
access to information and resources for teachers and other professionals through the teleweb
counselling service ED HOPE.

Recommendation 13

The development of a peer workforce is important for the eating disorders sector. However,
as the majority of health professionals have little to no knowledge about eating disorders a
key priority is ensuring a sufficient cohort of health professionals who are able to provide
treatment and support recovery, and relevant training and supervision for peer workers.
The National Eating Disorders Collaboration has developed a Workforce Development
Blueprint in 2013/14 and continues to work on this project into 2014/15.
A particular focus for the NEDC has been on the needs of the health and allied workforce to
be able to effectively implement best practice in eating disorders, particularly in relation to
core competencies and professional development needs.
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To further this work, the NEDC engaged with organisations and individuals representing the
different health and allied disciplines, education services and those delivering professional
development and training in the eating disorders sector. This Advisory Group was chaired
by the Deputy Chair of the NEDC, Professor Phillipa Hay. The NEDC also worked with the
Australian & New Zealand Academy of Eating Disorders to consult with their membership on
core competencies which were developed and reported in the Gap Analysis report. Several
consultation sessions were conducted in NSW, Vic and online. The NEDC also produced a
consultation paper which included a literature review of current evidence in workforce
development, a summary of information from the ANZAED consultations and information
on general mental health workforce development plans in Australia. The consultation paper
was reviewed by the Advisory Group and invitees at a face to face meeting in April 2014.
This meeting identified key challenges and proposed future steps in consultation and
collaboration.
The Workforce Development Blueprint project is continuing with its overall objective being
to deliver a platform for core competencies in eating disorders enabling the development of a
workforce strategy that addresses the urgent need for a skilled workforce in eating disorders.
The NEDC has a current membership of 975 which over 850 of those members representing
health and allied professions. They have indicated that their key reason for joining the
NEDC is to obtain information and resources for them to use in their professional work.
Recommendation 14

The Butterfly Foundation’s recovery support services are based upon the inclusion of
families and support people in all instances. In addition to this general approach to all
service models, Butterfly is piloting two services which have a family based approach.
The NSW Child & Adolescent Day Program for eating disorders is the first such program in
the state and is being delivered by Sydney Children’s Hospital Network in partnership with
the Butterfly Foundation. The clinical treatment is Family Based Therapy and Butterfly’s
contribution is focusing on the physical location (Butterfly House which is located within
community), providing practical help and support to families of young people participating
in the program including sibling support, and providing accommodation and support for
families from regional and rural NSW.
Butterfly is also piloting an intensive outpatient program under exclusive licence from a
program in the US. This IOP is for clients over the age of 16 years but is based on inclusion
of family and support members. One of the three weekly group sessions includes family
members and there is close liaison between the treatment team, the client and their family
support.
Both programs are being evaluated including a key focus on the role of the family members
and the impact of this on the patients and clients.

Recommendation 15

The advocacy program of Butterfly Foundation is focused on reducing stigma and
encouraging early help seeking. Butterfly runs a number of awareness campaigns with the
aim of raising awareness that eating disorders are complex psychological disorders that are
not a lifestyle choice. Butterfly is approached on a weekly basis for contributions at all levels
of media including television, radio, print, online and social media and uses every
opportunity to promote this message of awareness and de stigmatisation, which underpin
incidents of discrimination.
Stigma for eating disorders is very high; a national awareness campaign for eating disorders
is required to begin de-stigmatising them. This campaign needs to be supported by targeted
education and awareness programs to those groups who are most at risk.

Recommendation 16

The Deloitte report “Paying the Price” identified the productivity costs of eating disorders
and highlights the need for flexibility in education, training and workforce participation for
people with eating disorders.
The Butterfly Foundation’s role in the NSW Child & Adolescent Eating Disorders Day
Program includes liaison with the young person’s school during the program and
immediately afterwards to provide assistance in transitioning the young person back to
school.

Recommendation 17

The Butterfly Foundation has supported an inmate of NSW’s prisons who was suffering
severely from anorexia nervosa. This support and assistance included access to medical
expertise, consultation with prison authorities around the issues of eating disorders, and
providing support during court appearances.

Recommendation 18

The risk of suicide for those suffering from eating disorders is well documented.
The Butterfly Foundation is working with Suicide Prevention Australia, Lifeline, Beyondblue
and other organisations to ensure that the specific needs and risks of people with eating
disorders are identified an included in suicide prevention initiatives.
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FSG Australia
Priority 1

FSG are part of the Partners in Recovery program and as part of this we work closely with
Aboriginal and Torres strait Islander people in developing links to government and creating
systems change around national priorities. As PIR is a national program I think the
learning’s from this program and what FSG are doing will be valuable.

Priority 2

Nil response.

Priority 3

FSGA conducts regular consumer surveys (qualitative and quantitative) to ascertain
effectiveness of programs and identify opportunities for improvement.
All services undergo a reflective review internally annually as well as internal audits against
the Human Services Standards. Some programs are externally audited through the
Department of Communities.
Through the Queensland Health funded program we are working towards developing
outcome reporting tools in addition to output reporting.

Priority 4

Nil response.

Recommendation 1

FSGA participated in the Queensland Alliance’s development of measuring consumer
participation.

Recommendation 2

Nil response.

Recommendation 3

Nil response.

Recommendation 4

Nil response.

Recommendation 5

Nil response.

Recommendation 6

Nil response.

Recommendation 7

Through funded programs such as the Mental Health Respite Program and Young Carers
Programs FSG has been delivering personalised and holistic responses to carers and family
needs via a three tiered response model. These being: Primary Level (Community Outreach
and Group Work), Secondary Level (short term information, referral and assistance), and
where necessary referring to agencies who provide Tertiary level support (that being
intensive early intervention, longer-term intervention).
One of the key strengths of this program has been the ability to provide in-home visits to
families with whom we work with. It is through these visits that families are able to actively
engage with workers to determine what it is which will meet their needs – therefore creating
opportunities for empowerment and resilience building.
It is by linking and engaging families and carers with information and referral to ongoing
supports which creates a stronger family focused foundation and promotes and supports
protective factors which has the ability to minimise longer term potential for crisis
situations.

Recommendation 8

In response to the challenges experienced by people living with a mental illness in gain and
maintaining meaningful employment FSG Australia has established a number of social
enterprises offering individuals opportunities to learn new skills, gain confidence and
consider potential employment options while contributing to a real working environment.
The social enterprises (Green Shop Warehouse, Op Shop and Café) work in collaboration
with employment services.
FSG Australia has a large volunteering department that offers opportunities to many of the
clients accessing the organisations programs. The PEARL Program for example, is staffed by
peer support workers whom have personal lived experience with a mental illness. A handful
of the staff employed with PEARL began as clients themselves. Through accessing support
and participating in the program these clients became more self-aware and found an interest
and passion for something that has been so beneficial in their recovery journey. That
something being peer work. Once ready to take on a new challenge these clients gained
volunteering positions, which for some lead to employment within the peer workforce, some
lead to study and others simply found the confidence to seek or gain employment in areas in
which they desire.

Recommendation 9

People who experience mental health concerns often struggle to find and maintain stable and
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suitable housing. We see patients being transferred from one hospital region to the next
within the mental health system because of a lack of housing options, and a lack of support
through the process of securing accommodation. Many individuals who would be suited to
the private rental market remain homeless due to issues such as not holding enough ID to
apply, and not understanding the process to obtain it - or lack of knowledge on how to apply
for private housing.
Many of the individuals we come into contact with are isolated and have no supports at all.
Those who can’t enter the private rental market (due to tica listings; affordability issues etc.)
struggle to find safe and stable accommodation. Hostels and boarding houses often house
people who suffer undiagnosed and untreated issues, which can in turn have a negative
impact on someone who is trying to recover from a recent mental health issue. In addition,
drug and alcohol consumption at many of these places facilitates the ongoing cycle of people
moving through the mental health system.
Through FSGA’s Transitional Recovery Program and Resident Recovery Program (funded by
Queensland Health) assists in reducing individuals exiting into homelessness at a regional
level. In response to emerging trends in needs FSGA renegotiated the TRP to include
outreach services to individuals at risk of losing their tenancy.
Lack of affordable accommodation with a high demand for rental impacts on individuals who
may struggle in rental upkeep.
FSGA is an active member of a number of community collaboratives to address
homelessness and risk of homelessness.
Transitional Recovery Program funded by Queensland Health for individuals, with mental
health challenges, who need assistance to build a meaningful life in the community and
minimise future stays in hospital. Referrals are obtained through Metro South Addictions
and Mental Health services and Partners in Recovery.
Individuals are assisted with short-term accommodation in a share house with two or three
other people. During their transitional stay, staff will walk alongside to assist participants to
discover opportunity and move towards individual goals for recovery into the future.
TRP exit strategy commences early in the stay to provide opportunity for the individual to
access safe and stable accommodation. Should the individual experience difficulty obtaining
suitable accommodation, the transitional stay can be extended.
On exit of the transitional accommodation, TRP Community outreach is offered for up to six
months. Individuals are assisted to settle into their homes and to maintain community links
vital to ensuring their accommodation remains stable and suitable to their needs.
Recommendation 10

Responding to people at risk of suicide still remains a large community challenge and
alternatives to hospitalisation minimal.
FSG Social enterprise Café offer free sessions with Peer Workers to the broader community.

Recommendation 11

Nil response.

Recommendation 12

Nil response.

Recommendation 13

FSG Australia’s PEARL Program is a Consumer Operated Service funded through
Queensland Health and works from a peer support framework. The program is staffed by
workers with their own lived experience. This program has seen huge outcome due to the
peer relationship. Clinical teams have recognised the benefits of the peer relationship and
are now working closely with the PEARL Program. This has reduced the dependency on
clinical teams and hospital settings and has connected people back into the community. The
peer workforce really compliments the clinical model as it adds another element of support,
a different approach if you will.

Recommendation 14

FSG is an active member of the Brisbane South Joint Mental Health Collaborative - Family
and Carer Engagement working group. The group recently secured PIR Innovative funding
to complete a project aimed at the development of a Family Engagement and Support
Framework. The final project report outlined 4 recommendations focusing on strategic
guidance for a whole of system approach to the local area issues and concerns of families and
other informal support networks. Further discussion has occurred to identify strategic
opportunities to disseminate the Framework and funding options explored. FSG is also
continuously engaging with service providers (such as Hospital Health Services) in support
of carers and family members being acknowledged as key providers of support.
It is in line with the Disability Service Standards, The Queensland Mental Health
Commission’s Strategic Plan and FSG’s Policies that sees the Mental Health Respite Program
for Carers and the Young Carers Program operate within a family centred systems
perspective. It is during in-home visits which allow workers to actively engage all family
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members (where possible) and to gather thorough understanding of the different roles in
which family members hold – and how best in which to support these family members. By
strengthening the family base and protective factors we are able to work with families to
increase their resilience in dealing with difficult and stressful situations.
Recommendation 15

Nil response.

Recommendation 16

The Young Carers Program plays a key role in ensuring that young people who are engaged
within a caring capacity (be that with regards to a parent or sibling) have access to means in
which support the continuation of their education. This is particularly important during
times where high levels of care are required – support which enables the young person to
continue engaging with school whilst the care recipient receives in-home/community based
support is vital.
It is through partnerships and networking which created the ‘Young Carers Took Kit’ – a
practical tool provided to Education Queensland, Youth Support Coordinators, School
Chaplains and Guidance Officers which provides education and information around what
role young carers play. This information provision provides greater opportunities for
teachers and staff to be aware of what support a young person may need, and ways in which
to support the young person as a young carer.

Recommendation 17

It is during home visits where workers are able to gather a thorough understanding of what
systems are impacting on a family and their supporters. Through means of collaborative
practices with support services, advocacy centres, Hospital Health Services and other mental
health specific supports workers are able to provide referral and information to these specific
agencies for families to ensure that they are supported within the context of rights and their
loved ones recovery journey whilst being engaged with the criminal justice system.

Recommendation 18

Nil response.

headspace
Priority 1

The responsibility for the social and emotional wellbeing of all Australians should be seen as
a shared priority and responsibility of all government departments. On some level either
directly or indirectly most Government Departments are funding services that make a
contribution to the wellbeing of their citizens. Government must take a cross portfolio
approach to mental health given the complexity of issues and the multidimensional nature of
the impact. The approach that we take in headspace is that in addition to directly targeting
young people we challenge the service system to ensure simple access and we integrate with
the existing service system and those traditionally not associated with mental health but
which make a significant contribution to health and wellbeing such as the education sector.
We remain unsuccessful in our attempts to influence vocational service provision but will
target this area which requires reform in our next strategic plan.

Priority 2

headspace has built into its systems from the outset routine data collection to monitor
outcomes over time, including clinical outcomes, vocational outcomes and service
satisfaction data for both young people and their families and friends. headspace data
collection has been developed with regard to other relevant national data collection systems
to support comparability and allow analysis between data sets, such as ATAPS. Systematic
outcome monitoring is seen as integral in allowing continuous quality improvement across
headspace programs, with data gathered informing further program development, improved
implementation processes and more effective and efficient practice.

Priority 3

headspace has multiple in-built evaluation and research processes that contribute to
continuous quality improvement and evidence-based practice. Relevant data are
systematically collected to monitor progress in both program implementation and client
outcomes. Client satisfaction data are also routinely collected from headspace clients and
information fed back to program management to improve practice. The headspace Centre of
Excellence in Youth Mental Health undertakes systematic evidence reviews that inform
practice through the education and training program and resources. headspace also partners
with research organisations to obtain research funding and utilise their research expertise to
further develop its evidence base in areas where there are gaps. Further, funding is being
provided to headspace centres to undertake projects focused on the development and
evaluation of different aspects of the model. There are currently nine service innovation
projects underway across a number of headspace centres, and each will provide information
to improve centre service delivery. The projects include research to develop better
psychosocial assessments for young people, the effectiveness of physical activity as a
treatment adjunct, and online moderated support for carers.
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Priority 4

Nil response.

Recommendation 1

Involving young people with an experience of mental health difficulties in all areas of service
design and delivery is at the core of the headspace model. headspace practices a ‘youthcentred’ approach to youth participation, with young people meaningfully engaged in all
aspects of the organisation’s structure and working in collaboration with headspace staff
from an individual level in shared decision-making across the continuum through to service
improvement. A number of strategies have been developed to increase levels of genuine
youth participation across headspace, an example of which is the headspace Youth National
Reference Group (hYNRG). hYNRG comprises a diverse group of 24 national youth
representatives from each state and territory, supported by a Youth Participation Advisor.
hYNRG members feed information back to local youth reference groups at headspace centres
and vice versa, enabling them to represent a large number of young people from around
Australia. They consult with headspace National Office on key issues via social media, email,
conference calls and regular face-to-face meetings. Members can also opt to be part of
working groups providing input on policy and program development at National Office, and
have advocated through the media and represented headspace at various external
conferences and events.
Aboriginal and Torres Strait Islander young people were integral in the development of the
recently launched ‘Yarn Safe’ campaign, providing a unique perspective on the needs of
young people within their communities from around Australia (see no. 5 for further details).

Recommendation 2

The headspace model of service has been developed in line with evidence on help-seeking
behaviour in young people to help address and overcome the barriers to accessing
appropriate services in a timely way. As such, headspace centres and programs are intended
to be engaging and developmentally appropriate for young people. A ‘no wrong door’ policy
for all headspace services ensures young people are able to access supports when and where
they need it and are not turned away when seeking help. Community awareness activities
both from a national and local perspective also serve to reduce the time taken to access
appropriate care by improving mental health literacy and understanding of pathways to care,
with activities directed not only at young people but also those who are likely to support
them accessing care such as family, friends and teachers. Training and professional
development for headspace staff further ensures that services are engaging and responsive to
the particular needs of young people, and are delivered in a developmentally appropriate
way.
Wait time data from the perspective of the young person is collected through headspace
centres, providing us with information on the length of wait for an appointment, whether an
appointment was available at the desired time, and whether the wait time was acceptable to
the young person. Data collected for 2013-14 shows that the average centre wait time for an
appointment was 1-2 weeks, with approximately 88% of young people reporting that their
wait time was not perceived as being too long.
The eheadspace program expands the ability of headspace to provide access to timely
evidence-based mental health services through the delivery of online and telephone services
for those young people who don’t feel ready to attend a centre or who prefer to engage via
online chat, email or phone. Approximately two thirds of young people accessing eheadspace
have not previously accessed mental health care.
Timely access and the provision of appropriate youth-friendly services are central
components of the newly established headspace Youth Early Psychosis Program (hYEPP),
which aims to provide access to specialist early intervention services for young people
experiencing or at risk of early psychosis. hYEPP services must be delivered in the context of
a youth-friendly culture which values youth engagement and participation and be guided by
an evidence base. A requirement of service delivery is that referrals to the program be
responded to as quickly as possible, and at least within a 24-48 hour period.

Recommendation 3

Nil response.

Recommendation 4

Physical healthcare is one of the four core streams of the headspace model, with General
Practitioners playing an essential role in the co-ordination of the physical and mental health
care needs of headspace clients. Sexual health and the health implications of psychiatric
medications and substance use are areas of particular focus at headspace centres and
through eheadspace services given the significant impact they can have on the wellbeing of
young people.
Physical healthcare is also a core component of the hYEPP program, focusing on areas of
particular relevance to young people experiencing early psychosis including metabolic
monitoring, medication side effects and sexual health. The model of service draws on the
Healthy Active Lives (HeAL) Declaration, which emphasises not only the physical health
issues faced by young people experiencing early psychosis but also how that relates to and
impacts on functional recovery. headspace believes that building the hYEPP program on a
primary health care platform is a particular strength of the model as it allows for a stronger
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focus on the physical health of young people experiencing, or at risk of, early psychosis than
has been previously possible within tertiary mental health settings through improved
integration of physical and mental health services and closer relationships between service
providers.
Recommendation 5

Considering the disproportionate rates of Aboriginal and Torres Strait Islander (A&TSI)
youth suicide, headspace recognises that there is a significant need to have youth mental
health services provide culturally appropriate and safe services and targeted community
activities to encourage early intervention and prevention. To achieve this, headspace centres
have consulted with local A&TSI communities to identify and develop locally targeted
strategies. Outcomes have included increased cultural safety training of headspace staff,
increased A&TSI youth engagement workforce, and increased promotion of headspace as a
culturally sensitive mental health service for young people. Two Service Innovation Projects
are currently underway in headspace centres in Tamworth (NSW) and Inala (QLD) with the
aim of exploring and developing best practice models for working with A&TSI young people.
headspace data suggests that such strategies are proving successful in engaging young
people, with the 7.7% of clients identifying as Aboriginal or Torres Strait Islander (as
opposed to 4.0% of 12-25 year olds in the general population). Anecdotal evidence has found
that headspace services are preferable for A&TSI young people because they’re youth
friendly, confidential, are without the family /cultural obligations encountered when they
attend A&TSI health services, and that experiences of “shame” and stigma are reduced.
The recently launched ‘Yarn Safe’ campaign was developed by headspace and a group of 12
A&TSI young people from across Australia, and aims to improve the mental health literacy of
young people of A&TSI background in order to support their engagement with headspace
centres, eheadspace and other appropriate mental health services. The campaign addresses
the identified barriers to young people in this group seeking help, including experiences of
shame, judgement, a lack of trust in services and limited knowledge of the mental health
system.
headspace has recently begun work on an initiative looking at the development of a service
model specifically for remote A&TSI communities, reflecting the recognition by headspace
that the specific needs of these communities are not always met through the usual models of
care. A funding submission is currently being developed in order to secure resources to
support the initiative, however, the first phase of model development will commence in
December 2014 regardless of the outcome of the submission. The objective of this initiative is
to develop a headspace model of care for Aboriginal and Torres Strait Islander young people
to improve physical, mental, social, community and emotional wellbeing in three remote
areas in QLD, NT and WA. These newly established outposts will be resourced by mental
health workers, and will be managed and supported by existing headspace centres in
Broome, Alice Springs and Mount Isa.
The model will be developed by an external Aboriginal and Torres Strait Islander health
consultant engaged by headspace to conduct extensive consultation with relevant
stakeholders. Participants in the consultation will include representatives from Central
Australian Aboriginal Congress (CAAC), Kimberley Aboriginal Medical Services Council
(KAMSC), Gidgee Healing and other Aboriginal leaders.

Recommendation 6

The headspace Clinical Governance Framework was revised and endorsed by the headspace
Board in December 2013. This framework operates as a key component of the headspace
Quality Framework and is drawn from the National Mental Health Standards and the
National Safety and Quality Health Service Standards. It outlines core systems and processes
aimed at managing clinical quality and risk and ensuring clear accountability to support
sound clinical decision-making. This framework also promotes continuous quality
improvement, regular monitoring and adherence to best practice principles. All headspace
centres are contractually required to use the headspace Clinical Governance Framework as
the basis for organisational systems development, to ensure quality and safety for young
people.
Centres are supported through a national network of State Managers to monitor and report
on performance relating to safety and quality through to headspace National Office.
headspace has also established a national Quality and Risk team which has oversight of
governance, assessment and improvement, monitoring and reporting across the headspace
platform. Future work includes development of an accreditation scheme to support
implementation of the National Mental Health Standards. Further resources and support
activities will be provided to centres to ensure effective implementation over time.

Recommendation 7

Nil response.

Recommendation 8

headspace recognises the importance of vocational and educational participation for people
experiencing mental health difficulties, especially in relation to young people, as reflected by
the inclusion of vocational support as one of the core streams underpinning the headspace
model. The onset of mental health difficulties during late adolescence and early adulthood
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has particular consequences for vocational participation, as it coincides with the critical
period of transition from school to further study and employment and can cause disruption
to a young person’s vocational trajectory. Helping young people to engage with or re-enter
employment is crucial not only to prevent the social and financial consequences of
unemployment but to support recovery from mental health difficulties and achieve positive
longer term outcomes.
Providing effective vocational and educational support has been a challenge for headspace
centres, however, as reliance on co-located or external vocational support providers working
within the current welfare system has created a barrier to achieving truly integrated support
options which are flexible and accessible early enough to meet the needs of headspace
clients. As such, headspace has been advocating for resources in order to increase
availability of specialised, evidence-based employment services to young people accessing
headspace services and programs, and in particular to support the provision of Individual
Placement and Support (IPS) services which have been shown to be effective in supporting
young people with mental illness to find and maintain work.
The headspace Youth Early Psychosis Program (hYEPP), which has recently commenced
operations across selected headspace centres nationally, is funded to employ specialised IPS
workers to provide educational and employment recovery services to hYEPP clients. The
model requires integration of vocational support services and clinical services, which allows
for increased communication, co-ordination and flexibility between workers and therefore
improved access and a deeper understanding by all staff of the needs of the young person.
The ability to provide IPS services in standard headspace centres would allow for the
extension of this support to all young people accessing headspace services.
Recommendation 9

headspace recognises the importance of stable, safe accommodation for all young people,
especially those experiencing mental health difficulties and those recently discharged from
treatment services. Young people who are homeless are at greater risk of mental health
problems, self-harm, suicide and substance use disorders. They also experience poorer
general health and are susceptible to a variety of health concerns, including poor nutrition
and sexually transmitted diseases. Mental health difficulties and substance use can be a
significant barrier for young people trying to access suitable accommodation, while young
people who are homeless experience significant barriers in accessing mental and physical
health care.
headspace believes that integrated, early intervention models such as the headspace service
delivery model are required to address the many factors that impact on youth homelessness
and to provide access to the range of services that young people who are homeless or at risk
of homelessness may require. headspace strongly encourages centres to include
organisations working with homeless young people on their consortiums. This not only
ensures that the needs of young people experiencing homelessness are considered in service
design and delivery, but also facilitates co-location of services and in-kind support from
consortium members in order to improve the capacity of headspace centres and programs to
provide housing support services for young people in an integrated, streamlined manner.

Recommendation 10

headspace recognises the need to address suicide amongst young people by developing,
implementing and evaluating, well co-ordinated community based suicide prevention and
postvention programs. The headspace School Support program was developed to address
this need, and seeks to provide secondary schools across Australia with suicide postvention,
prevention, and early intervention support in an effort to minimise the adverse consequences
of a suicide. The program works proactively at the local level with schools and education
departments around identifying community needs including young people at risk and the
prevention of suicide contagion. Its overall mission is to reduce the rates of suicide among
Australian secondary school students, and they key objectives of the service are to:
1. Develop and deliver best practice with regard to suicide postvention, prevention and early
intervention in schools
2. Assist secondary schools to manage their response to a suicide
3. Assist schools to identify and support students who may be at increased risk of suicide
4. Improve the knowledge, skills and confidence of secondary school staff in managing issues
related to suicide
5. Build and strengthen the relationships between schools and their local networks in order
to facilitate effective support and referral pathways for students at increased risk
6. Work with state, territory and national bodies to address policy and strategic directions, in
order to improve the ways in which schools work with at-risk students
These objectives are achieved through activities across the program’s clinical, educational
and preparedness components which are delivered via email, phone and face-to-face in all
Australian states and territories. The program is innovative in a number of ways, including
its ability to bridge the divide between the education and mental health sectors and
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encourage a new way of working with schools and school communities which is serving to
drive broader service system change. The School Support program also facilitates linkages
between school communities and the broader health and mental health systems, connecting
schools with local providers and agencies which can then strengthen and build capacity
within the whole community to respond to a suicide and prevent further suicides from
occurring.
Data collection and an internal evaluation of the program have provided information on the
appropriateness and effectiveness of the program, demonstrating that the program is well
known by school staff, perceived to be useful, and that staff have been satisfied with the
services provided. The program has also been shown to be successful in increasing the
perceived knowledge, skills and capacity of school staff to respond to young people at risk of
suicide and following a suicide, and improving their confidence and ability to respond and
provide support.
It is intended that these and future findings from ongoing data collection and evaluation will
not only be able to inform and improve service delivery within the headspace School Support
program in the future, but could be shared across agencies and government departments and
combined in order to build an evidence base for effective and appropriate suicide prevention
and postvention interventions that could be implemented more widely, particularly in those
areas of most need.
Recommendation 11

Alcohol and other drug (AOD) services are one of the four core streams of headspace service
delivery, reflecting an understanding that substance use and mental health difficulties
amongst young people are common, interrelated and require integrated models of
intervention in order to address the issues effectively. A dedicated AOD program was
established at headspace National Office in early 2014 in order to develop an organisationwide strategy for delivering best practice AOD services and resources across headspace
programs, and to support the improved integration of AOD services with the range of other
services being delivered through headspace centres and eheadspace.
Despite the high prevalence of problematic substance use amongst young people, the
perceived need for support is low, with only a small proportion of young people experiencing
difficulties accessing services. Delays in accessing appropriate support can lead to worsening
of substance use disorders, deterioration in mental health and functional decline. headspace
believes that innovative approaches are required to improve engagement with young people
in accessing information, support and direct treatment for issues related to substance misuse
and the related burden this places on their health and wellbeing.
Central to headspace’s strategy for delivering AOD services to young people is that
competence in addressing AOD issues is embedded within the mental health workforce, with
mental health clinicians supported through training and professional development
opportunities to feel confident in assessing and treating most AOD presentations. This
approach ensures that young people are not turned away from either mental health or AOD
services due to co-morbidity, and increases the likelihood of young people receiving
appropriate treatment for their presenting problem regardless of where or for what perceived
need they seek help. headspace is an ideal platform for delivering such integration of services
due to the holistic underpinnings of the service model and the close collaboration between
local AOD, mental health and other youth health providers within centres.

Recommendation 12

Nil response.

Recommendation 13

Youth participation is fundamental to the delivery of headspace services, both at a national
and local level. headspace recognises that to ensure the organisation practices a genuine and
effective approach to youth participation, it must provide young people involved in
participation and representation with resources and skills development in leadership,
advocacy and strategic thinking.
The headspace Youth Advocates for Change (YAC) program has been developed in order to
support the development of the headspace peer workforce. The program is an education and
training program for young people involved in participation roles and activities across all
headspace programs. The first stage of the project to develop that YAC program involved a
learning needs assessment to identity needs, skills, attributes and competencies required to
be effective youth advocates in the mental health sector. The assessment was conducted with
members of the headspace Youth National Reference Group and other young people engaged
in youth participation activities at headspace centres.
The second stage of the project is currently underway, and involves the development of the
two streams of the YAC program:
- Orientation – core components that all youth representatives should complete to
commence in their role as a youth representatives
- Development – components selected by participants as relevant to and depending on their
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local context and activities as Youth Reference Group (YRG) members.
The YAC program will be developed in modules and piloted concurrently or in succession
with headspace Centre Youth Reference Groups, and will include a package of resources both
for participants and trainers. Incorporated into the pilot design will be extensive evaluation
of content, resources and learning experience from both the participant and trainer
perspectives.
Recommendation 14

Family and friends inclusive practice is a core element of headspace service delivery across
all clinical programs, based on an understanding that strong family support is pivotal to the
health and wellbeing of young people and that young people are most likely to talk to their
family or friends as the first step in help-seeking around mental health difficulties. Engaging
with the family and friends of young people acknowledges the important role they play in the
young person’s life, and ensures that family and friends are sufficiently supported
themselves to care for the young person in a way which is consistent with that of their
treating team.
In order to support practice which is inclusive of family and friends across the organisation,
headspace has recently produced a Family and Friends Inclusive Handbook (see attached),
which has been distributed to all headspace centres and programs delivering direct services
to young people. The handbook supports staff to work in a sensitive and inclusive manner in
relation to family and friends in the context of a young person’s care, as well as providing
guidance for headspace centres on how to create a welcoming environment for the family
and friends of young people and to facilitate opportunities for their participation in service
development and improvement. The handbook was developed with the input of a broad
range of stakeholders, including young people, members of the headspace Family and
Friends Advisory Committee and staff members from headspace National Office.

Recommendation 15

From its establishment, the headspace initiative has had a clear role in reducing stigma
around mental health for young people, increasing mental health literacy and engaging with
hard to reach young people. The community awareness and advertising undertaken by
headspace focuses on issues that young people can easily relate to - including exam stress,
relationship break-ups and bullying – while the provision of a range of youth services on the
headspace platform provides a soft entry point for young people to engage with mental
health services while addressing other needs. Strategies such as the sharing of stories by
young people on the headspace website, the use of high profile community ambassadors
including football players and musicians, and the headspace presence at activities attended
by young people such as The Big Day Out all aim to raise awareness of headspace while
normalising the experience of mental health difficulties, reducing stigma, increasing mental
health literacy and encouraging appropriate help seeking.
The headspace ‘We’ve Got Your Back’ awareness campaign is an example of an initiative
which has been effective in raising awareness of mental health services and increasing
numbers of referrals for treatment. It was developed drawing on established behaviourchange theory, and has focused on positioning headspace as being a safe place for young
people to talk about their feelings, access services and confidently refer their friends.
headspace recognised the need to be innovative if the brand positioning was going to reach
the target audience. It was seen as important to position headspace as something appealing
to young people and more than just a clinical service. headspace needed to be relevant to
their individual experiences, values and culture and exist in spaces in which they already felt
comfortable. At the heart of the campaign has been research and continuous evaluation,
with four waves of testing during the campaign’s lifespan to test effectiveness and awareness
of the brand. Testing to-date has shown the campaign to be effective in improving awareness
of headspace (2% - 51% in the target group over 2 years) and increasing referral numbers,
thereby expanding the reach of services and increasing the likelihood of good outcomes for
young people experiencing mental health difficulties.

Recommendation 16

See point no. 8.

Recommendation 17

Nil response.

Recommendation 18

As discussed previously (point 10), the data collected in relation to the headspace School
Support program and the outcomes of the program’s evaluation allows for the building of an
evidence base for suicide prevention interventions and the sharing of information regarding
best practice across agencies at the local, state and federal levels. It also provides the
opportunity for resources to be directed to those programs which have been shown to be
most effective and to continually improve services based on what we know of the elements
that are most important in achieving good outcomes.
Comprehensive data are recorded about the services headspace School Support provides to
schools. To date, School Support has had contact with approximately 1,600 schools across
the country and provided support to hundreds of school representatives in relation to a
completed suicide, attempted suicide or death. Additionally, a rigorous evaluation of School
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Support has recently been undertaken, which explored awareness of and perceived need for
the service; satisfaction with School Support written resources; satisfaction with postvention
support provided by the service; impact on knowledge, awareness and skills; and the
effectiveness of gatekeeper training provided by the service. The findings show that School
Support is filling a gap in the area of suicide support for schools, is well received by
secondary schools across the country and is improving the knowledge, awareness, skills and
confidence of school staff.

Jesuit Social Services
Priority 1

Nil response.

Priority 2

Nil response.

Priority 3

Jesuit Social Services supports the development of national principles to underpin mental
health services delivery.
Such principles may include:
- outreach and engagement services for those with mental health problems, particularly
those who are among the most vulnerable and lack help-seeking behaviour;
- capacity building re mental health in other parts of the community sector;
- the importance of social inclusion, including the availability of tailored support packages
for those disengaged from education, training and employment;
- prisoners have the right to the same access to health care services as others; and
- a stronger focus on the support needs of Aboriginal and Torres Strait Islanders.
Jesuit Social Services supports the proposition that evidence-based practice should drive
service design and that funding should be directed to services able to demonstrate
improvements in participants’ mental health. As outlined below, Jesuit Social Services’
program designs are driven by evidence and continually refined though robust quality
improvement processes.
However, we have serious concerns that a national framework for outcomes based service
delivery risks being overly simplistic and thus failing to account for the complexity of client
need and of local service delivery contexts. This has been the case with the community based
mental health reforms in Victoria with devastating consequences, particularly for people
who are most vulnerable, including young people, and those who are homeless.
The Victorian reforms have applied a single price in a flexible model for delivery of mental
health care and support. Funding has been allocated to a small number of large mainstream
providers, many of whom have won contracts in locations where they have no previous
history. Almost none of these providers have experience working with especially vulnerable
people with mental illness, including young people or those who are homeless.
These outcomes have ignored a wealth of evidence that disadvantaged young people have
very poor help seeking behaviours (Rickwood, Deane, Wilson, & Ciarrochi, 2005) and lack
the supportive peer relationships that are often the most important form of assistance
(Rickwood, Deane, Wilson, & Ciarrochi, 2005). For these young people, and other people
with more complex needs, ‘soft entry’ points to mental health services that provide safe
places for people to engage and develop trusting relationships are essential for them to create
a pathway to recovery.
This evidence was the driver for our Connexions and Artful Dodgers programs providing
mental health support to disadvantaged and vulnerable young people with mental illness
using a ‘drop in’ service model and engagement strategies involving art and music programs,
as well as assertive outreach. These programs were firmly embedded in place with strong
connections to other local services and community infrastructure, and established volunteer
programs providing additional mentoring and connections for participants. Although driven
by evidence, proven to be successful with evaluation processes, and continually refined with
user feedback, these programs and other similar specialist programs providing support to
homeless older people with mental health had no place in the Victorian framework, which
simplistically focussed on ‘efficient’ mainstream service delivery across broad regions.
As the new framework has very minimal capacity for engagement of people prior to formal
assessment for support and no youth specific models of care, it is very unlikely that
vulnerable young people will continue to receive community based mental health care in
Victoria.
Another Jesuit Social Services program, Support After Suicide providing specialist
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information, counselling and support to people bereaved by suicide is another example of a
program that has used evidence to drive program design. The program model is based on
evidence that:
- bereaved people who self-select for counselling benefit show improved mental health
outcomes
- those whose mental health is most at risk from bereavement have the best possible
outcomes from group processes.
This research evidence is further supported by our own program evaluations. The most
recent evaluation in 2013 included feedback from over 100 service users and revealed that:
- three quarters of all respondents considered that Support After Suicide had helped improve
their quality of life ‘to a great or a very great extent’.
- 82% reported that they had been helped to address challenging issues ‘to a great or very
great extent’.
- Analysis of 35 clients receiving counselling support revealed that 12 clients (34%) were
considered to be at serious risk of suicide (likely, rather likely and very likely) at
commencement of counselling and only one client was considered to be at serious risk of
suicide at completion of counselling.
Priority 4

Social inclusion is a critical part of ‘achieving a contributing life’. For many very vulnerable
people with mental illness, particularly young people and those who are homeless, there are
few opportunities for social inclusion.
Services providing safe places for vulnerable people to be meaningfully and socially engaged
and which also provide pathways to mental health care and recovery are a critical part of the
picture. These services are inevitably place based and often important anchor points within
networks of local services. Artful Dodgers and Connexions are examples of place based
services providing specialist pathways to mental health care for vulnerable young people
with mental illness. Through the use of music and arts-based programs Artful Dodgers gives
young people the opportunity to develop a positive identity as artists alongside opportunities
to discuss their mental health issues. Each of these aspects of the service contributes to
improved mental health outcomes. These programs are also a part of the broader Jesuit
Community College providing a broad range of opportunities for further engagement in
vocational training and pathways to employment in which vulnerable young people are
supported in their learning by mentors and wrap-around care.

Recommendation 1

In addition to a national survey Jesuit Social Services supports models of mental health
service delivery that build participant feedback and participation into the care model. This
approach has been modelled with great success in the Support After Suicide Program.
Examples include:
- The volunteer program involving peer leadership of group programs enables participants to
not only ‘give back’ to the community, but also involves them in providing significant input
to program design
- A broader range of locations used for delivery of counselling following feedback from
service users, and users who wanted to engage but were constrained by location
- The newsletter received by participants includes content submitted by bereaved people, and
the content is guided by a participant committee
- The development of the website included user testing at multiple points in the process
- Following feedback from participants group programs were developed based around
relationships, including separate groups for parents, brothers and sisters, adult children, and
partners. Groups are also available for children, young people and men.
- Feedback led to the development of Mind and Body workshops

Recommendation 2

One important area where an expansion of support is needed is in the mental health care of
people incarcerated in Australian prisons. In Victoria, 42% of people in prison have a
psychiatric risk rating; and 87% of women in prison are victims of sexual, emotional or
physical abuse.
A report released on Mental Health Strategies for the Justice System by the Victorian
Auditor General on 15 October 2014 noted that:
“Over the past five years prisoner numbers have increased 29 per cent from a daily average
of 4 492 in 2009–10 to 5 800 in 2013–14, but there has been no increase in the number of
prison mental health beds. This has affected male prisoners particularly, with the number of
male prisoners per mental health bed rising from 85 in 2009–10 to 110 in 2013–14. The
number of female prisoners per mental health bed was 20 in 2013–14.”
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Jesuit Social Services provides support to people exiting prison with the aim of optimising
their successful, inclusive return to their families and communities.
This work reaffirms that many people leave prison with very poor mental health that
compromises their successful reintegration into the community. A much greater effort is
needed to address the mental health needs of the prisoner population, including in attending
to their mental health needs on release.
Another Jesuit Social Service program, Support After Suicide, has recognised the critical
importance of a timely response to distress and ensures people are able to access a
counselling appointment within a week of requesting support.
Recommendation 3

Nil response.

Recommendation 4

The Support After Suicide program has recently initiated Mind and Body workshops to
address physical support needs for people bereaved by suicide. These focus on both mental
and physical health and wellbeing and include nutrition, guided relaxation, mindfulness,
meditation, and yoga.

Recommendation 5

Jesuit Social Services recognises that poor mental health of Aboriginal and Torres Strait
Islander people is often interconnected with people’s displacement, lack of agency as a
community and issues with belonging and exclusion. Our capacity building approach in the
Northern Territory (e.g. Santa Teresa) purposefully aims to build community governance
and agency over decision making to enable communities to focus resources on addressing
critical drivers of broader problems. Importantly, Jesuit Social Services has been invited in
to support communities in these endeavours and provides ongoing capacity building support
where needs are identified by Aboriginal community partners.

Recommendation 6

Nil response.

Recommendation 7

Jesuit Social Services strongly supports the principle of investing in families and
communities to reduce the longer-term need for crisis services. Investing in place-based
supports and in the strength and capacity of local communities is an important element of
this broader strategy. Jesuit Social Services has adopted this community capacity approach
in our work with Aboriginal communities (e.g. Santa Teresa) in the Northern Territory and
also has a strong place-based approach in our Artful Dodgers and Connexions programs for
vulnerable young people with mental illness in Collingwood.
The Support After Suicide model is also by its nature a program that invests in healthy
families and communities by intervening to address the mental health needs of families
bereaved by suicide. The program takes a whole of family approach to care by encouraging
people to bring family with them when attending information evenings, and by providing
options for families to receive counselling and support as a family group.

Recommendation 8

Nil response.

Recommendation 9

Jesuit Social Services works with both adults and young people who are discharged from
custodial care into the community in Victoria. Housing is a major issue for these groups with
AIHW finding 43 per cent of adults exiting prison expect to do so into homelessness. Our
experience and internal data also shows that people leaving prison or youth detention face
major issues with the affordability and availability of private housing options, coupled with
limited availability of safe, secure and stable public housing options.
We deliver transitional programs for adult women (WISP), Aboriginal people (Konnect), and
young adult males (Link Out) exiting prisons in Victoria. These are currently being
retendered, but the model to date has offered only limited packages of support to work with
people with high needs across a range of areas. While housing is a major issues for many
people accessing these services, there are limited resources to provide ongoing support for
people to access and sustain housing. Resources have not kept up with the extraordinary
growth in prison numbers over the past few years.
In the Victorian Youth Justice system there is a more developed approach with the Youth
Justice Community Support Service which Jesuit Social Services runs in partnership in
Melbourne providing intensive support including access to community housing options.
These housing options are provided through Transitional Housing Management Youth
Justice Housing Pathways (THM-YJHPI) which allocates properties for young people in the
justice system. One issue is the lack of availability of a diverse range of housing options to
meet the needs of young people with more complex needs.
Through the Victorian Homelessness Action Plan we have received funding to deliver Next
Steps, a supported residential program for young people with complex needs who are
involved in the criminal justice system and at risk of homelessness. Most of these young
people also have significant mental health problems. The program includes long-term
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intensive case management support, a strong therapeutic focus, and the provision of stable
and appropriate housing with 24 hour supported accommodation provided for three
participants at Dillon House. The model is demonstrating success in stabilising housing of a
highly vulnerable group of young people, however at present the availability of ongoing
supported housing for this group remains a major issue.
Recommendation 10

Support After Suicide is one program delivering a successful and evidence-based response to
people at identified risk of suicide; those who themselves have been bereaved by suicide.
The program has been well integrated into early response systems with a significant number
of referrals coming from Victoria Police through their SupportLink referral system, as well as
from other ‘first responders’ in health services, and from the Coroner.
The program has been rigorously evaluated and continuously improved and developed in
response to participant feedback. As noted above the most recent of evaluation in 2013
included feedback from over 100 service users and revealed that:
- three quarters of all respondents considered that Support After Suicide had helped improve
their quality of life ‘to a great of a very great extent’
- 82% reported that they had been helped to address challenging issues ‘to a great or very
great extent’.
- Analysis of 35 clients receiving counselling support revealed that 12 clients (34%) were
considered to be at serious risk of suicide (likely, rather likely and very likely) at
commencement of counselling and only one client was considered to be at serious risk of
suicide at completion of counselling.
As noted above the program is able to deliver a timely response with counselling available
within a week to people seeking support.
The program has the capacity to scale up to provide an equivalent response to people
bereaved in other locations where there is currently no access to this specialist service,
including other states and rural areas.

Recommendation 11

Since 1995, Jesuit Social Services has run the Connexions program which was the first dual
diagnosis service for young people in Victoria. Connexions started as a response to the unmet
support needs of young people experiencing co-existing mental health and drug and alcohol
issues. It provides counselling (including suicide prevention and drug and alcohol support)
and intensive outreach support to young people aged 16 – 28 years old experiencing coexisting (dual diagnosis) mental health issues and alcohol and substance misuse.
An evaluation of the program conducted in 2011 outlined the positive outcomes participants
were experiencing including reduced AOD use, improved mental health and improved
overall wellbeing (Jesuit Social Services, 2011). Over the past decade other initiatives
including the National Comorbidity Initiative, Dual Diagnosis: Key Directions and Priorities
for Service Provision, the Victorian Dual Diagnosis Initiative, and Jesuit Social Services’
Improved Services Initiative have worked to build the skills of workers and capacity of
services to better meet the needs of people with comorbid substance abuse issues and mental
illness. However, an evaluation of the Victorian Dual Diagnosis Initiative in 2011 noted that
this work was not complete and that progress needed to be built on or it would be at risk of
dissipating over time (Australian Healthcare Associates, 2011).
Jesuit Social Services has concerns that current reforms to mental health and alcohol and
drug treatment services are failing to put enough emphasis on dual diagnosis services and
workforce development, with very little reference to dual diagnosis in the Victorian Alcohol
and Drug treatment services Reform Framework and the Alcohol and Drug treatment
principles. At the same time, reforms to community mental health services in Victoria have
seen specialist services including Connexions lose significant funding.

Recommendation 12

Nil response.

Recommendation 13

Support After Suicide makes a significant contribution to peer workforce development by
providing:
- specialist information on the website,
- training to peers and conference presentations,
- specialist support to other organisations, including ARBOR based in Perth; Lifeline in
Lismore, NSW; Southern Community Welfare in the Sutherland Shire of NSW and Mercy
Grief Services in Sunshine in western Melbourne
- resources developed by Support After Suicide are also used by BeyondBlue to assist people
bereaved by suicide eg. http://www.beyondblue.org.au/the-facts/suicideprevention/understanding-suicide-and-grief,
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- expert content to assist in the development of the Lifeline practice manual relating to group
support for people bereaved by suicide.
Recommendation 14

As noted above the Support After Suicide model is by its nature a program that includes
families by intervening to address the mental health needs of families bereaved by suicide.
The program takes a whole of family approach to care by encouraging people to bring family
with them when attending information evenings, and by providing options for families to
receive counselling and support as a family group.

Recommendation 15

Nil response.

Recommendation 16

Many of the people with whom we work haven’t had the opportunity to get a decent
education or find work. One in four of our participants have not completed year 8. This has
flow on effects with only 13 per cent of people we work with completing year 12 and
educational disadvantage being only one of a range of overlapping issues including mental
illness which is experienced by 45 per cent or participants.
Jesuit Community College seeks to engage with highly disadvantaged and disengaged groups
within the community and support them on pathways into education, training and
employment.
Informed by research and evidence of what works, we have developed an approach that
provides:
- tailored and flexible learning and participation pathways - this includes smaller class sizes
of between six and eight learners, utilising our three Ignite Cafe social enterprises which
provide interactive classrooms, and our Workplace Inclusion Program which engages with
employers to create meaningful work experience and employment opportunities for College
participants.
- holistic and integrated support – this includes a case management approach to each ‘high
needs’ student; assistance with referrals to third party support services (mental health,
physical health, housing, Centrelink, Immigration); and utilising volunteers and mentors in
each class
- engages participants in their wider community – engagement and programs are delivered
through outreach, and we integrate volunteering and other community engagement activities
into our courses.
There are systemic barriers to realising this approach.
This includes a lack of resources for programs to engage young people and those with high
needs in learning. Funding for alternative learning programs for high school aged students is
less than standard rates of funding while supplements in the vocational training system do
not cover the full costs of supporting high needs learners. Studies suggest that resources in
the order of one and a half times the normal funding for learners (Davies, Lamb, & Doecke,
2011) are required for alternative learning approaches for higher needs learners.
There are also some administrative barriers, particularly around alternative learning
programs for long-term disengaged students who are not attending school. In Victoria
students may be enrolled, but do not regularly attend school. This creates barriers to
accessing resources to supporting them, as funding is allocated according to participation in
learning.
We believe that these barriers contribute to longer-term disengagement with 26.5 per cent
of 18 – 24 year olds in Victoria not in education, training or work in 2012, up from 21.4 per
cent in 2008. Systemic action to tackle these barriers to education and work is desperately
needed.

Recommendation 17

Thousands of people with mental health difficulties are involved in the criminal justice
system.
In Victoria, very few of these people have the opportunity to be diverted from the justice
system through problem solving courts. The Victorian Drug Court only has 60 participants at
a time, the Assessment and Referral Court List (ARC) working with people with mental
illness at the Melbourne Magistrates Court accepted only 97 people in 2012-13, and the Koori
Magistrates and County Courts do not have state-wide coverage and operate only at the postplea stage of criminal proceedings.
There are also major issues with mental health provision in the corrections system. Victorian
Auditor General and Ombudsman have both identified resource constraints within prison
health services which impacted upon the quality of care provided to patients (Victorian
Auditor-Generals Office , 2012) (Victorian Ombudsman, 2011), particularly around mental
illness (Victorian Ombudsman, 2014).
Issues with health services within prisons have led the Australian Medical Association and
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others to call for separation of prison health services from custodial authorities and for
Medicare and Pharmaceutical Benefits Scheme eligibility to be extended to resource health
services for prisoners (Australian Medical Association, 2012).
Continuity of care during the transition extends from primary health services to mental
health, alcohol and drug, and disability services. In order to overcome these issues at a
policy level, the Australian Medical Association (2012) recommends:
- formal linkages be developed between correctional authorities and community health
services to facilitate transfer of essential information;
- ongoing arrangements with community agencies to ensure the continuation of psychiatric
care and treatment for substance misuse after release from correctional facilities;
- prison authorities arrange initial contact with community-based welfare and support
organisations; and,
- staff be trained in the specific responsibilities of post-release planning and needs
assessment (Australian Medical Association, 2012).
At a service delivery level, there are examples of how the transitions between health services
can be strengthened. Victorian prisoners with acute mental illness can access the Community
Integration Program which provides outreach support after release to access health services.
However, the program is only funded to work with 100 people per year in two prisons
(Victorian Ombudsman, 2014). A similar model operates in New South Wales, where the
Adolescent Community Integration Team provides support to young people with serious
mental illness and/or problematic drug use in regional areas. The service provides support
and advocacy for these young people in linking with and sustaining contact with treatment
services in the community.
Recommendation 18

As noted above Support After Suicide is one program delivering a successful and evidencebased response to people at identified risk of suicide; those who themselves have been
bereaved by suicide.
The program has been rigorously evaluated and continuously improved and developed in
response to participant feedback. As noted above the most recent of evaluation in 2013
included feedback from over 100 service users and revealed that:
- three quarters of all respondents considered that Support After Suicide had helped improve
their quality of life ‘to a great of a very great extent’
- 82% reported that they had been helped to address challenging issues ‘to a great or very
great extent’.
- Analysis of 35 clients receiving counselling support revealed that 12 clients (34%) were
considered to be at serious risk of suicide (likely, rather likely and very likely) at
commencement of counselling and only one client was considered to be at serious risk of
suicide at completion of counselling.
The program has the capacity to scale up to provide an equivalent response to people
bereaved in other locations where there is currently no access to this specialist service,
including other states and rural areas.

Lifeline Australia
Priority 1

Lifeline Australia has contributed to consultations and forums operated by state Mental
Health Commissions (NSW, WA, QLD) to provide advice on how crisis support services such
as Lifeline 13 11 14 and Lifeline Online Crisis Support Chat service can work with the wider
mental health services.
Lifeline Australia has provided the National Mental Health Commission with information
and research evidence on the contribution to mental health made through telephone
helplines and online crisis support services.
Lifeline Australia is establishing a Reconciliation Action Plan as a mechanism to better
include and respond to Aboriginal and Torres Strait Islander people’s needs in the pursuit of
our Vision of An Australia Free of Suicide.

Priority 2

Lifeline Australia has examined data on consumers of its services with episodic and
continuing mental health issues and uses this data for service improvement and for the
provision of advice to Government on the needs of the community.
Lifeline Australia monitors service activity data on referrals from crisis support services to
eMental Health services, and to community and primary mental health services and has
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established internal KPIs on this measure.
Lifeline Australia conducts an Annual ‘Stress Poll’ with Newspoll makes the results of this
survey publicly available for community education purposes and the promotion of mentally
healthy living, particularly through Stress Down Day.
Priority 3

Lifeline Australia has undertaken a Social Return on Investment study of the Lifeline Online
Crisis Support Chat service, to quantify the social impact and allocation of value for this
service across stakeholders and the wider community.

Priority 4

Lifeline Australia has made submissions to the National Mental Health Commission, and
engaged in discussions with colleague organisations, on potential improvements to the
funding, coordination and use of helplines and online services in Australia: this includes
better linkages between teleweb services and conventional face to face and hospital services.
Research into the profile and needs of Frequent Callers to Lifeline is identifying service gaps
for a cohort of callers with high needs and often suicidality. Recommendations on service
responses are being developed in light of the research evidence.
Lifeline Australia is a member of the National Coalition for Suicide Prevention which
includes 20+ organisations involved in suicide prevention, and which advocates for a target
on suicide prevention of ‘half the number of deaths in 10 years’.

Recommendation 1

Lifeline Australia through the Lifeline Research Foundation has been a member of the
research team to design and conduct the Care After Suicide Attempt research project,
through the Centre for Research Excellence on Suicide Prevention at Black Dog Institute.
This research has obtained information on lived experiences of people who have attempted
suicide and their carers.
Lifeline’s research program includes projects to obtain data and information from consumers
as well as third parties and observers. For instance, a major research project on Frequent
Callers to Lifeline 13 11 14 includes interviews with callers.
Lifeline Australia has established mechanisms to include advice and input from consumers
and carers to its national service programs.

Recommendation 2

Lifeline Australia has made submissions to the NMHC on the potential to improve and
enhance the operation of helplines and online services in Australia – these services provide
pathways for enabling individuals and families to access mental health services.

Recommendation 3

Lifeline Australia supports reform in this area.

Recommendation 4

Research into the profile and needs of Frequent Callers to Lifeline is identifying physical ill
health as a factor amongst this cohort of callers. Service responses are being considered in
light of the research evidence.

Recommendation 5

Lifeline Australia has refined the Aboriginal and Torres Strait Islander stream of the national
DV-Alert Training program, funded by the Department of Social Services. This program
engages with ATSI communities on issues surrounding domestic violence and provides skills
development for health and community service workers in the recognition, response to DV
issues and referral of clients/patients to specialist services.
Lifeline Australia is establishing a Reconciliation Action Plan as a mechanism to better
include and respond to Aboriginal and Torres Strait Islander people’s needs in the pursuit of
our Vision of An Australia Free of Suicide.

Recommendation 6

Lifeline Australia supports reform in this area.

Recommendation 7

Lifeline crisis support services receive many contacts from people experiencing family and
relationship crisis issues in their lives – this is one of the most frequently occurring focus
issues in a crisis call/contact to Lifeline.
Lifeline community based services through the network of Lifeline Centres are often
providing family and personal supports on relationships, financial counselling, and other
personal difficulties.

Recommendation 8

Lifeline Australia supports reform in this area.

Recommendation 9

Lifeline Australia has participated in research trials on intensive support for persons
discharged from hospital for suicide attempts and has examined the research evidence to
inform appropriate and effective ‘call back and follow up’ crisis support services that could be
offered post-discharge from hospital if resources are made available.
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Recommendation 10

Lifeline provides national services for suicide prevention:
- Crisis Support services (Lifeline 13 11 14 and Crisis Support Chat)
- Online Self-help resources –at lifeline.org.au
- Specialist crisis intervention services such as Suicide Hot Spot crisis phone service
- Education and training in suicide prevention awareness and skill development in crisis
intervention
Lifeline services have been evaluated and continue to be monitored for performance using
measures of effectiveness and process measures on quality and reliability in delivery.
Lifeline is participating through its Lifeline Research Foundation in the trial of a Victorian
Suicide Register to examine how data can be utilised in the formation and review of regional
suicide prevention action plans.
Lifeline Australia through the Lifeline Research Foundation has been a member of the
research team to design and conduct the Care After Suicide Attempt research project,
through the Centre for Research Excellence on Suicide Prevention. Lifeline is examining the
research findings as they apply for telephone helpline and online crisis support service
delivery.

Recommendation 11

Lifeline Australia supports reform in this area.

Recommendation 12

Lifeline Australia crisis support services provide a mechanism for early intervention and
research/evaluation is underway to better understand this. For instance, Lifeline Research
Foundation participated in a research study on male callers to helplines conducted by
Melbourne University, which showed promotion of mental health recovery in a positive way
by male role models increased male calls to helplines.

Recommendation 13

Lifeline Australia has working relationships with peer support services such as CAN Mental
Health and considers it training programs in crisis support skills suitable for peer workforce
development. Lifeline Australia offers accredited training programs as a Registered Training
Organisation.

Recommendation 14

Lifeline Australia supports reform in this area.

Recommendation 15

Lifeline Australia supports reform in this area.

Recommendation 16

Lifeline Australia supports reform in this area.

Recommendation 17

Lifeline Australia supports reform in this area.

Recommendation 18

Lifeline Australia is a member of the National Coalition for Suicide Prevention which
includes 20+ organisations involved in suicide prevention, and which advocates for a target
on suicide prevention of ‘half the number of deaths in 10 years’.
Lifeline Australia is participating in research trials for improved suicide prevention, e.g.
Links Project through the Young and Well CRC to trial an automated technology-based selfhelp tool for young people
Lifeline Australia has developed evidence based and expert endorsed Standards and
Guidelines on Suicide Bereavement Support Groups and these are available openly from the
Lifeline website.

Neami National
Priority 1

Neami supports the position of the Mental Health Commission and in particular the
importance of a whole of government approach.
An example is the area of workplace participation. Recent proposals in reassessing eligibility
of people with mental illness for the Disability Support Pension and moving them to
Newstart is not accompanied by a commitment to evidence based employment support
programs.
The structure of employment services at the present time offer very little constructive
assistance to the most disadvantaged job seekers, and there is no incentive to offer the kinds
of programs that would assist people to re-enter the workforce. There is potential that people
with mental health difficulties will experience a great deal of hardship as a result of the
changes to income support and there is no cross-government strategy to consider, plan for or
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manage the consequences.
There is also the need to build a greater sense of a system of care and recovery focused
support at a national level. At the present time there is no coherent framework and we have a
plethora of program initiatives rather than a mental health system. Many program initiatives
are developed on the basis of anecdotal evidence rather than solid data, resulting in poor
matching of resources to need or context and inadequate program design.
We feel that the government could improve on their funding to community managed mental
health services as people with serious mental illness spend the majority of their time in the
community. There needs to be increased Government commitment in the area of housing
and support for people with serious mental illness as well as specialised employment support
to increase people’s economic participation.
The government has not met its commitment in regard to the mental health and wellbeing of
Aboriginal and Torres Strait Islander people and there are few specific initiatives in this area,
which are sufficiently responsive to the complexity of the issues. In Victoria Neami is a
partner in a unique collaboration between a clinical service, substance abuse service,
Aboriginal Health and community mental health support, Wadamba Wilam which has been
highly effective in responding to Aboriginal people with complex needs who are homeless or
at risk of homelessness. We have also been an active partner in the Allawah Project in NSW
which offers a coordinated response to people Aboriginal people with a dual diagnosis. We
need to see funding going to models which have a demonstrated capacity to make a
difference.
Priority 2

At state and federal levels, each funding program has its own data collection approach, often
failing to draw on the AIHW data dictionaries, making it difficult to get a cross-jurisdictional
picture or permit benchmarking
Opportunities for better information to guide system development are lost. PIR is a good
example of this. A range of data systems are being used creating potential for fragmentation
National population surveys could provide a good avenue for monitoring but the indicators
for progress need to be clearly articulated, and then linked to program initiatives.

Priority 3

Activity Based Funding does is not designed to meet the need of people with a mental illness
living in the community as there are many activities in working with people in community
settings such as consumer participation that are not funded with this funding model. It is
important that emphasis is placed on outcomes rather than occupancy.
The National Disability Insurance Scheme is focussed on disability and not recovery. It will
bring disability supports to people with mental illness. These services have been difficult to
access in the past and this is a welcome however it is unlikely that the design of the scheme
can offer comprehensive supports to people with mental health difficulties. The requirement
of a “permanent disability’ is not consistent with recovery oriented models of care, and has
the potential to mitigate against early intervention and exclude people who would benefit
from services. It is our understanding that this has already occurred in the test sites. This
suggests a need to either review the design of the scheme to ensure it is able to deliver
evidence based approaches to support recovery or to create a distinction between disability
support and recovery oriented support.

Priority 4

The National Mental Health Services Planning Framework has been completed but yet to be
adopted by governments with the exception of WA. Neami investigating the applicability it
has within its service.
Establishing clear targets could be a useful way to prompt a rethink about where mental
health funding is spent.

Recommendation 1

Neami is contributing and has contributed significantly to the AMHOCN work on outcomes.
We know work is progressing on a National Experience of Service Tool that is yet to be
implemented. It is important not to reinvent the wheel and we support a national approach
to data collection.
We also encourage the Commission to consider the findings associated with the evaluation of
the MH-COPES framework in NSW and ensure that there are sufficient resources in place to
support agencies and consumers to participate in these activities; and then to consolidate the
data.
Neami has developed a Consumer Participation Framework which outlines strategies to
increase the capacity for leadership and participation on an individual, organisational,
systems and community level by building the capacity of consumers and staff with education
and training. We will also increase our employment of lived experience workers to undertake
consumer perspective work in each State to support the co-production of services. Neami has
used the National Mental Health Commissions Paid Participation Policy as a basis to develop
its own Paid Participation Policy and referenced the Participation and Engagement
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Framework in the development of it Consumer Participation Framework. Neami is
supporting a lived experience worker to undertake the National Mental Health Commissions
Leadership Program and is on the MHA National Register of Consumer leaders. We strongly
support the development of a National Consumer Organisation to facilitate a National
approach to consumer Participation and Engagement to comply with the Standard 3,
“Consumer and Carer Participation” of the National Standards of Mental Health.
Recommendation 2

Neami supports the actions but requests consideration of how “mental health services” is
defined. Often this is considered to mean clinical services. In Neami’s experience access to
sub-acute services in the community can prevent the need for in-patient admission and we
encourage a broad definition. Sub-acute services have an important role to play and need to
have a legitimate and valued role in the overall mental health system.
Currently access to clinical mental health services is tightly managed resulting in some
people not gaining access when they need it, and others being trapped in higher acuity
services due to low tolerance of risk.

Recommendation 3

Access to Neami’s services is on a voluntary basis. We support the reduction of seclusion and
restraint and are aware of State based initiatives. At a local level many in-patient units are
publicly reporting on their seclusion and restraint practices; which is a welcome initiative.
Neami is a partner in an ARC funded Research Project to support the development of
resources to support consumers to be actively involved in choice and decision-making. These
principles need to inform action in reducing restraint and seclusion.

Recommendation 4

Neami work proactively to support the physical health needs of people who access the
service. We employ Health Promotion officers in VIC, NSW, WA, SA and QLD who work on
health Initiatives e such as oral health, smoking cessation, reducing caffeine intake,
improving diet and physical activity. We have developed the Health Prompt Tool to support
identifying areas people need to address around their physical health. We are in partnership
with Sane Australia to employee peer health coaches to work with people to achieve their
physical health goals. Partnerships and protocols with community health centres support
timely access to respond to physical health needs.
Neami also employs Sustainability Officers who develop programs with people with a mental
illness such as Eat Plant Learn a program that supports people to grow and cook with their
own food.

Recommendation 5

Neami supports the actions identified, and believes it is critical that the mental health needs
of Aboriginal and TSO people are addressed
Neami supports Aboriginal people in housing and support. In Victoria we partner with the
Victorian Aboriginal Health Service, ReGeN and North Western Mental Health in Wadamba
Wilam (Renew Shelter) an Aboriginal homelessness and mental health service. In NSW we
were funded for an Aboriginal Assertive Outreach Service, unfortunately the contract has
ended and was not retendered.
Neami participated in the MHCC Aboriginal Careers in Mental Health Initiative and sees the
employment of Aboriginal people within our services as a key strategy to support
responsiveness and culturally competent service delivery.
Capacity building approaches are critical to service development. In the NT Neami has
worked alongside an Aboriginal Community controlled health service in the development of
a PHAMS program in a remote area. Two Neami staff spent a week each month for the first
eight months of the program offering mentoring and support in program design, recovery
oriented practice and documentation. This approach has been mutually beneficial.

Recommendation 6

Neami is committed to continuous improvement and has been assessed and accredited
against the following quality standards:
• Quality Improvement Council Health and
• Community Service Standards 6th Edition
• National Standards for Mental Health Services
• Victorian Department of Human Service Standards
• Queensland Human Services Quality Standards for Disability Services
• Queensland Disability Service Standards
Accreditation against the NSW Disability Service Standards will be undertaken at the end of
2014. Registering to provide disability services through the NDIA has increased the
regulatory burden with each state requiring its own standards processes and auditing
requirements. As a national scheme it would be preferable to have a single standards
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accreditation process and have cross-jurisdictional recognition. Some integration of these
standards would be helpful.
Neami is also registered with the National Disability Insurance Agency in Victoria and New
South Wales and is participating in launch sites in the Hunter and Barwon regions.
Neami has developed its own annual reporting to consumers through a “Service
Improvement Report” which articulates how feedback, evidence and consumer participation
are contributing to service quality and innovation.
Neami would welcome a project exploring the application of the National Mental Health
Standards to community mental health support services.
Recommendation 7

Neami has adopted Let’s Talk, a parenting intervention involving guided discussion with
parents about their children’s development and wellbeing. Let’s Talk provides the basis for
identifying vulnerability of both children and parents and provides information to support
effective referrals for both children and parents.
Neami has active links with the Children of Parents with a Mental Illness (COPMI), Young
Carers Networks and Families where a Parent has a Mental Illness (FAPMI) teams and is
continuing to work on the development of Let’s Talk through a Mental Illness Research Fund
Grant.

Recommendation 8

Neami welcomes a focus on employment as a pathway to recovery. The organisation actively
encourages people with a lived experience to all advertised roles, employs over 40 peer
workers and up to a dozen people in other consumer workforce roles.
Australia lags the UK and the US in offering evidence based employment support. This needs
to be addressed through the Federal Employment Services retender next year. Individual
Placement & Support has been demonstrated as the most effective model for people with
mental illness but is not generally available. Neami has recently participated in a pilot of the
model in inner city Sydney which showed great promised for this approach, particularly
where it involves a coordinated response between Job support agencies, mental health and
housing services.
Great resources in supporting employers have been developed by Beyond Blue and further
promotion of this work is important.

Recommendation 9

Safe stable and secure housing is essential for people with a mental illness to support their
recovery journey.
Neami would like to see expansion of the funding levers to encourage investment and
engagement of the corporate sector.

Recommendation 10

Neami supports these actions.

Recommendation 11

Dual diagnosis initiatives in a number of states have been successful in breaking down
barriers between mental health and substance abuse support services. But often these
initiatives attract funds only for short periods and with staff turnover and limited resourcing
can dissolve over time. . We would welcome investigation into whether this has resulted in
improvements in responsiveness to consumers.
Neami’s Way 2 Home and Wadamba Wilam programs are good examples of integrated
programs offering comprehensive responses to people with complex needs.

Recommendation 12

Neami supports these actions.
In our own organisation we are introducing co-design principles through a comprehensive
consumer participation strategy encompassing all areas of organisational operation. This is
supported by a consumer capacity building program to ensure consumers have the skills and
knowledge to participate in these activities.
Program evaluation is critical to quality service delivery, but it is an expensive exercise to
engage independent consultants, and most organisations have limited capacity to do so..
Neami has forged partnerships with universities to support the increased rigor of internal
evaluation.

Recommendation 13

Neami understands the importance of peer work contributing to a recovery focused service
and employs over 40 peer workers across its services. The organisation also has a range of
other roles where lived experience is a key selection criteria, including training, research and
management roles. Neami would welcome the opportunity to contribute to the development
of a National Mental Health Peer Workforce Development Framework.
There are few avenues to fund the employment of peer work positions, and so any initiative
to increase the levels of employment needs to be matched with funding for the roles and to
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build capacity of organisations to offer professional development, mentoring and healthy
workplace environments. In Neami’s experience it has been important to provide training to
managers to support them in understanding the role of peer workers and build their
confidence and capacity to provide supervision.
We are planning to pilot a Senior Peer work role to offer capacity building to the organisation
Neami has supported a lived experience worker to contribute to the reference group to
develop the Cert IV in Peer Work and be on the national selection committee for the Mental
Health Peer Work Champions Initiative sponsored by the National Mental Health
Commission.
Recommendation 14

Neami welcomes the development of a best practice guide. The organisation is implementing
its own project to build organisation capacity to offer an effective response to Carers and
Family inclusive practice.
It should be noted that funding models and accountability processes often do not consider
family contact as a component of direct service delivery
Neami seeks to engage with families and carers as early as possible, where the client consents
to their involvement. Neami’s assessment processes are used to:
- Identify carer / family support needs, and to facilitate appropriate referrals. This may
include referrals to services like COPMI for children of parents with a mental illness.
- Establish an appropriate role for family and carers in the client’s care team, including
engaging them in assessment, care planning, ongoing support, transition and exit processes.
In accordance with Neami’s Carers Policy, a key role of the Support Worker is to facilitate a
collaborative partnership between staff, the consumer and their family and carers, to support
the client’s recovery journey.
In Neami’s experience carers often have unmet needs due to the stress and anxiety
associated with their caring role. Where appropriate Neami will support carers to access
counselling support, address physical health needs, access respite services and link into
mutual support networks.

Recommendation 15

Neami would support the increase of advocacy agencies to advocate for people on an
individual and systemic level to stop discriminatory practice.
Awareness is a key to ending discrimination and Neami welcomes initiatives such as the
recent coverage on the ABC during Mental Health Week in demystifying mental illness.

Recommendation 16

Neami supports the Commission in this direction.

Recommendation 17

Neami works closely with Forensicare in Victoria to support the people who come in contact
with the justice system back into the community. In Neami’s experience a coordinated and
skilled approach is required to support people with complex needs effectively.
Housing stability is an important element of reducing recidivism.
An example of good practice in this area is the Way 2 Home program which demonstrated a
major reduction in contact between the justice system and people who are rough sleeping,
through the delivery of coordinated care and access to permanent housing. In another
initiative in Victoria, Wadamba Wilam, Neami is working in a co-located collaborative
service targeting Aboriginal people who are homeless, have complex needs and contact with
the justice system. The collaboration involves clinical services, substance abuse, Aboriginal
Health and recovery oriented care working closely with community housing to stabilise living
arrangements and respond in a timely way to the needs of the consumers. The program
demonstrates the effectiveness of a proactive coordinated approach in alleviating offending
behaviour.

Recommendation 18

Neami supports the initiatives proposed by the Commission. Our organisation requires all
staff to complete Suicide Intervention training as a core component of their induction. The
organisation contributed to the development of the SANE Suicide and Prevention Guide.

On the Line
Priority 1

Nil response.

Priority 2

Nil response.
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Priority 3

Nil response.

Priority 4

Nil response.

Recommendation 1

Nil response.

Recommendation 2

Nil response.

Recommendation 3

Nil response.

Recommendation 4

Nil response.

Recommendation 5

Nil response.

Recommendation 6

Nil response.

Recommendation 7

Nil response.

Recommendation 8

Nil response.

Recommendation 9

Nil response.

Recommendation 10

1. SuicideLine is a 24/7 remote telephone counselling service offering professional support to
people at risk of suicide, people concerned about someone else’s risk of suicide, and people
bereaved by suicide.
On the Line has undertaken Memoranda of Understanding arrangements with emergency
departments at Victorian hospitals to encourage and assist patients presenting at emergency
departments to be effectively referred to specialist suicide prevention telephone support
provided by SuicideLine Victoria. www.suicideline.org.au
2. The successful ATAPS Suicide Support Line is an extension of the primary health care
continuum. Active case management and clinical information exchange ensures continuity of
care for clients in the mental health system. This ensures that clients do not ‘fall through the
cracks’ between sessions with their primary health provider, or when the provider is
unavailable. This example reflects a joined up and collaborative approach by a remote case
management program and face to face services.
https://www.ontheline.org.au/services/ataps-suicide-support-line
3. On the Line also manages Veterans Line, the after-hours component of the Veterans and
Veterans Families Counselling Service (VVCS). Veterans Line ensures a 24/7 service for
veterans and their families. Veterans Line provides information to VVCS face to face
counsellors on the health and wellbeing of their clients, and alerts them to the risk of selfharming behaviours. https://www.ontheline.org.au/services/veterans-line
4. MensLine Australia provides a national 24/7 telephone, web chat and video service for
men with family and relationship concerns. MensLine collaborates by enabling a seamless
warm-linking from community and government services to MensLine. There is also a call
back service which works with vulnerable and disadvantaged clients in the medium term and
assists them to link with face to face support. www.mensline.org.au

Recommendation 11

Nil response.

Recommendation 12

Nil response.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Nil response.
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Orygen
Priority 1

A growing focus of national and international public health reform and investment priorities
is to reduce the personal, social and economic burden of mental disorders in young people.
Australia has led the way in research and innovation in youth mental health through Orygen
Youth Health, and, with national investment currently exceeding $500m over five years, this
country is now seen as a global pioneer and leader in building evidence-based national youth
mental health service systems of treatment and care.
In Australia, Victoria has been the birthplace and national engine room for the creation and
rollout of a new system of youth mental health care delivering cost-effective and evidence
based interventions to young people and their families. This transformational reform has
received bipartisan support over the past two decades, particularly gaining momentum over
the past decade. The models conceptualised and nurtured in Melbourne’s Parkville precinct
are spreading worldwide as a unique Australian contribution to improvements in global
mental health. However, there is unfinished business.
During the 2013 Federal Election campaign, the future of the National Youth Mental Health
Service System as a major health investment was secured through a commitment from the
incoming Coalition government to allocate $18m over four years in recurrent funding to
establish a new National Centre for Excellence in Youth Mental Health, led by OYHRC and
drawing in other key national partners.
While successive Federal Governments of both political persuasions from Hawke to Abbott
have played their role with strategic and innovative investments in mental health care the
same cannot be said for State governments. Things looked more promising back in the late
1980s through the ground breaking reforms of the Kennett era and this continued into the
early 2000s, Victoria established a glowing reputation as the international epicentre for
innovation and evidence based reform in mental health. The creation of assertive
community mental health teams, mainstreaming of acute care, the early psychosis and youth
mental health reforms, the clinician-scientist model of leadership and consumer
participation in mental health were central features. Victoria was enviously regarded and
later emulated by all other Australian States and many jurisdictions overseas. Sadly, this is
no longer the case.
Over the past decade, State governments have got complacent. The new system started to
buckle under the demand pressures arising from an educated community seeking help in a
timely fashion and from steady population growth. Successive governments then failed to
plan and invest for this. The new community mental health system of the 1990s was created
by cashing in the beds of the old asylums but it has not been maintained or kept pace with
community need. In fact in the absence of a reform in financing models it is shrinking
rapidly, and seems unsustainable in a world in which States “run hospitals”. Community
mental health services, through which the vast majority of the care of the mentally ill needs
to occur, operate under the governance of acute hospitals which essentially are about beds.
Hence, whenever financial shortfalls occur the community mental health budget is a very
soft target. Every year these services are eroded. This is a death of a thousand cuts.
These cuts mean that a growing number of people with serious mental illness are being
denied stable case management in the community, only to turn up later in desperate and lifethreatening situations at the emergency department. The revolving door is revolving even
faster. Meanwhile other symptoms of decline include a stalled commitment to academic
leadership in clinical services, the key source of innovation, and a decline in the morale and
culture of inpatient units and community teams. While the non-specialist or NGO
community mental health sector is now a much valued component of a modern system of
care, its future is in doubt in the wake of the recent recommissioning and the advent of
NDIA, which many fear will result in the withdrawal of even more services to the seriously
mentally ill. The role of and respect for expert clinicians in public mental health has been
steadily reduced. The public have a genuine need for this precious expertise just as they do in
cancer or cardiac disease. Non-clinical support is essential but no replacement. Sadly,
specialist expertise is no longer properly respected, its voice becoming as marginalized as
that of the patients and families. Two decades after deinstitutionalisation, State funded
public mental health systems around Australia are in deep trouble. It is particularly painful
to watch this happen in Victoria, the State that was at the vanguard of progress under both
Coalition and Labor governments.

Priority 2

It is time for a serious review of the positives and negatives of mainstreaming of mental
health care within acute general hospital systems or LHNs. Given the financial plight of
these institutions, likely to worsen in the future, the fact that the non-acute community
based services funded by State governments are yoked to this beleaguered system means that
the modest funding that survives is routinely and progressively diverted to other acute
elements of care, and is lost to mental health care. Despite substantial population growth,
especially in outer urban corridors, with escalating demand, State governments alone seem
unable to grow or even maintain these services under current arrangements and will need
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Federal partnership if such services are to survive and grow. The advent of activity based
funding for acute care poses further threats. However States (such as Victoria) could protect
her current investments and make Federal partnership more likely by immediately ringfencing these investments within hospital budgets, and then moving their governance and
financial control to community based models. The latter could include integration within
NGOs or joint ventures.
Priority 3

People with mental illness die more than 20 years earlier than other members of the general
population yet in contrast to indigenous health, no investment has yet occurred to reduce
mortality within this highest of high risk groups. These preventable deaths occur from
common medical illnesses, particularly cardiovascular disease, obesity, diabetes, cancer and
of course suicide.
We believe that the NDIS has a role to play in early intervention for Australians experiencing
a first episode of mental illness by offering these young people specific supports to allow
them to address their psychosocial and functional recovery needs, over a guaranteed
extended tenure of care if necessary. This could take the form of an individual allowance to
the young person, to be used to enable them to access specific recovery programmes or
supports, or dedicated funding to facilitate the implementation of functional recovery
programmes within early intervention services nation-wide. Such programmes have been
shown to significantly enhance recovery, as well as reduce social isolation and the impact of a
severe mental illness, and to a large extent are not supported under the current funding
arrangements. These programmes will require adequate resourcing with specialist staff, both
clinical and non-clinical, and should include vocational consultants and education liaison
officers within all early intervention services to work with each young person to support
them in attaining and maintaining in their recovery, and reaching their educational or
vocational goals.

Priority 4

In Victoria, the Liberal government has essentially replaced the dynamic reform agenda of
the previous State Labor government (which had strong cross sector support) with one of
static reorganization. Fiddling while community mental healthcare and innovation burn. It
has also failed to commit to secure funding of clinical academic leadership posts within the
public mental health system, which sustain the beachheads of quality in mental health care
throughout Victorian health care. State government support for mental health research has
been very limited too. Contrast the quality of mental health research facilities and the
infrastructure support with the basic medical research laboratories in Melbourne. Mental
Illness is the most important threat to economic prosperity and to the quality of life of all
Australians, especially those in the prime of life, yet it remains the poor cousin within
medical research across the country, a residual example of stigma and discrimination against
the mentally ill. For patients and families this is “lethal discrimination”. This is despite the
fact that Australian mental health researchers perform as well or even better than their
mainstream medical research colleagues on the world stage, and have had a much greater
translational effect in the real world. The solution requires a recognition and commitment to
reform and translational clinical research as the wellspring of reform, progress and quality
mental health care.

Recommendation 1

We support meaningful engagement of people with a lived experience in all aspects of service
delivery and design.
We believe it is important to not just measure their experience of care but the satisfaction
with the care provided.
Greater funding needs to be directed to ensure meaningful contribution and participation
can occur from people with lived experience. Without adequate investment it is likely to
return to a more tokenistic moment.

Recommendation 2

Due to poor investment and old fashioned paradigms CAMHS is weak and remote from the
coalface and needs to be restructured to cover up to 25 years and invested in much more
heavily to enable this to happen. Public mental health service representation is mandatory
on all headspace consortia however access from headspace to CAMHS and AMHS as
traditional structures with reduced community funding is still not adequate even for acute
care. Headspace is seen not as a complementary program but as an alternative to specialist
MH which it is not.
We need to create the physical health infrastructure to support GPs, dieticians and exercise
specialists to be employed within public mental health services so the health care can be
holistic and effective. Like indigenous people, patients with mental illness are clearly not
effectively treated through existing standard systems of health care.

Recommendation 3

We support the actions proposed by the NMHC, however we are concerned that with
decreasing budgets we will see a re-emergence of compulsory treatment. We support the
national development of suitable robust legal frame-work to ensure natural justice, human
rights and effective use of treatment models that avoid the use of cohesive treatments except
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in situations where it can’t be avoided.
Recommendation 4

The psychotic illnesses, including schizophrenia, are the most severe and disabling of all
mental disorders. In Australia, the recent Second National Survey of People Living with
Psychosis has estimated the prevalence of psychotic illness at 4.5 cases per 1000 people aged
between 18 and 65 years in any given year, or approximately 70,000 people Australia-wide.
Most people with a psychotic illness experience multiple relapses with periods of good or
partial recovery in between episodes, although around one third of patients have ongoing
chronic illness. Regardless of the course of their illness, the majority of people with a
psychotic disorder have significant disability, with 85% relying on Government pensions as
their main source of income. Much of the disability associated with these illnesses appears
within the first few years after their onset. Because 75% of people living with a psychotic
illness experience their first episode before 25 years of age, one of the major factors
contributing to this disability is the interruption to the affected young person’s social,
educational and vocational development that occurs at this particularly sensitive stage of life
as they begin to establish themselves as independent adults.
While the medical needs of those in the early stages of a serious mental illness are currently
covered by Medicare and state-based mental health funding, these young people have
complex needs and will benefit greatly from dedicated supports and services that address
two areas of particular need that are not covered by the current funding models: a strong
focus on psychosocial and functional recovery to allow the young person to stay in, or
resume, their education or employment and better manage their illness, and for those who
need it, an extended tenure of care within a specialist early intervention service.

Recommendation 5

Nil response.

Recommendation 6

Australia can be very proud of the substantial progress that has been made in recent years in
bringing the subject of mental ill-health and mental illness from out of the shadows and into
the mainstream of public discourse, however timely access to high quality mental health
remains elusive to most Australians. This is in stark contrast with the scenario in physical
health care and particularly cancer and cardiovascular disease, the other two of the top three
contributors to health burden in Australia. In addition to stigma reduction, much more
information is available regarding the various forms of mental ill-health, and over the past
two decades, Australia has developed world-first innovative models of care in community
mental health, early intervention and youth mental health. Yet structurally mental health
investment has failed to close the gap between the level of burden/need for care caused by
mental ill health and the availability of quality care, resulting in large numbers of Australians
being excluded. This is especially so for those with disorders too complex for Federally
funded primary mental health care yet not sufficiently life-threatening or end-stage to prise
open the triage door of state funded mental health services. They are lost in no-man’s land.
Responding to this crisis, over recent years, the Australian community and the leadership of
the mental health sector have united strongly around one high level common goal: to get a
fair deal for all Australians who experience mental ill-health. This means the same access to
and high quality of care as is available for those with physical illnesses. In concrete terms
this means equal investment in proportion to the share of the burden of disease produced by
mental illness. At 6% of the current health budget, we are currently investing at less than
50 % of this level.

Recommendation 7

Nil response.

Recommendation 8

In June 2014 Orygen released a report, Tell them they're dreaming, Work education and
Young People with Mental Illness in Australia produced, by a team of experts at OYHRC, led
by Associate Professor Eoin Killackey, to explore and identify issues associated with the
employment marginalisation among young Australians suffering mental illness. Conducted
in February and March 2014, the report examined labour market outcomes, educational
attainment, employment services for job seekers and the barriers facing young people with
mental illness looking for work. The report looks at the effects of employment as a recovery
tool and suggests any evidence-based models to improve rates of employment among young
people with mental illness.
Key recommendations are to help young Australians with mental illness realise their
employment and educational dreams:
- Fund high fidelity IPS employment and education services to be provided to young people
presenting to headspace centres around Australia. These services would be fully embedded
and come under the governance of headspace. This could be funded from a range of current
funding sources.
- Expand IPS services into mainstream community mental health services for all mental
health consumers who wish to work or return to study.
- Develop anti-stigma campaigns targeting employers, families, young people and primary
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care providers to break down attitudes that imply that young people with mental illness
cannot or should not work.
- Educate mental health clinicians about the importance of employment and education as a
part of, not the product of, recovery, such a program to be led by the recently announced
National Centre of Excellence in Youth Mental Health
- Through the provision of comprehensive early intervention services that address both
symptomatic and functional needs, provide a viable pathway to return to employment and
education and avoid commencement on the Disability Support Pension.
Recommendation 9

Nil response.

Recommendation 10

Nil response.

Recommendation 11

Nil response.

Recommendation 12

National, systematic and adequately funded early intervention approaches must not only
remain but be enhanced, ultimately arriving at the point where a fully-integrated national
specialist youth mental health service for young people with non-psychotic severe mental
illnesses is established. This would extend the benefits of youth-appropriate specialist
expertise to young people experiencing a range of severe mental illnesses, employing
specialist staff in psychotic, mood and anxiety, personality and substance use disorders,
collocated in the one service as part of an “EPPIC Plus” model, similar to that currently
provided by Orygen Youth Health in Melbourne.
An “EPPIC Plus” approach would fill an important missing gap in the Australian youth
mental health space. The Commonwealth Government, through its ongoing support of
headspace – The National Youth Mental Health Initiative, has recognised the need for a
point of primary care for young people with mild to moderate mental health difficulties.
While headspace will provide all the services required by some of these young people, a
proportion will develop more severe mental illness, while others may not come to care until
their illnesses have already developed to a level beyond the capacity of headspace to treat.
In light of this there is a need for a service system that has the capacity and the skills to treat
severe mood and anxiety disorders, severe personality disorders and severe primary alcohol
and other substance use disorders. It is known that severe levels of these disorders left
untreated for prolonged periods are associated with extremely poor functional outcomes, low
levels of social inclusion, high dependency on both clinical services and welfare support and,
particularly in relation to substance use issues, high levels of involvement with the forensic
system. In many ways these are the same problems that were experienced by people with
psychotic illness prior to the development of effective early intervention services.
The establishment of an EPPIC Plus services would address these problems. Young people
with mild to moderate mental ill-health would continue to access support at headspace.
However, young people whose problems are more severe than is appropriate for headspace
to treat would be able to access specialist youth mental health expertise through the “EPPIC
Plus” model. Establishing EPPIC Plus services would ensure continuity for those who
develop a more severe mental health problem while attending headspace (i.e. they were in
the early phase of a severe illness developing when they first sought help). It would also
ensure that those who do not come to help until they have a severe problem are given the
most comprehensive expert assistance at the earliest possible opportunity. The clinical,
health, social and economic savings of such a model are likely to be significant.
Governance of the process to establish a national network of EPPIC Plus services could be
provided through the creation of a new statutory authority. A statutory authority is appealing
as a vehicle for governance as it would provide focussed and effective leadership and
accountability within a cost efficient structure. Other options for governance include
contracting a suitably qualified lead agency to oversee the roll out of EPPIC Plus or creating a
new not-for-profit organisation (as happened with headspace).
The key responsibilities that governance body will have to fulfil are:
- Developing overall program objectives and outcome statements
- Developing guidelines for assessment and selection of potential EPPIC services
- Issuing invitations to tender for EPPIC services to health networks, State Governments and
other suitable service providers
- Assessing tender applications
- Selecting successful tenders and entering into contracts with agreed service benchmarks
with service providers
- Provision of funds to successful applicants to implement service contracts
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- Oversight of service providers according to service benchmarks
- Overall program evaluation against program objectives and outcome statements.
Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

We need to invest in a continuous State based campaign to reduce the incidence of suicide
which is largely preventable. The model for this should be the highly successful campaigns
in improve road safety and reduce the road toll run through the TAC.

The OzHelp Foundation
Priority 1

OzHelp firmly believes giving a higher profile to mental health and suicide prevention issues
is critical. Our political and community leaders can help raise the profile and reduce the
stigma often associated with mental health and suicide, they can start and steer the
conversation to improve community understanding of the issues, and help encourage
support for people with mental health issues to maintain a contributing life through
employment and good connections with the broader community.
Services for the Aboriginal and Torres Strait Islander people must be developed specifically
for their communities. There is a need to deliver strong messages in a manner appropriate
for the culture and expectations of the ATSI groupings and the sub-groups such as young
men. Services should not be a one size fits all for the indigenous community just as they are
not for the non-indigenous community.

Priority 2

OzHelp collects data on its activities for reporting purposes; however, this data is more about
the outputs not the outcomes of the related services. The data is collected to report on
government funded projects and demonstrate OzHelp has met its KPIs. Data collection for
the purposes of evaluating the effectiveness of the service is undertaken in a limited way
because of the cost of interrogating and analysing it. If funding was available to do more with
the range of data collected and make better use of it, everyone would benefit.
OzHelp is very happy to report on aspects of its service and would like to contribute to the
larger pool of data to improve the understanding of client needs and the products and
services that best meet those needs.
Some direction from government and peak bodies on the most useful data to collect would be
helpful.

Priority 3

There is currently a lot of evidence based theory on best practice service delivery for the
mental health and suicide prevention space. While it is helpful, there does not seem to be a
benchmark or minimum standard set for evidence or best practice. Some evidence does not
offer sufficient background information to determine its value. Guidance on the minimum
standards for calling information evidence would be helpful to determine its value and
application in the development of products and services.
It is unlikely that there will ever be consensus on what is good/best practice as the mental
health and suicide prevention space is so broad. It has many and varied ‘at risk’
demographics that there will always need to many different approaches to the issues to
enable agencies to connect with specific clients.
Client and family/carer feedback and a follow up regime may be the only way to measure the
long term benefit to the client. Families can provide a clear picture of how helpful and
meaningful the services have been by describing the impact of the service on the client’s
quality of life.

Priority 4

OzHelp believes in delivering services before a client reaches crisis point. Improving general
wellbeing, help seeking behaviours and health literacy can build resilience and improve
coping skills. Greater emphasis on services that engage with people and educate them about
the value of looking after their physical and mental health can be achieved by encouraging
workplaces to view mental health as a workplace health issue use the workplace to provide
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information to employees.
Client mobility can contribute social disconnection and difficulty in navigating a new service
delivery system. Improved visibility of services for clients would make it easier for them to
access to services.
Recommendation 1

OzHelp seeks feedback on its services during follow up calls undertaken 3 months and 6
months after the provision of the service. This feedback is used to improve our services or to
guide new product design and development. Our evaluations are not shared broadly, there is
no ideal forum to share this information and often it is useful only to people offering services
to the same or similar demographic. An effective information sharing network, that added
value through peer review and standardising the presentation of information, could make
information more relevant to a broader group of service providers.
A structured survey covering all aspects of services delivery and client needs would help
organisations create a better service for clients. The survey could help identify gaps in
services and availability issues. This would be particularly helpful in rural and remote areas
where service delivery is difficult and costly. It could help target services to meet the greatest
need in specific areas.
Often services are delivered in a way that suits the service provider rather than the client
group. Understanding client needs is critical when developing services.
Data analysis and information sharing will increase the value of the survey across all services
in this space. A sector online newsletter could be an excellent vehicle to encourage
information and experience sharing between service providers. It could also have a client
interface.
OzHelp is continually updating tools for collecting and evaluating client feedback for all the
service we provide.

Recommendation 2

Not applicable.

Recommendation 3

Not applicable.

Recommendation 4

OzHelp encourages better physical health through improving health literacy and help
seeking behaviour. We actively link physical and mental health as a dual imperative. It can
be difficult to get people with mental health issues to engage with professional services so
outreach services delivered by trained field officers is essential.
Improving awareness of the links between mental and physical health requires better
education at school, in the workplace and through professional services. OzHelp has been
delivering services in workplaces since 2001, the most significant barrier we face is getting
access to the workplace. Employers do not always see the value of mental health awareness
and suicide prevention to their business.
OzHelp’s Tradies Tune Up Program has been extremely successful in improving general
wellbeing outcomes for our clients. The program is delivered in blue collar workplaces to a
demographic with generally lower levels of health literacy and help seeking behaviour. The
program encourages workers to take an interest in their mental and physical wellbeing and
to make lasting changes to improve both.
A National health screening program delivered in workplaces and community centres could
promote the need for a general wellbeing approach.

Recommendation 5

OzHelp has redesigned some training to make it appropriate to Aboriginal trainees. This
service is only delivered in the Pilbara and on occasions at the request of another agency. It
would have greater value if the training could be delivered to a greater number of Aboriginal
trainees but there is no funding for it.
Financial and policy support to organisations wanting to engage with indigenous
communities to design and develop culturally appropriate products and services for
Aboriginal and Torres Strait Islanders would improve the quality and the relevance of the
product.
OzHelp products for indigenous communities:
- Life Skills Toolbox for indigenous trainees.
- Conversations for Life for suicide prevention across the broader indigenous community.

Recommendation 6

Not applicable.
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Recommendation 7

OzHelp delivers training in workplaces to break down the stigma and misunderstanding
around mental health. The purpose of delivering this training is to make workplaces safer
and more accommodating of people with mental health issues.
We believe keeping people in work contributes enormously to their mental wellbeing and
sense of self-worth. Workplace discrimination can be very damaging and adversely affect the
management of mental health issues.

Recommendation 8

OzHelp delivers workplace training for employees and managers about dealing with mental
health in the workplace and how to accommodation individual needs and break down the
fear and stigma.
Encouraging employers to treat mental health issues as a disability requiring some
accommodation is essential. Although the discrimination Act should guarantee this is the
case, most employers do not know how to accommodate mental illness in the workplace.
Guidance to employers on what accommodation is reasonable and required by law would
help.

Recommendation 9

Not applicable.

Recommendation 10

OzHelp sends field officers to visit workplaces and provide support to workers as individuals
and as a group to de-briefing after an event. Workplaces that have invited us to assist in post
crisis debriefing have found it extremely valuable and have engaged our services more
proactively to improve the resilience of their workers.
We have found working with the colleges and friends of people who suicided or attempted
suicide meets a great need that is not yet adequately addressed.
We are looking forward to the seeing outcomes of the Centre for Research Excellence in
Suicide Prevention’s project.

Recommendation 11

OzHelp uses referral pathways to assist our clients when they need access to specialised
services. Better client knowledge of the services available locally and how clients can access
them would help clients find their own way if they are reluctant to discuss their concerns
with multiple people.

Recommendation 12

OzHelp is proactively working in the suicide prevention space. Our services are largely
government funded. Recently funding has moved from a three funding period to a one year
funding period. This has had a significant impact on our ability to commit to longer term
product development and ability to attract and maintain appropriate staff. A return to the
three year funding cycle would improve the situation greatly.

Recommendation 13

OzHelp has participated in a local and small scale peer to peer exchange with other small not
for profit agencies in the community sector. We found the exchanges extremely useful and
would actively support a more structured and far reaching permanent program. OzHelp
would be keen to participate in the development and implementation of a Peer Workforce
Development Framework.

Recommendation 14

OzHelp field officers encourage workers with family issues to seek help for those issues. It is
difficult to know where to refer a client as often there are multiple issues, a one stop shop for
families mental health care would simplify referral and access for our clients.

Recommendation 15

OzHelp delivers mental health and suicide prevention awareness and education in the
workplace through training and outreach support in workplaces. The most consistent barrier
for us is the lack of importance placed on the issue by employers. Gaining greater access to
workplaces would assist us to address uninformed discrimination in workplaces.

Recommendation 16

OzHelp believes that people in education or training require the same awareness training on
mental health issues as people in the workplace. Most students’ personal experience of
mental health issues is very limited and they often have a poor understanding of how to deal
with the related issues and affected individuals. OzHelp recommends introducing awareness
workshops like the workshop we deliver to apprentices and trainees. We currently deliver
two workshops in TAFEs and some workplaces, ALERT and Life Skills Toolbox.

Recommendation 17

Not applicable.

Recommendation 18

OzHelp is very happy to contribute our data to a working group seeking to put together the
big picture of suicide and suicide attempts in
Australia. The data/information collected could help inform projects for collaborative work
amongst agencies to ensure services are available everywhere. The opportunity to plug gaps
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in services for regional and remote communities would be enormous.
Service delivery in this space would benefit from some consistency in type, availability and
access to services; this can only be achieved through a national approach.
In 2013, OzHelp delivered services to over 13,000 people across Australia. While we focus on
a particular demographic, our training has moved well beyond the blue collar worker
demographic. We believe it is important to set targets that are achievable and give greater
access where it is needed. Targets should not be set until more research is undertaken on
who is at risk and what services they believe they need to reduce that risk.

Principals Australia Institute
Priority 1

Principals Australia Institute’s vision is excellence in school leadership, and successful and
thriving students. A core commitment of the Institute is delivering services funded by
Australian, state and territory governments that enable schools to implement a whole-school
approach to mental health promotion, prevention and early intervention. During 2014, the
Institute has continued to deliver services under the KidsMatter Primary and MindMatters
initiatives, funded by the Australian Government’s Department of Health and sub-contracted
to the Institute by beyondblue.
KidsMatter Primary and MindMatters provide an efficient and consistent population-level
approach that promotes and protects the mental health, resilience and social and emotional
wellbeing of all members of the school community by working strategically with school
principals and leadership teams. No other initiative, program or service in Australia provides
this unified whole-community approach that builds the capacity of individual students and
staff and enables schools to better engage with families and community services.
Every year the mental health and wellbeing needs in school communities change as new
students and their families enter and others leave. KidsMatter Primary and MindMatters are
therefore building their core work into the core business of schools acknowledging the
ongoing cycle of new needs, challenges and new dynamics both within the school and wider
community. The ongoing physical support provided by PAI Project staff is critical and this is
highly valued by schools. This includes face to face and blended online support, which are
central to maintaining strong relationships with schools.

Priority 2

Principals Australia Institute has been involved in the development and delivery of mental
health initiatives for well over a decade. As a national organisation with a target audience of
all schools from all sectors, government and non-government, we have been in a unique
position to work closely with schools, governing bodies, school community groups and
related health services.
The Institute collects data on school participation in professional learning that it delivers to
schools. Further, schools have access to surveys to collect data from schools leaders and
schools staff and parents where KidsMatter and MindMatters frameworks are being
established and implemented.

Priority 3

The Institute is assisting beyondblue in evaluations of KidsMatter Primary in early 2015 and
MindMatters over 2014-2016. It is expected that these evaluations will add to the current
suite of research that demonstrates the positive impact of these initiatives in the schools that
are highly engaged with the implementation and ongoing use of resources provided under
these frameworks.
During 2014, the delivery of KidsMatter Primary and MindMatters professional learning and
support is moving towards a blended delivery model, using online tools and resources to
reach a great number of schools. This method of delivery is being evaluated as a part of the
redeveloped MindMatters Framework, released in early 2014 and is likely to be included in
the upcoming evaluation of KidsMatter Primary.

Priority 4

The Institute has recommended in its submission to the National Mental Health Commission
earlier this year, that the nationally agreed mental health service planning framework should
include a plan for a population-wide approach to mental health promotion, prevention and
early intervention through all education settings from early childhood to school leaving.
At present, the goal for recruiting and engaging schools in KidsMatter Primary and
MindMatters is 2,600 for KidsMatter Primary and 1,500 for MindMatters. In 2013, there
were approximately 9,500 schools in Australia. Goals and targets for national coverage in the
implementation and use of frameworks to support the promotion, prevention and early
intervention in mental health issues for young people is in progress but significant gaps in
provision exist.
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Recommendation 1

The Institute endorses the implementations of the Australian Early Development Index
(AEDI) and the Australian Middle Development Index (AMDI) as nationally standardised
assessments of young peoples’ mental health and wellbeing. Early identification of young
people with emerging mental health difficulties are an important cohort to include in any
user survey.
Schools are supported in the implementation of the KidsMatter Primary and MindMatters
frameworks through the provision of staff, parent and student surveys. The Institute is
working with beyondblue and the Australian Council for Educational Research to review and
redevelop the surveys before the end of 2014.

Recommendation 2

The Institute has been contracted to recruit, engage and support schools across Australia to
implement the KidsMatter Primary and MindMatters Frameworks.
The number of schools the Institute is contracted to support in implementing frameworks for
the promotion, prevention and early intervention of mental health issues is as follows:
- 2,600 KidsMatter Primary schools by 30 June 2015; and
- 1,500 MindMatters schools using a redeveloped framework and new online resources by 30
June 2016.
As at 30 September 2014, the Institute is supporting approximately:
- 2,268 schools with primary enrolments
- 250 schools with secondary enrolments who are existing MindMatters schools
implementing the revised framework released in early 2014 by beyondblue, and schools
undertaking professional learning to implement the framework for the first time.
In 2013, there were approximately 9,500 schools across Australia.

Recommendation 3

This issue is beyond the remit of the Institute and the programs it delivers.

Recommendation 4

The Institute recognises the importance of mental health promotion and a population
approach through whole-school staff professional learning and student education. Holistic
approaches to health promotion acknowledge the interconnection between mental health
and other aspects of health – physical, spiritual, emotional and social. The KidsMatter
Primary and MindMatters initiatives delivered to schools support a community-wide
understanding about the risk and protective factors that contribute to mental illness.
The Institute’s work with schools in mental health promotion, prevention and early
intervention in schools is strongly supported by health and community service providers
providing support and referral pathways to care as part of early intervention.

Recommendation 5

The Institute has been delivering professional learning to schools with Aboriginal and Torres
Strait Islander student enrolments during 2014. Further, the Australian Government’s
Department of Health funded the development of resources, sub-contracted to the Institute
by beyondblue, to be made available to school staff and more broadly to support Aboriginal
and Torres Strait Islander children and families in the promotion, prevention and early
intervention in mental health issues.
These resources include videos, animations and information sheets about trauma that will be
promoted by the Institute and its partners during the remainder of 2014 and into 2015.
The Institute’s success in working with diverse groups is substantiated by employing
Aboriginal and Torres Strait Islander staff to deliver professional learning to schools and
communities. Having established respectful working relationships with many remote and
multicultural communities across Australia, Institute staff have been instrumental in
working with school communities to translate resources into language to authentically create
localised products that have greater reach and impact towards suicide prevention.

Recommendation 6

This matter is outside the scope of the Institute’s service delivery in schools.

Recommendation 7

Together, KidsMatter Primary and MindMatters frameworks play a vital role in providing a
consistent, effective framework to address the social, emotional needs of their students. Both
initiatives provide effective parent and carer resources and online professional learning to
highlight the role parents play in the lives of their children by supporting teacher/parent
communication.
The flexible frameworks assist schools to support those groups who experience higher rates
of mental health concerns, including those with low socio economic status (SES), those with
a disability, those from culturally and linguistically diverse backgrounds (CALD), those in
Aboriginal and Torres Strait Islander communities and lesbian gay bisexual transgender and
intersex (LGBTI) people and where necessary provide referrals pathways to specialised
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family support services.
The KidsMatter Primary and MindMatters initiatives, where implemented, can provide a
unified whole-community approach that builds the capacity of schools to support individual
student resilience and enables schools to better engage with families; provide them with
critical information; and facilitate referral pathways to community health services which
might reduce the longer term need for crisis services.
Recommendation 8

The Institute provides a range of programs and services to support the mental health and
well-being of staff within the school community. During 2014, the Institute has delivered the
following:
1. New South Wales Secondary Principals Council Principals Health and Well-being project:
- delivery of two quality research based professional development days for principals and
school leaders (593 registrations) in metropolitan and rural settings covering all aspects of
health and well-being with a pre and post audit;
- provision of ongoing health promotion support for principals and their staff;
- provision of materials for information, management strategies and for working with
difficult staff health situations by providing long term and short term support for health and
well-being;
- utilised and confirmed the critical importance of the leadership networks in providing
personal support for leaders within schools;
- built an approach that also consolidated collegiate approaches to peer support for staff
within school sites.
2. Delivered a coordinated mental health and well-being professional learning session to over
16 schools, 32 school leaders and 400 school staff members in a NSW regional area.
3. The Institute has canvassed the state of health and levels of stress and use of whole school
approaches to health and wellbeing through a national survey for 2,500 leaders in schools. A
high level of concern was reported in 8% of those participating and 20% indicated they had
rising levels of concern for their own health and those of their staff.

Recommendation 9

The Institute and the services it delivers do not directly cover discharge planning. However,
the Institute is assisting schools to implement frameworks to support their students who
experience mental health, drug and alcohol related problems and homelessness.
Further, for some young people school is the only ‘stable and safe place’ in their life. This
emphasises the critical role that KidsMatter and MindMatters play in connecting key local
services to support young people and their families.

Recommendation 10

The Institute recognises the importance of mental health promotion and a population
approach through whole of school staff professional learning and student education. The
KidsMatter Primary and MindMatters initiatives delivered to schools support a communitywide understanding about the risk and protective factors that contribute to mental illness.
The Institute’s work with schools in mental health promotion, prevention and early
intervention in schools is strongly supported by health and community service providers
providing support and referral pathways to care as part of early intervention.
Further, the Institute assists schools to connect with first responder agencies and their
workers at a regional level.

Recommendation 11

For young people with co-existing mental health difficulties and substance use problems,
returning to school is a critical step towards achieving a contributing life.
The KidsMatter and MindMatters Frameworks include professional learning for school
action teams and school staff to provide support and referral to students with co-existing
mental health difficulties and substance abuse problems.

Recommendation 12

The Institute is sub-contracted to recruit, engage and support schools to implement
Frameworks to support the promotion, prevention and early intervention in mental health
and well-being.
As mentioned early in this report, the Institute is contracted to provide assistance to over
2,600 schools with primary school enrolments by 30 June 2015, and 1,500 schools with
secondary enrolment by 30 June 2016 to establish a whole school approach to early
intervention for students experiencing mental health difficulties. At present, the approach to
service provision is not funded to support whole of system (9,500 schools) implementation
of KidsMatter Primary and MindMatters.
To support continuous improvement driven by findings of ongoing independent and
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rigorous evaluation, the Institute is providing advice regarding data collection for the
independent evaluation of MindMatters (from October 2014 to June 2016) and
redevelopment of school leader, staff, parent and student surveys for both MindMatters and
KidsMatter Primary. An independent evaluation of KidsMatter Primary, managed by
beyondblue on behalf of the Australian Government’s Department of Health, is scheduled
during early 2015.
Recommendation 13

The Institute supports the employment of peer workers in all support and treatment settings
in addition to consideration being given to recognising Certificate IV Peer Work training
materials within in-service and pre-service teacher training.
KidsMatter and MindMatters is currently being used by a number of universities in their preservice teacher training programs, including the University of Melbourne, Curtin University
and Murdoch University.

Recommendation 14

The Institute recognises the important role that schools can play in ensuring the inclusion of
families and carers in supporting young people with mental health difficulties.
Comprehensive resources have been developed in KidsMatter Primary and MindMatters to
support schools to include families as active participants in their child’s schooling and school
community.
KidsMatter Primary, is a four component framework, one of which is Component Three:
Working with parents and carers. Component Three provides professional learning across
the following three target areas, and is complemented with resources for parents and carers:
- Collaborative working relationships with parents and carers
- Support for parenting
- Parent and carer support networks.
During 2014, the Institute has delivered 244 professional learning sessions to schools with
primary enrolments focussing on working with parents and carers and the resources families
and carers can be referred to for support.
MindMatters encourages secondary schools and families to work more closely together and
provides resources for young people and families aimed at the promotion, prevention and
early intervention in mental health issues.
By early 2015, the Institute will be supporting schools to undertake online professional
learning for Component Three - Parents and Families, using online modules covering the
following areas to families and young people:
- Meeting parents’ information needs
- Communicating with parents
- Sharing concerns with parents.

Recommendation 15

The Institute is strongly committed to the promotion and practice of anti-discrimination
towards people with mental illness. This is achieved through the delivery of professional
learning in schools to increase the knowledge and understanding of school communities,
families and young people of mental illness, its impact on individuals and the challenges
faced by young people with mental illness. During 2014, we are reaching nearly 3,000
schools to provide education in mental illness, contributing to a better understanding that
will lead to sustained ways of reducing discrimination of those with a mental illness in
schools and more broadly within the community.

Recommendation 16

The Institute, through KidsMatter and MindMatters, works actively with school
communities to ensure students and families experiencing mental illness are supported to
effectively participate in, and complete their school education.
Whilst schools are encouraged to collect data from school staff, parents, and in some cases
students, regarding the impact of implementing the KidsMatter Primary and MindMatters
frameworks, mandatory data collection and reporting to governments is not required as a
part of the Institute’s service delivery.

Recommendation 17

The KidsMatter Primary and MindMatters frameworks promote schools working with other
organisations and partners in the community to support young people with mental health
issues. Data on schools working in partnership with bodies responsible for youth justice are
not systematically collected and reported at this stage.

Recommendation 18

The Institute acknowledges the work of schools implementing KidsMatter and MindMatters
in addressing the diverse needs in communities at risk. Through these initiatives schools,
students and families are being connected with Medicare locals and other mental health
support services, cultural and other support services which are critical to keeping people safe
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and intervening early to prevent suicide and address mental health and wellbeing issues.
School communities across Australia that engage with KidsMatter and MindMatters
understand the benefits of mental health promotion, prevention and early intervention as
core to achieving educational outcomes for their students. They also acknowledge the
increased skills and knowledge that are required within their school and broader community
in supporting and addressing issues of mental health.
The Institute would be pleased to work with other organisations at the local and national
level to develop and implement pilots and participate in specific robust evaluations of the
KidsMatter Primary and MindMatters initiatives in the context of identifying strategies for
reducing and preventing suicide by young people.

ReachOut.com by Inspire Foundation
Priority 1

Crossroads – Rethinking the Australian Mental Health System
‘Crossroads’ is a collaborative report between Ernst & Young and ReachOut.com by Inspire
Foundation. This report uses existing data on levels of help seeking; current resourcing; and
salary costs to produce an economic model of current and projected workshop requirements
for the mental health sector across key professions. The National Mental Health Commission
challenged our sector to double the proportion of Australians who receive timely and
appropriate mental health services. Projections from this report show that that in
combination with population growth, an additional $9 billion over 15 years would be needed
to provide the extra 8,800 mental health professionals required to meet this objective. It is
therefore argued in this report that Australia needs to urgently evolve the way that mental
health is delivered if we are going to provide a sustainable, efficient and effective system that
can respond to an increased demand for help. The report advocates the need to evolve our
mental health care system to a stepped care framework that provides a range of help options
depending on people’s needs. A copy of the report can be downloaded here:
http://inspire.org.au/wp-content/uploads/2014/03/Crossroads_ReachOut_10Mar2014.pdf
NSW Leaders – funded by NSW Dept of Communities
At the beginning of 2014, ReachOut.com implemented its new Youth Involvement Strategy,
which works flexibly to allow young people to work with us in a range of ways, according to
their capacity and skill set. We recruited 14 Youth Leaders in targeted higher education
communities across NSW, who have so far successfully organised over 150 activities and
engaged over 8000 young people. The project aims to increase the leadership skills of young
people in their community and to raise awareness of issues relating to mental health and
help-seeking. Following the successful pilot in NSW. We are rolling out the program in WA
where we have recently trained a further 18 leaders.
Parliamentary friends
Eight ReachOut.com Youth Leaders visited Federal Parliament in May 2014, and co-hosted
an event with the Parliamentary Friends of Youth Mental Health. During the event, our
leaders introduced 20 Federal Politicians and 15 staffers to the concept of e-mental health,
by taking them on a series of guided 'tours' of how to seek help online for your mental health.
The tours were a fantastic opportunity for politicians to glimpse through a young person's
eyes the kinds of issues commonly faced by young people, the ways young people access help
and support, and how services like ReachOut.com, headspace, and Lifeline support young
people in an online environment.
NMHC consultation
ReachOut.com Youth Leaders worked with ReachOut.com staff to put out the call to young
people using our service, and professionals who support young people, to participate in the
public submissions process for the National Mental Health Commission's review of mental
health services. A number of online channels were used to recruit people to responding to the
review, including e-newsletters, social media, and promotion on the ReachOut.com website.

Priority 2

ReachOut.com Program Logic and Evaluation Framework
Data collection is governed by evidence based program logics incorporating a mixed methods
evaluation framework. This framework identifies key process, impact and outcome
indicators that are mapped to service objectives in order to monitor the characteristics of
young people accessing the service and their satisfaction with/experience of the service, as
well as collecting data to assess the impact of the service on mental health literacy and
stigma, help-seeking behaviours and mental health and wellbeing. These are measured using
a mix of qualitative methods (e.g. User Experience research) and quantitative data sources
from sophisticated web analytics integrated with cross-sectional intercept surveys. A
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longitudinal follow-up study is also planned to begin this year in collaboration with
researchers at the University of Melbourne and Wollongong University, with results expected
in 2015. Standard instruments are used in cross-sectional and longitudinal evaluation
surveys in order to provide valid, reliable and comparable measures of psychological distress,
depressive symptoms, quality of life scores and help-seeking behaviours. These include (but
are not limited to): the Kessler-10, DASS, SF-12v2, General Help-seeking Questionnaire and
Actual Help-seeking Questionnaire. A report summarising findings from the most recent
cross-sectional survey of young people using ReachOut.com was published earlier this year
and is available at: http://inspire.org.au/reachout-com-accessed-by-the-highly-distressed/ .
Over 1,600 young people aged 25 or below participated in the Annual ReachOut.com Survey
in 2013. Key findings include:
- ReachOut.com engages young people in high distress, many of whom have not previously
sought any form of help:
. 77% of young people using ReachOut.com were experiencing high or very high levels of
psychological distress;
. 21% were located in rural, regional or remote Australia and 27% were same-sex attracted
while 2% were transgender and/or intersex
. 52% of these young people who were new visitors to the service were not and had not
previously accessed any help from other professional sources (such as a medical doctor/GP,
headspace centre, eHeadspace, psychologists, psychiatristis, mental health nurses, or other
generalist or specialist mental health professionals (such as youth/social workers,
counsellors or therapists).
- ReachOut.com assists young people to seek help early with one in two young people
experiencing high or very high levels of psychological distress reporting they were more
likely to seek help from at least one of the professional sources listed above after visiting
ReachOut.com.
- The majority (85%) of young people using ReachOut.com rated the service as ‘good’ or
‘excellent’, and 81% indicated they were likely to use the service again in the future.
National Study of Mental Health Service Awareness and Utilisation
In addition to conducting service evaluation studies described above, ReachOut.com worked
with market research firm, the Paradigm Shift, in October 2013 to conduct a nationally
representative survey of 1,098 young people aged between 14 and 25 years to examine levels
of psychological distress, awareness of ReachOut.com and other youth mental health services
as well as help-seeking experiences and preferences. The study is significant because there
has been limited population surveillance of mental health problems and health service
utilisation since the ABS conducted the 2007 National Survey of Mental Health and
Wellbeing. The full study results have not yet been published but key findings include:
- 13% of young people scored high on the Kessler-6 short scale of psychological distress
- Prompted awareness of ReachOut.com was 26%
- Services with prompted awareness of 50% or greater were Beyondblue, Lifeline and Kids
Helpline
- Awareness of services was highest amongst young females (particularly those experiencing
high levels of psychological distress) and lowest amongst young males
- The majority of young people (69%) reported they were likely to search online for help if
they were experiencing personal or emotional problems while fewer than one in three (27%)
said they were likely to use a phone helpline
- There was a decline in help-seeking intentions across ‘known’ or social sources of support
(such as parents and family members) associated with high levels of psychological distress.
This is consistent with the ‘help-negation’ effect observed in other studies.
ReachOut.com plans to repeat the study in November 2014 in order to track trends in these
indicators. The results will also be submitted for publication in peer reviewed journals in
2015.
Advocacy for inclusion of sexual orientation, gender identity and intersex status
in population health data
ReachOut.com recognises that community studies show young people of diverse sexualities,
gender identities and/or intersex status are disproportionately affected by poor mental
health outcomes, yet there is limited population health data routinely collected about the
mental health and wellbeing of these communities. Accordingly, ReachOut.com contributed
to the following projects as part of a wider effort advocating for better quality data about
these communities in order to improve service planning and monitoring:
- ReachOut.com co-authored the LGBTI Health Alliance resource ‘Going Upstream - A
framework for promoting the mental health and wellbeing of lesbian, gay, bisexual,
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transgender and intersex people’ available here:
http://www.beyondblue.org.au/docs/default-source/default-document-library/bw0257going-upstream-online-o-lgbti-mental-health-promotion-framework.pdf?sfvrsn=2
- ReachOut.com advised on and contributed to the development of the following discussion
paper published by the LGBTI Health Alliance ‘LGBTI Data: Developing an evidenceinformed environment for LGBTI Health Policy’ available here:
http://www.lgbthealth.org.au/sites/default/files/LGBTI%20Data%20%20Online%20Version.pdf
- ReachOut.com co-authored a paper for presentation with the National LGBTI Health
Alliance entitled ‘Don’t Ask, Don’t Know’, highlighting the gaps in LGBTI mental health and
suicide data at the Australian Population Health Congress
- ReachOut.com conducted a sub-sample study of LGBTI Service Users entitled ‘Whenever I
need it - a special report on the help provided to LGBTI young people who access
ReachOut.com’ (available here:
http://inspire.org.au/wpcontent/uploads/2014/02/ReachOut.com_Report-Special-Reporton-LGBTQI-service-users-Feb2014.pdf
Priority 3

Evidence –Based and Effective Service provision
ReachOut.com is underpinned by evidence-based program logics, and these are used to
guide all service developments. As outlined above, the service is rigorously evaluated to
determine the impacts on young users, and provide insights for service improvement.
In the absence of national standards, ReachOut.com has developed a robust duty of care
framework for online service delivery – including online community management and social
media. As a result we have consulted to a range of organisations in the sector on safe and
effective online service delivery.
ReachOut.com collaborates across a wide range of committees and groups where best
practice in e-mental health is shared. These include:
- Technology and Wellbeing Roundtable (hosted by ReachOut.com)
- Interagency Teleweb Services Collaboration (hosted by e-headspace)
- Suicide and Social Media Roundtable (hosted by the Young and Well CRC)

Priority 4

National Coalition for Suicide Prevention
ReachOut.com is a founding member organisation of the National Coalition for Suicide
Prevention, led by Suicide Prevention Australia. The coalition aims to halve suicide deaths by
2023 using a systematic, multi-strategic and evidence-based approach, guided by the
principles of collective impact.
Crossroads
‘Crossroads-Rethinking the Australian Mental Health System’ is a collaborative report
between Ernst & Young and Reachout.com by Inspire Foundation. See Section 1 above for
further detail and a link to the report.

Recommendation 1

As discussed above, ReachOut.com regularly monitors and evaluates young people’s service
experiences and, in the absence of recent government funded population health surveys
monitoring health service utilisation and/or the mental health and wellbeing outcomes of
young people, ReachOut.com worked with market research firm, the Paradigm Shift, in
October 2013 to conduct a nationally representative survey of 1,098 young people aged
between 14 and 25 years. Key findings from both this and ReachOut.com’s most recent
evaluation studies are highlighted in the above table.
At November 2013 ReachOut.com by Inspire Foundation carried out a youth consultation on
behalf of the NSW Mental Health Commission to identify what young people would like from
a reformed mental health system. The consultations were conducted both online and offline,
in metropolitan and regional parts of NSW, and provided insights into young people’s views
on mental health system reform in NSW.

Recommendation 2

ReachOut.com Service Evaluation
In 2013 there were 1,354,826 unique visitors to ReachOut.com. The most recent survey of
over 1,600 young people aged 25 years and below accessing the service found that 77% were
experiencing high or very high levels of psychological distress, and the majority self-report
that their mental health had worsened in the previous twelve months, suggesting they are
accessing ReachOut.com in the early stages of developing mental health problems. Critically,
one in two first time visitors experiencing high or very high psychological distress had not
accessed any other forms of professional help before using the service, indicating that
ReachOut is reaching young people with unmet mental health needs. By contrast, young
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people who had low or moderate levels of psychological distress were significantly more
likely to report using ReachOut for school or university work. This highlights the potential of
ReachOut to facilitate opportunistic mental health promotion and universal preventionoriented strategies.
Crossroads
‘Crossroads-Rethinking the Australian Mental Health System’ is a collaborative report
between Ernst & Young and Reachout.com by Inspire Foundation. This report uses existing
data on levels of help seeking; current resourcing; and salary costs to produce an economic
model of current and projected workshop requirements for the mental health sector across
key professions. See sections above for further detail and a link to the report.
Recommendation 3

Not applicable.

Recommendation 4

Multi-sector and multidisciplinary partnerships to develop products that reflect
a holistic approach toward mental health
ReachOut.com has been working with the Young and Well CRC and its partners to develop
products that recognise that good mental health is more than the absence of disease but
requires a holistic approach. ReachOut.com is in the process of building three products
focused on self-management and improving physical and mental health. These are:
Recharge:
Recharge is an app which offers a personalised 6 week program that is focused on improving
mood, energy and wellbeing by putting in place good sleep/wake patterns. This product has
been built in partnership with the Young and Well CRC and Sydney University’s Brain &
Mind Research Institute.
Online Wellbeing Centre:
The Online Wellbeing Centre is a technological intervention that aims to serve as a
personalised, ongoing recommendation service for tech based tools and apps focused on
improving young people’s wellbeing. This project will be evaluated by Flinders University
through their Young and Well Towns project.
LINK:
Link will develop, establish and evaluate a service model that facilitates help-seeking,
provides decision support and functions as a self-directed gateway to relevant and
personalised mental health information and resources. ReachOut.com is working in
partnership with University of Melbourne who will evaluate this service with an RCT.

Recommendation 5

Technology and Wellbeing roundtable session
In partnership with Telstra, ReachOut.com chairs a Technology and Wellbeing roundtable
which brings together corporate, not-for-profits and government organisations who are
focused on using technology for positive ends. An ongoing commitment of this group is
sharing knowledge or bringing special knowledge. At the last session, we invited a number of
organisations/researchers who are working/researching in the area of ATSI wellbeing to talk
to the group to address gaps and share knowledge. This provided opportunities to explore
how the sector can collaborate more effectively in this space.

Recommendation 6

Quality and Safety
In the absence of national standards for delivery of e-mental health services, ReachOut.com
has developed a rigorous duty of care framework that guides our service provision. As a
result of this, we have consulted to a number of organisations that are looking to implement
or further develop their own online service delivery.
We have conducted a training needs assessment across the mental health and youth sectors
in Australia to ascertain the online service delivery training requirements of organisations,
and have ascertained there is a demand for this training. We are therefore looking to develop
and accredit a training program in this space.

Recommendation 7

ReachOut Schools Program
ReachOut.com delivers a schools program, aimed at developing resources for teachers to
provide education in mental health and wellbeing within the classroom. The program is
strengths-based with a focus on building confidence and resilience in students, as well as
raising awareness of where students can turn to for support.
ReachOut Youth Leaders - Civic Engagement
As described above, ReachOut.com has launched a youth leaders program in NSW and WA.
Young people are trained to support a range of volunteers to deliver youth mental health
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activities within their local communities. Through participating in the program, young
volunteers also reap the mental health benefits of civic participation.
Recommendation 8

Counting the Cost
Developed in partnership with Ernst & Young, this project involved the development of an
economic model that looked at the cost of young men’s mental health on the workplace.
Young men’s mental illness in Australia is costing the economy more than $3 billion each
year in lost productivity. Findings from this report suggest that early intervention including
the engagement of employers and business groups in the development and delivery of mental
health initiatives has the potential to cultivate a more productive workplace and increase the
levels of participation of young men with mental health difficulties in employment. Doing
this could potentially reduce the costs and impact of mental illness on individuals and the
Australian Economy.
Wellness at work
Wellbeing@Work is a program designed to help organisations support the mental health and
wellbeing of their employees. The program includes a presentation and workshops,
providing employees with practical ways to improve wellbeing in their work and personal
lives. Using a combination of scientific evidence, personal insights, practical tips and
resources, the program helps people learn to cope with stress in and out of the workplace and
lead a happier life.

Recommendation 9

Not applicable.

Recommendation 10

Pathways to Crisis Services
ReachOut.com is a prevention and early intervention mental health service targeted at young
people experiencing mild to moderate mental health difficulties. However we have clear and
accessible pathways to crisis services (Lifeline, KidsHelpline, Suicide Callback Service) for
young people that require additional support.
As we work in an anonymous online environment, we have established protocols with
emergency services in each state to ensure we can locate service users through IP addresses
and respond rapidly should we identify an imminent need to do so.

Recommendation 11

ReachOut.com Information and Support
ReachOut.com incorporates a diverse range of content, ranging from mental health issues to
general life troubles such as money and relationships. The content on ReachOut.com is
designed in such a way that is helps young people recognise what is going on for them and
support them in taking the next steps. Young people with comorbidities can access the
content to help identify the range of issues they might be experiencing as well as to help
them find the right source of support. Young people also use ReachOut.com as an adjunct to
treatment, when there is more going on for them than just the primary concern.

Recommendation 12

ReachOut.com places young people at the centre of everything we do, and accordingly our
research and service development activities are underpinned by a strong participatory
approach. We involve young people in regular UX (user experience) workshops to review,
test and contribute meaningfully to ongoing service development. In addition to conducting
regular monitoring and evaluation activities described above, young people are also actively
involved in contributing to the design of these evaluation instruments through pilot-testing
and contributing to the development of recruitment strategies. Results from evaluation
studies are also reported back to service users.
In 2012 we developed the following resource in partnership with the Young and Well CRC to
guide other services in participatory approaches to the design and development of youth
mental health services, entitled ‘Participatory Design of evidence-based youth mental health
promotion, prevention, early intervention and treatment’ available here:
http://www.youngandwellcrc.org.au/new-guide-using-participatory-design-developmentonline-youth-mental-health-services/

Recommendation 13

Peer Moderators
ReachOut.com has a long history of youth involvement. As a component of this program,
each year we recruit and train around 20 youth moderators who contribute to conversations
within our online forums, as well as model positive behaviours (in line with our community
guidelines). This helps to ensure that our community stays safe and supported, within a
sustainable service model that is relevant and highly valued by users.

Recommendation 14

Peer Moderators
ReachOut.com has a long history of youth involvement. As a component of this program,
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each year we recruit and train around 20 youth moderators who model the community
guidelines and positive behaviours across our online forums. See above for further detail of
this program.
ReachOut Schools program
Our education program is aimed at developing resources that can be used by teachers and
other education professionals, to support the mental health and wellbeing of their students.
The resources are available in both an online and hard copy format.
Recommendation 15

LBGTQI Young People
ReachOut.com has identified a number of target groups, including those that experience
discrimination. The service provides them with a private and anonymous space where they
can receive information and support. Approximately 25% of ReachOut.com users identify as
lesbian, gay, bisexual, transgender, queer or intersex. A special report published in 2013
‘Whenever I Need It’ demonstrates the impact ReachOut.com has within this population
group. The report can be found at: http://inspire.org.au/wpcontent/uploads/2014/02/ReachOut.com_Report-Special-Report-on-LGBTQI-serviceusers-Feb2014.pdf

Recommendation 16

Not applicable.

Recommendation 17

Not applicable.

Recommendation 18

National Coalition for Suicide Prevention
As discussed above, ReachOut.com is a founding member organisation of the National
Coalition for Suicide Prevention, led by Suicide Prevention Australia. The coalition aims to
halve suicide deaths by 2023 using a systematic, multi-strategic and evidence-based
approach, guided by the principles of collective impact.
Counting the Cost
Developed in partnership with Ernst & Young this project involved the development of an
economic model that looked at the cost of young men’s mental health on the workplace.
Young men’s mental illness in Australia is costing the economy more than $3 billion each
year in lost productivity. Findings from this report suggest that early intervention including
the engagement of employers and business groups in the development and delivery of mental
health initiatives has the potential to cultivate a more productive workplace and increase the
levels of participation of young men with mental health difficulties in employment. Doing
this could potentially reduce the costs and impact of mental illness on individuals and the
Australian Economy.

SANE Australia
Priority 1

Nil response.

Priority 2

SANE Australia is the recipient of Australian Government funding for the SANE Online
Lived Experience and Carers Forums. This falls under the e-mental health Government
Funding granted by the Labour Government in 2012. These forums provide peer support for
people living with a mental illness or related mental health issues, and for family, friends and
other carers. They are a service provided by SANE Australia in partnership with mental
health organisations around the country.

Priority 3

Nil response.

Priority 4

Nil response.

Recommendation 1

The SANE Forums have the potential to generate tens of thousands of online conversations
each year for both carers and people with lived experience. The sophisticated software
platform upon which the forums are built can enable us to gain significant consumer insights
into people’s experience of mental health services. Many corporates using this platform look
to derive consumer insights into their businesses from the unfiltered conversations that are
taking place rather than from conducting formal surveys or focus groups.
At the same time, the SANE Forums also provide an opportunity to conduct online surveys
and elicit views on particular mental health issues.
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Recommendation 2

Nil response.

Recommendation 3

Nil response.

Recommendation 4

SANE is conducting The Physical Health Peer Support Project which is funded by the
Australian Government Department of Health Chronic Disease Prevention and Service
Improvement Fund.
SANE Australia has partnered with Neami National to develop and pilot a unique Peer
Health Coaching program within Neami sites around Australia. The program is being run
over a three-year period concluding in August 2015.
The focus of the Peer Health Coaching Program is to empower and support consumers to
make health behaviour changes that will minimise the risk factors and better manage their
physical health, to promote positive health outcomes.
SANE has developed a Peer Health Coach training workshop to train mental health Peer
Support Workers to become Peer Health Coaches and support consumers who have
identified a physical health goal they would like to address as part of their recovery.
The findings from the pilot will be used to develop evidence-based guidelines for use by
mental health non-government organisations to adopt and implement a similar program
within their organisation.

Recommendation 5

Nil response.

Recommendation 6

Nil response.

Recommendation 7

Nil response.

Recommendation 8

Nil response.

Recommendation 9

Nil response.

Recommendation 10

SANE Australia has developed the Suicide Prevention and Recovery Guide which encourages
people working in mental health, in both community and hospital settings, to consider a
holistic approach toward the person they are caring for, including them in decision making,
and encouraging individual responsibility.
The Suicide Prevention and Recovery Guide focuses on:
- building a meaningful relationship with people at risk of suicide
- the type of language to use around suicide and mental illness
- ways to help people feel more included
- the importance of health workers’ self-care and further training
- how workers in both community and hospital settings have a role to play in suicide
prevention, and
- successful programs that are being used by mental health services.
This Guide is a necessary resource and continuation of this work needs to be supported.
Suicide or being a missing person has a profound effect on others, especially when mental
illness is involved. Research suggests that friends and family who are bereaved in this way
are more likely to die by suicide themselves. A new SANE Australia project has been
established to tackle this issue, helping to improve the capacity of those bereaved to cope,
and to help reduce their risk of becoming suicidal.
The project has developed a suite of resources and training, including:
- Bereavement Guidelines – for mental health services to help develop policy to support the
bereaved.
- Workshops – to improve the capacity of mental health services to help the bereaved
- Mental Illness + Bereavement Kit - An educational resource for health professionals.
- Factsheets – Practical information and guidance for those bereaved and their family and
friends.
The Mental Illness, Bereavement and Suicide Prevention Project is funded by the Australian
Government Department of Health, under the National Suicide Prevention Strategy.
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Recommendation 11

Nil response.

Recommendation 12

Nil response.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Nil response.

SIDS and Kids
Priority 1

In Australia each year over 3,500 families experience the sudden and unexpected death of a
baby or child, either through stillbirth or during the first month of life, from SUDI (sudden
unexpected death in infancy including SIDS or fatal sleeping accidents), SUDC (sudden
unexpected death in childhood) or accidents, that is approximately 9 children under the age
of 4 die suddenly and unexpectedly a day.
The burden of SUDI and stillbirth in Australia is a significant health issue (SUDI = 0.4 per
1000 live births)(perinatal 9.9/1000) (stillbirth= 7.81/1000 births).
SUDI is the main cause of sudden and unexpected infant mortality in the post neonatal
period.
Infant mortality rate of 3.3 deaths per 1,000 live births in Australia (ABS 2012). In relation
to other countries, Australia ranked in the bottom third for infant mortality (23rd out of 33).
This suggests there is still room for improvement on these areas in Australia. (AIHW 2011.
Headline indicators for children's health, development and wellbeing, 2011. Cat. no. PHE
144. Canberra: AIHW.).
SUDI and perinatal mortality rate much higher for indigenous status (6—8 times higher).
Many of these deaths can be prevented or the risk reduced with ongoing education and clear
evidence based public health programs.
The grief associated with the sudden and unexpected death of a child differs from
preparatory grief. Parents, families and their surrounding community CAN experience the
effects of trauma as well as profound grief. The DSMR now includes a diagnosis of
complicated grief as a treatable mental health diagnosis.
The economic costs and social impacts of the death of a child on the family are high.
Alongside the measurable costs of financial hardship and loss of employment was the
indeterminate cost of reduced lack of self-worth and confidence.
Feelings of overwhelming grief, isolation and vulnerability affect the mental health and wellbeing of not only parents but siblings, extended family and their surrounding community.
SIDS and Kids is the largest provider of grief counselling support for sudden and unexpected
death of babies and children in Australia and it works with the Federal Government who
assists in funding a small portion of their services. Given 60 people are impacted by the
death of one child, a minimum of 210,000 people are impacted every year. In 2013 over
1,400 new families contacted SIDS and Kids for bereavement support.
SIDS and Kids Australia offer free bereavement services to families and their communities.
Our services are not time limited but are available for as many years as parents need. SIDS
and Kids core objectives:
- 24 hour bereavement services including telephone and face to face counselling and peer
support for families where a child has died suddenly and unexpectedly in pregnancy, birth,
infancy or child hood
- National organisation with offices located in each state and territory
- Raise awareness of sudden unexpected death in infancy and stillbirth incidence and
preventative measures that can be implemented.
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- Prevent sudden unexpected death in infancy and unexplained stillbirth through vital
research activities and targeted evidence-based health promotion.
Priority 2

Monitoring and evaluating change
Since the Reduce the Risk of SIDS public health campaign was introduced in Australia by
SIDS and Kids and implemented in collaboration with researchers and health authorities in
1991 there has been a significant decrease of the incidence of SUDI by 80%
SIDS and Kids receive over 10,000 calls annually for bereavement support and this line is
also accessed by new parents and carers wanting support and information concerning how to
sleep their baby.
SIDS AND Kids counsellors and peer supporters provide over 8,500 occasions of
bereavement service activities for bereaved individuals per annum (an average of 708 service
activities per month).
SIDS and Kids collaborate with key emergency responders including paramedics, police,
coroners and child death review committees to gather data to investigate emerging and
modifiable factors which may have contributed to the deaths of infants and young children.
This emerging picture enables SIDS and Kids to lead the development of resources, advocate
for changes and implement evidence based public health programs. For example:
- “Sleep Safe, My Baby” public health program to reduce infant mortality the risk of SIDS and
fatal sleeping accidents
- The new Cot to Bed resource was developed after increasing number of injuries and death
of young children
- SIDS and Kids educate and collaborate with key health professionals, child protection
practitioners and child carers to ensure practice and role modelling of safe sleeping is
incorporated into policy and practice. Specific resources and tools have been developed to
support professionals
- SIDS and Kids educate and provide ongoing resources and services for professional
organisations promoting best practice and service model for providing bereavement support
for families. This is based on gathering both the best available theoretical knowledge,
evaluating the ongoing needs of bereaved families and clinical implications for staff
- SIDS and Kids are funding research into the implementation and evaluation of a project
targeted at reducing the risk of SUDI for Aboriginal and Torres Strait Islander babies: - this
will inform us for future programs working with families and infants in high risk
environments
- SIDS and Kids are funding research into the evaluation of ‘Sudden Unexpected Early
Neonatal Death or Collapse in Previously Healthy term Infants in the First 7 Days of Life’.

Priority 3

SIDS and Kids collaborated with key stakeholders such as the Australia and New Zealand
Stillbirth Alliance, the International Stillbirth Alliance, SANDS and professional colleges to
develop national clinical practice guidelines and implement evidence-based programs and
activities (IMPROVE Program) to improve clinical practice across maternity hospitals in
Australia and New Zealand to reduce stillbirth and to ensure the provision of optimal care
for parents whose baby is stillborn.
SIDS and Kids funded the evaluation of the IMPROVE Program. This evaluation report can
be accessed http://www.sidsandkids.org/research/past-research/
SIDS and Kids offers education, training and support to health professionals, emergency
responders, social workers, child protection and community organisations involved with the
care of families after the death of their child.
SIDS and Kids is an essential national source of bereavement support and counselling
services, providing bereavement support to over 1,300 new families in Australia each year.
SIDS and Kids practice and service model include:
- intake and assessment processes to asses a referred individual’s current situation, issues
and needs as well as to determine the most appropriate and effective means of helping the
individual through the services available;
- information gathered in the assessment process is used to develop a plan for the client(s)
determining appropriate services in consultation with the client(s). Not all clients referred
require counselling, in which case the person is directed to the support/services that best
suits his/her needs.
Combining both the theoretical knowledge of our grief counsellors and the experiential
knowledge of our bereaved families has allowed for the development of bereavement support
resources for families, children and professionals. These activities have ensured the
development and upgrading of literature such as :
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- ‘When Relationships Hurt, Too | The impact of grief on parents’ relationships after the
sudden death of their child.’
- ‘Treasured Babies | A booklet designed for parents whose baby is stillborn or dies soon
after birth’;
- ‘Grandparent to Grandparent | A booklet for grandparents whose grandchild has died
suddenly and unexpectedly’ and
- ‘Choices in arranging a child’s funeral | A booklet by and for parents whose baby or young
child has died suddenly and unexpectedly’.
SIDS and Kids ensures their services and programs are developed in response to the
emerging needs and interests expressed by families, and families are involved in their
implementation as much as possible. This keeps the service fresh and responsive with
activity based programs such as support groups and coffee mornings including groups
specifically for fathers, grandparents, siblings, parents who decided on medical terminations,
parents who have been undertaking IVF and may not be able to have other children,
subsequent pregnancy and births, closed groups for families where a child had drowned and
subsequent pregnancy and births, Personal Enrichment Programs, art therapy and creative
workshops, memorial Services.
Experiential workshops and personal enrichment programs are provided to bereaved
families with opportunities to gain a resilience and connectedness to rejoin their family,
work and community life with strategies and confidence.
SIDS and Kids recommend the continuation of bereavement payments to support parents
after the death of their child.
Priority 4

SIDS and Kids has a strong commitment to self-help and services/opportunities for bereaved
parents are provided to support their personal growth.
Ongoing assistance is needed for families who have experienced the sudden and unexpected
death of a baby or child. SIDS and Kids services are available to families and their support
network free of charge and ongoing: The service model ensures the early detection of
complicated grief and other mental health issues.
GAP: Although SIDS and Kids receive grant funding this does not cover the costs of
bereavement services offered by SIDS and Kids.
SIDS and Kids acknowledge there is a need for a more specific on line support model of
service to provide women and their families with a range of online bereavement support
services and is developing a specific bereavement. The Federal Grant is assisting this activity
through funding.
GAP: SIDS and Kids support bereaved parents where a child has suicided in particular areas
of Australia and see the opportunity to expand their services to include this support on a
national level.

Recommendation 1

SIDS and Kids ensures their services and programs are developed in response to the
emerging needs and interests expressed by families, and families are involved in their
implementation as much as possible. Evaluation of groups and activities allow for feedback
and ongoing assessment and improvement of services.
SIDS and Kids rely on strong commitment and feedback from bereaved parents and their
network of peer supporters. SIDS and Kids rely on the strong commitment of peer
supporters to provide support and hope to bereaved families. The practice and service model
at SIDS and Kids has always been spoken of as being committed to the philosophy based on
equal, mutual and respectful relationship between professional staff and parent/peer
supporters. Counsellors and peer supporters need to be experienced and knowledgeable in
their field and meet a specific criterion. Specialised training and ongoing personal
development is essential.
Ongoing support, training and evaluation provided by SIDS and Kids are an integral
component to ensure the efficacy of the peer support program and wellbeing of our
counsellors SIDS and Kids provide an average of 4,000 occasions of support activities for
counsellors and peer supporters including debriefing, internal and external supervision,
group activities and personal development opportunities.
SIDS and Kids provide opportunities for bereaved parents to promote best practice models
for services. For example opportunities for individual and group interviews was provided to
ask perinatally bereaved parents what helped them when they were in the hospital
environment and what did not. This lead to a list “What perinatally bereaved parents want
hospital staff to know”. This wish list has now been incorporated into education and practice
guidelines for hospitals.
Similar activities have allowed the experiences and voices of parents to be incorporated into
the decision making and development of practice guidelines for emergency responders
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including paramedics, police, coroners and hospital emergency departments.
Counsellors and educators incorporate with permission, the stories of bereaved parents into
their workshops/education for professionals. In many cases the bereaved parent will tell
their own story and lived experience.
Bereaved parents and families are engaged to participate in all levels of the SIDS and Kids
organisation from board level, employed work, fundraising, group facilitation, peer support,
creating newsletters and organising memorial activities.
Recommendation 2

Linkages with organisations such as emergency responders, hospitals, social workers
Medicare Locals and community based health professionals supports an ongoing referral
system to SIDS and Kids services.
Bereaved parents and their families and community can self-refer.
Referrals to SIDS and Kids for ongoing support have increased by 73% since 2009 to over
1500 per year, which significantly exceeds our performance indicator target of 460 per
annum.
Referrals for bereavement support following a perinatal death have increased significantly.
Linkages with the National Pregnancy, Birth and Babies Helpline, Health Direct, Raising
Children’s Network and other national and local organisations builds capacity to ensure
parents receive consistent information and care.
SIDS and Kids service model incorporates a referral process to the local community services
of the bereaved family to ensure appropriate and individualised continuum of care.
Enhanced possibilities for collaboration with referral and local community services for
example hospitals and Medicare Locals (General Practice) with SIDS and Kids would allow
better continuity of bereavement care for families and also lead to the development of
innovative community based services based on population need.

Recommendation 3

GAP: due to financial restrictions it is difficult to increase staff levels or locations in remote
areas. This restricts possibility of face to face support and counselling for those living
regionally and remotely. SIDS and Kids are developing a bereavement website to increase
further opportunities of inclusion offering support by counselling, forums, facebook,
memorial boards.

Recommendation 4

The national birth rate is increasing each year and over 300,000 new babies are born each
year. SIDS and Kids provide evidence-based recommendations with their national Sleep
Safe, My Baby public health program. A suite of safe sleeping resources is available for all
new parents to ensure they are informed how to create the safest environment for their baby
or young child to reduce the risk of SIDS and sleeping accidents.
These resources are available on the SIDS and Kids website and are available in different
languages to download in PDF or Iphone applications free to all Australians. Printed
resources are also available and are distributed nationally to be given to individual parents at
different stages during pregnancy and afterwards.
24 telephone line is available to support families with safe sleeping questions.
SIDS and Kids work collaboratively with organisations that provide support and education to
new parents, providing education, training (including on line training for health
professionals) information and tools to support their practice and to ensure parents receive
consistent and evidence based messages. SIDS and Kids play a significant role contributing
on various committees and working groups ensuring policy and practice guidelines are
developed and implemented.
There are over 2,000 stillbirths each year in Australia. Many of these occur late term in the
pregnancy and remain unexplained. For parents who have been dreaming of holding their
own baby in their arms and watching their child grow, this sudden and unexpected death can
be traumatic and debilitating, exhausting their life of their hopes and dreams. SIDS and Kids
advocate for these deaths to be spoken of, for research to be undertaken, for parents to be
acknowledged and supported with best practice models.
SIDS and Kids have established a Stillbirth Awareness and Prevention Committee to develop
a stillbirth awareness public health program with specific resources to inform and support
parents and health professionals.

Recommendation 5

SIDS and Kids have introduced specific programs for aboriginal and Torres Strait Islander
families more specifically in Queensland, Northern Territory and Western Australia,
collaborating with community leaders, health professionals and analogous organisations.
SIDS and Kids in collaboration with Queensland Health have developed e learning education
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packages for health professionals and Aboriginal and Torres Strait Islander health workers.
SIDS and Kids are funding research into the implementation and evaluation of a project
targeted at reducing the risk of SUDI for Aboriginal and Torres Strait Islander babies: - this
will inform us for future programs working with families and infants in high risk
environments.
Programs in Western Australia and Northern Territory have been developed and
implemented in collaboration with key bodies to provide culturally appropriate and tailored
information to high risk populations.
GAP: SIDS Kids acknowledges the many constraints to link and collaborate with key bodies
nationally to ensure high risk populations are aware how to improve pregnancy outcomes
and to create a safe sleeping environment for infants and young children. There is still a need
to work towards future programs and resources appropriate for different cultural groups and
collaborative support and financial investment is needed to progress work in this area.
Recommendation 6

Nil response.

Recommendation 7

Nil response.

Recommendation 8

SIDS and Kids recognise that many families incur medical, hospital, and health related
expenses directly linked to the death of their child, funeral and burial costs and loss of
income from employment resulting from premature retirement or resignation, leave without
pay due to using entitlements such as sick leave and the inability to cope with shift work or
work in general. A high percentage of families experience moderate to extreme financial
difficulty. Alongside these measurable costs of financial hardship and loss of employment
was the indeterminate cost of reduced lack of self-worth and confidence.
SIDS and Kids offer a specific ‘back to work’ supportive activity. Bereavement counsellors
can attend the workplace of either parent and speak to their employer and colleagues. This is
undertaken with the permission of the bereaved parent but without them in attendance.
Hence colleagues can debrief, ask honest questions and workshop best practice strategies for
when the bereaved parent resumes work.
This service is offered free of charge.

Recommendation 9

Nil response.

Recommendation 10

As stated above SIDS and Kids support bereaved parents where a child has suicided in
particular areas of Australia and see the opportunity to expand their services to include this
support on a national level. Adolescent suicide deaths and child deaths require professionals
with specific skills and experience to support those impacted.

Recommendation 11

Nil response.

Recommendation 12

Nil response.

Recommendation 13

SIDS and Kids rely on the strong commitment of peer supporters to provide support and
hope to bereaved families. The practice and service model at SIDS and Kids has always been
spoken of as being committed to the philosophy based on equal, mutual and respectful
relationship between professional staff and parent/peer supporters. Counsellors and peer
supporters need to be experienced and knowledgeable in their field and meet a specific
criterion. Specialised training and ongoing personal development is essential.
SIDS and Kids provide an average of 4,000 occasions of support activities for counsellors
and peer supporters including debriefing, internal and external supervision, group activities
and personal development opportunities.
Peer supporters are bereaved parents at least 2 years post death of their baby/child who been
recruited after undertaking preliminary workshops and assessment programs.

Recommendation 14

Ongoing support, training and evaluation provided by SIDS and Kids are an integral
component to ensure the efficacy of the peer support program and wellbeing of our
counsellors and families.
A peer support coordinator is an essential staff requirement to ensure the well-being of the
volunteer peer supporters. Follow up, chance for debriefing and supervision are essential
components of peer workforce framework.

Recommendation 15

Nil response.
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Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Nil response.

Uniting Communities
Priority 1

Uniting Communities regards mental health as a high priority and as such, provides a
number of services that specifically address mental health issues. Uniting Communities also
provides services that are more generalised and address the compounding issues that people
with mental health illness may face. These services are detailed throughout this report.
A key focus of Uniting Communities is working with Indigenous people throughout our
entire organisation. As such, one of our key strategic directions has been to “Create equality
in life opportunities and wellbeing for Aboriginal people and advance reconciliation”
(Uniting Communities, n.d.). Our Reconciliation Action Plan can be accessed here. To action
these strategic directions, Uniting Communities provides a number of services that
specifically promote Aboriginal and Torres Strait Islander wellbeing, whilst engaging with
cultural competency experts and undertaking training in our mainstream services. We
specifically focus on Aboriginal and Torres Strait Islander mental health by employing
Aboriginal Support Workers in our Murray Bridge Mental Health Services and by working
with the South Australian Mental Health Services’ Aboriginal and Torres Strait Islander
liaison officer.

Priority 2

Uniting Communities contributes to shared knowledge by actively engaging in advocacy.
Uniting Communities participates in public policy discussions, conducting research,
preparing submissions and responding to requests for information. We undertake advocacy
and research over all areas of our service delivery; including mental health and suicide
prevention. For example, we have recently prepared a submission in response to the Inquiry
into Mental Health in the Workplace: Preventing Suicide from the Parliamentary Committee
on Occupational Safety, Rehabilitation and Compensation. The submission can be read here.
In addition to providing critical data to Government through advocacy, we maintain accurate
data and records on all aspects of our work. Information from a recent tender for our
Individual Psychosocial Rehabilitation and Support Services (IPRSS) details the data
collection processes for our services.
“Data of all activity with or on behalf of consumers is held on our The Care Manager (TCM7)
data base. TCM7 is a comprehensive data system that is used to: record all client
information; roster staff; invoice external agencies; prepare timesheets for payroll; store and
update support plans, case notes and correspondence; and monitor staff records including
training, renewal of police checks and vehicle requirements.
TCM7 data can be aggregated to show trends across the program in terms of service usage,
what sort of service types or goals are identified by consumers most often, trends in
geographical ‘hot spots’ or areas where there is a pronounced need, patterns in numbers of
clients achieving their goals and the numbers of clients transitioning beyond the program.
This information helps us to target how we allocate resources and in which areas. It informs
staff training and provides insights into where we might focus a special initiative for
consumers (e.g. an information session or newsletter on particular issues that are shared by
a number of consumers). It also enables us to identify where we can improve our
effectiveness through, for example, data which shows insufficient movement in the program.
Special modules have been developed in TCM7 to streamline the preparation of the monthly
Consumer Activity Reporting System (CARS) Report for IPRSS programs. TCM7 provides
accurate data about CARS reportable activities, including: direct hours of service provision;
the time spent arranging for services; case discussion; establishment of and updating of
consumer records or notes; reviews; and travel time required to visit a consumer.
Quality checks of the TCM7 data are conducted monthly by the service manager to ensure
that standards are being adhered to in terms of information being current and up to date and
meeting set targets. This includes, but is not limited to, the timing of reviews (3 monthly),
home safety check updates (6 monthly), and consent renewal (annually).
Our Mental Health Services (MHS) have built the CARS report into our monthly schedule of
activities and we have a proven track record of providing this report to funders. As well as
meeting contractual obligations with Health SA, CARS is a useful tool for management of the
program as it acts as a mechanism to track consumer numbers, reviews and exits. It gives an
overall picture of the program which can be used to determine areas where there may be
room for improvements, e.g. the geographical balance of referrals across a region.
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Mental health Support Workers and Peer Support Workers report fortnightly using the
Client Report Form to their coordinator who documents relevant information in client files
on TCM7. The Client Report Form provides an ongoing record about progress towards
consumer goals (calibrated in line with the five service types in CARS so that this
information is in a form that is available for reporting), and documents any concerns about
the well-being of the consumer. Concerns are picked up early through this mechanism and a
preventative approach to emerging issues for the consumer is most often possible” (Uniting
Communities, 2014).
As an organisation, we also collect data on people who self-identify or are identified as
considering suicide through our Lifeline service. This is detailed in recommendation number
10.
Priority 3

Uniting Communities strives to ensure that programs provide best practice service and
acknowledge that to be able to do that; our services must be evidence-based and influenced
by their users. As such, we undertake a Participatory Action Research (PAR) process, which
allows us to evaluate each of our services individually and identify improvements. We
conduct research on each service with the staff, stakeholders and clients or consumers to
gather feedback on what the service is doing well, what it could be doing better and what the
gaps and barriers are for people. We use this information to prepare a report which details
recommendations for improvement. PAR is cyclical and continuous, so once a service has
been evaluated, the process progresses to another service until all services have been
evaluated. It then repeats the process to identify whether the recommendations resulted in
improvement and whether any new issues have arisen. This helps our services to ‘be
effective, efficient, provide value and demonstrate improvement in the mental health and
experiences of people using them’.
When tendering for a service, Uniting Communities builds an evidence base by undertaking
research to ensure that we are utilising the best possible models and establishes the service
in the areas of greatest need, within the constraints of our funding requirements.

Priority 4

As has been stated earlier, Uniting Communities undertakes data collection and research
evaluation of its services to ensure that we are providing the most suitable services possible.
These processes, especially our Participatory Action Research (PAR) process, enable us to
identify gaps in service delivery and the barriers people face within our own organisation and
also externally. By participating in public policy discussions, conducting advocacy and
working with other stakeholders, we are able to contribute to the broader knowledge base
about what the gaps and barriers are and how we can best move forward to overcome those
obstacles.

Recommendation 1

Not applicable.

Recommendation 2

We understand the importance of ‘timeliness of care’; we seek to be ready when our client is
ready and to be available at the ‘earliest point of treatment’. Referrals to our Mental Health
Support Programs are responded to in all cases and first contact is made within seven days.
Arrangements are made to meet with the consumer, carer and/or family members and the
Mental Health Service Case Manager to provide information about our services and
commence development of the Individual Support Plan (ISP). There are exceptions to the
seven-day rule where necessary, for example when a client is unavailable due to medical
issues or psychiatric treatment factors. Where appropriate, we can still respond within seven
days by utilising alternative strategies such as meeting with the client at the hospital or being
part of the discharge planning process. “In situations where the program is at full or near full
capacity, we prioritise the relative need of the referred client. Priority would be given, for
example, to clients who are:
- Presenting frequently to acute and emergency services;
- Homeless or at risk of losing their accommodation; and/or
- Vulnerable and at risk.
If a waiting list is required, our procedure is:
- To contact the person on receipt of the referral to advise them of the referral and of the
estimated time of commencement of the service;
- To regularly communicate with the person while they are on the waiting list to provide
updates for them so they are informed;
- To review the list at the monthly Partnership Meetings where a representative of the Mental
Health team is present;
- To link with the MHS case manager regularly to monitor whether the need for the service is
becoming more pressing; and
- In some cases, a brokerage service is organised by the MHS case manager until a place is
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available” (Uniting Communities, 2014).
As was detailed in Priority 2, our Mental Health services regularly reports to the government
Mental Health System through the CARS report. A variety of information is reported,
including how long clients have been waiting for our services, the hours of service provided
to each client, spatial data, the client’s housing status and the level of risk of harm to self
and/or others. This data is provided as part of our contractual funding obligations but also
provides useful insight into the timeliness and appropriateness of care.
Recommendation 3

Uniting Communities has very little need for seclusion and restraint practices in our services
as very few operate at such a high level of care.
We have organisation-wide policies for dealing with people who are or appear to be
becoming violent; there are numerous steps involved, mainly focusing on maintaining
distance between the violent person and yourself and advises to avoid restraint.
Our Mental Health services do not operate on a level of care that would require the use of
restraint or seclusion. Where a client has a Community Treatment Order (CTO), staff may
encourage or remind the person to take their medication but in no instance would force a
client to take it. Where a client has a CTO and refuses to take their medication, the matter
would be referred to the relevant government Mental Health Service.
Residents in aged care undergo initial clinical assessments and a care plan is developed.
Every effort is made to avoid chemical restraint by utilising behaviour management
techniques provided by Dementia Behaviour Management Advisory Services (DBMAS).
Behaviour management techniques may include alternative therapies such as Sound
Therapy. Where the care plan is ineffective, a doctor will conduct another assessment and
determine whether chemical restraint is necessary, usually in consultation with a
geriatrician. Where chemical restraint is necessary, it is administered by a registered nurse
(RN) and follows policy developed from the Mental Health Act, Commonwealth Guidelines,
State and Federal legislation and ‘best practice’ as determined by organisations such as the
Joanna Briggs Institute (JBI) and the peak body Aged and Community Services Australia
Inc. (ACSA). Some residents experience dementia and/or other mental illnesses that cause
them to ‘wander’, this can place them at risk of harm as they may be unable to find their way
back or find themselves in dangerous situations. In these instances, residents may have their
movement restricted to “secure dementia units”. The appropriateness of this treatment for
the resident is assessed and specified externally.

Recommendation 4

Uniting Communities provide services that directly address mental health illnesses and also
provides a number of services that are more generalised. We recognise that issues may be
psychosocial; there may be a range of interrelated social factors that contribute to
disadvantage. By providing a broad suite of more than 100 services, we are able to be a
relatively comprehensive ‘one-stop-shop’ and offer a complementary range of services that
are tailored to the individual’s needs.
“Uniting Communities currently provide the following suite of specialist services for people
living with mental health issues: Eastern Adelaide IPRSS; Southern Adelaide IPRSS; Country
IPRSS in the Murray Mallee and Wakefield areas; Supported Residential Facility program;
Mental Health Respite & Recovery throughout regional South Australia; Lifeline; Family
Mental Health Support; counselling services and Dementia Education & Training” (Uniting
Communities, 2014).
“Uniting Communities has over 18 years of experience in delivering flexible and responsive
specialist programs to carers and their families in the metropolitan area and country regions
of South Australia. We currently deliver a range of carer specific services including:
- Targeted Community Care Mental Health Respite: Carer Support Services, providing
flexible respite options and peer support for carers of people with severe mental illness
across the Murray Mallee, North West Country and northern metropolitan regions.
- Young Carers Respite, providing respite assistance and information to young school-aged
carers in the North West Country region who are at risk of prematurely leaving secondary
education or vocational education because of their carer duties.
- Respite Support for Carers of Younger People with a severe and profound disability through
providing assessment, care planning and coordination of respite services to support carers to
maintain their caring role.
- Consumer Directed Respite Care providing carers with highly flexible respite options to
purchase the type of respite they wish using the budget allocated in their carer’s package.
- Uniting Communities Commonwealth Respite and Carelink Centre (CRCC) providing
information and support to carers, allied health professionals and the general public; and
respite coordination and brokerage funds to carers in the North and West Country regions of
South Australia. Carers are engaged through an intake and assessment process and guide the
development of their care plan as well as planning for their long term support needs.
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- Family Mental Health Support Service providing early intervention support to assist
families with children and young people who are at risk of, or affected by, mental illness.
- Carer Mediation and Counselling Service, providing specialised counselling and mediation
services for carers experiencing crisis in their caring role
We also operate a number of other respite services that provide an extensive range of high
quality and responsive respite and carer services. In addition to our carer specific services,
we also conduct services that incorporate carers into the service delivery for care recipients,
including Community Aged Care Packages; the disability programs Homelink and Homelink
for Children; and extensive Home and Community Care Services across the state” (Uniting
Communities, 2014).
Some of our more generalised services aim to reduce risk factors, such as diet and nutrition
skills through the provision of our Living Skills programs and substance abuse through
Police Drug Diversion Initiative (PDDI), Clean needle program, New ROADS alcohol and
other drugs (AOD) treatment and Aboriginal Community Connect AOD service.
We support people’s wellbeing through housing. We provide the Homelessness Gateway
Service, Aboriginal Transitional Housing Outreach Service (ATHOS) Kurlana Tampawardli,
home support services and supported housing.
We deliver a number of counselling services; including specialised services for Child Sexual
Abuse, Specialised Domestic Violence, Women’s Safety Contact Service, Family and
Relationship Counselling, and Carer Mediation and Counselling Service.
We support people financially through programs such as our Step Up and NILS loans, our
Home Energy Saver Scheme and our Low Income Support Program.
Our therapeutic youth accommodation service Rubys supports young people and their
families where the young person is homeless, or at risk of homelessness, and has high and
complex needs. Streetlink Youth Health Service “supports young people to address the issues
often associated with homelessness including housing, financial, mental health, physical
health, medical needs, substance misuse and parenting. The multi-disciplinary team at
Streetlink includes GPs, nurses, psychologists, social workers and youth workers provides a
whole of life response to the complex issues facing these young people and their children.”
(Uniting Communities, 2014)
We also provide a number of suicide prevention and postvention services that will be
detailed in a later part of this report.
Recommendation 5

Uniting Communities has funded a number of social well-being programs that focused on
grief and loss issues and were provided to the residents of the Raukkan community. Uniting
Communities funded and provided consultative support to the program but it was designed
by Aboriginal people. We also provide mental health and wellbeing support in the Point
Pearce Community. Uniting Communities contributes to ‘Closing the Gap’ through our
Aboriginal Community Connect (ACC) AOD service and our Aboriginal Transitional Housing
Outreach Service (ATHOS) Kurlana Tampawardli.
Aboriginal Community Connect addresses gaps in service provision for AOD treatment in the
Limestone Coast, Murray Mallee Lands, Riverland and North-Western Adelaide. The ACC
service provides dual diagnosis assessment, counselling, case management, community
residential rehabilitation houses, harm minimisation information, detoxification support,
relapse prevention, outreach services, group/art therapy and cultural connection activities.
Aboriginal Community Connect has a number of partnerships with Aboriginal organisations,
including Burrandies in the Limestone Coast. Through our partnership with Burrandies we
provide support and mentoring for an Aboriginal outreach worker around dealing with AOD
and co-morbidity issues, whilst they mentor us with cultural competency advice. ACC is also
co-located with the Aboriginal Sobriety Group (ASG) in Riverland. The Aboriginal Sobriety
Group assists us to support our recruitment, training and Aboriginal workforce mentoring.
We are also working with the Ngarrindjeri Regional Authority (NRA) to ensure our new
Murray Bridge ACC service will meet its commitments of cultural competency, involving the
Ngarrindjeri community in the service delivery and engaging the current NRA workforce in
the service.
Uniting Communities’ Mental Health services coordinator engages with the Murray Bridge
Nunga Court, which is an Aboriginal legal system. The Mental Health services coordinator is
thus able to act as a point of contact and information source should the Nunga Court decide
to refer someone to one of our services. Kurlana Tampawardli, also known as ATHOS, is a
unique accommodation service that provides short term transitional accommodation and
support for Aboriginal people and their families from regional and remote Communities. In
its first year, 2011, it housed 38 people including 19 children and assisted 126 people with
Return to Country. ATHOS has a 24 hour service available at Hendon; including four
separate accommodation units and an office. We also support people with transitional
accommodation through four outreach properties in Adelaide’s northern suburbs. ATHOS
also assists people with finding private rentals, basic living skills and Return to Country.
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ATHOS does not require people to have a mental illness to qualify for the service, but we are
aware that homelessness and ‘sleeping rough’ can exacerbate issues of mental illness. By
supporting Aboriginal people to Return to Country, we are able to help them to maintain the
very important connection with community and culture which has an immediate impact on
wellbeing.
Uniting Communities currently employs 25 Aboriginal and Torres Strait Islander people. All
Uniting Communities employees are also required to undertake compulsory cultural
competency training Building Relationships with Aboriginal Communities (BRAC) and
Aboriginal Australians Issues.
Recommendation 6

Not applicable.

Recommendation 7

As has been detailed earlier, Uniting Communities offers a number of services for families
‘under stress or experiencing tough financial or social difficulties’. We understand that
dealing with mental health issues and other compounding issues can be a daily struggle for
people. We provide a number of services that assist families and communities to increase
their resilience and reduce the longer-term need for crisis services.
Uniting Communities is a Care Aware organisation and places a strong focus on building
carer resilience. We help the carer to build their capacity to sustain their caregiver role by
“reducing social isolation, improving choice and building community supports in order to
develop long term sustainable outcomes” (Uniting Communities, 2014). Our carer respite
services can be consumer-directed, overnight, home-based and community-based depending
on the individual’s needs. We recognise that a carer’s wellbeing has a direct impact on the
recovery process and wellbeing of the care recipient and therefore is an important focus for
services.
Some of our services such as Lifeline, the Homelessness Gateway, the Women’s Safety
Contact Service and Emergency Relief service respond to the needs of people in crisis. Most
of our other services aim to reduce the longer-term need for crisis services by providing early
intervention support to help people to build their capacity to deal with the issues they are
faced with. These services work to assist people to overcome major challenges; and then help
them to recover from these challenges in a way that helps them avoid the need for future
assistance.
We invest in building community resilience by undertaking Everyday Community
Engagement. It is a principle that underlies each of our services and encourages staff to
identify client’s hopes, dreams and interests and to then assist them to build connections
with similar people within their communities.

Recommendation 8

Uniting Communities works to create an informed, understanding and supportive workplace
environment. As such, all Uniting Communities employees have access to ASIST suicide
awareness training and an Employee Assistance Program (EAP). The ASIST program is
detailed further in recommendation 10.
The EAP provides staff and their immediate family with as many as four free and
confidential counselling sessions for any issue. These sessions can be taken during work time
and do not have to be processed through management.
Staff are required to undertake compulsory training Visiting GIBraLTar: Understanding
Issues for Bisexual, Lesbian & Gay People.
Uniting Communities also has a Disability Action Plan which embeds organisation-wide
obligations to ensure that our organisation is accessible for anyone with a disability,
including access to employment. Uniting Communities employs people with lived experience
of mental illness, including as Peer Workers in our Mental Health services.
Employees also have access to Ulysses agreements. Ulysses agreements are established
between employees living with mental illness and their employers, whilst they are in a state
of wellness. The agreement depicts the plan of action the employee would like the employer
to take when they are becoming unwell. The agreement helps the employer to recognise early
warning signs and provide the employee with the level and type of care that they find most
beneficial. The type of care to be taken when the employee becomes unwell may include
taking PRN medication, going home early, contacting their psychiatrist or taking time off
work.
Our Mental Health services assist people to develop employability skills and support them to
acquire and retain work where relevant. Most of our IPRS clients in metropolitan Adelaide
are aged 65+ but since being involved with our services, some of these clients have become
involved in volunteering. We also provide a one-on-one support service to younger clients
living in Supported Residential Facilities (SRFs). Through this service we are able to support
people to acquire and retain employment. We achieve this by providing tailored assessments
for each client and help them to develop employability skills such as time management,
personal hygiene, personal presentation and how to manage social interactions. Our Mental
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Health services are Recovery focused, which has an underlying premise of helping people to
develop ways to manage their experience of mental illness as an aspect of their life, rather
than trying to completely ‘heal’ them of it. By encouraging and assisting our clients to acquire
employment where possible, we can help them take control of their lives, gain independence
and therefore live a life where mental illness is an aspect of their life, rather than being their
life.
Recommendation 9

As has been detailed throughout this document, Uniting Communities provides a number of
services for people who are homeless or at-risk of homelessness. We provide the
Homelessness gateway, New ROADS residential AOD rehabilitation, Aboriginal Community
Connect AOD residential rehabilitation, ATHOS, Streetlink and Rubys therapeutic youth
rehabilitation service. The Homelessness gateway manages a list of homelessness services
and their occupancy rates so that we are able to quickly find suitable emergency housing for
someone in crisis.

Recommendation 10

Uniting Communities is the South Australian provider of the national charity Lifeline; the
online chat service and telephone line that provides crisis support and suicide prevention.
Lifeline answers more than 28,000 phone calls and 15,000 crisis support chats annually.
Lifeline staff and volunteers are trained to record when people either self-identify as
considering suicide or are identified as considering suicide by being asked. Data is also
collected on the number of phone calls and instances of online crisis chats, this data is fed to
the national body where it is analysed and collated into reports. This data is critical as it
allows Lifeline to identify potential triggers to initiating contact. For example, there was a
noted increase in phone calls and online chat instances when Robin Williams passed away
and also on R U Ok day.
Lifeline Adelaide also has accredited trainers in mental health awareness training programs,
Applied Suicide Intervention Skills Training (ASIST), SafeTALK, SuicideTALK and Mental
Health First Aid.
ASIST, SafeTALK and SuicideTALK are all internationally respected suicide safety training
programs designed by LivingWorks:
- ASIST is a two-day workshop that helps caregivers to recognise when someone may be at
risk of suicide. Participants learn to apply a suicide intervention model which helps them to
connect with the person at risk, increase their immediate safety and link them with suicide
first aid resources.
- SafeTALK is a 3-3.5 hour course that helps people to learn how to identify people who may
be at risk of suicide and how they can increase their safety.
- SuicideTALK is a 1-1.5 hour course that enables to discuss overcoming stigma about suicide
and how individuals can play a role in preventing suicide.
Uniting Communities currently provides this training to internal staff and NEAMI and also
runs a tailored suicide awareness program for apprentices of the Motor Trades Association
funded by MTAA Super. We are working towards increasing the availability of this training
to all South Australian workplaces.
Where someone is identified as being at risk of suicide in our Mental Health Services, staff
have been trained on how to increase the safety of the person at risk. The matter is then
directly reported to the government Mental Health Team and the two services work
collaboratively to address the issue. Support is provided for staff who witness attempted or
completed suicide.

Recommendation 11

As has been detailed earlier, Uniting Communities provides a range of services because we
understand that people’s experiences differ. Some people may experience more than one
issue or life stressor at a time and these issues can be complex and intertwined. For most
people experiencing poor mental health, there are a myriad of additional issues that they
may be faced with; including co-morbid AOD issues, social isolation and/or exclusion,
stigma, relationships breakdown, unemployment, poverty and family violence. Our strong
commitment to social justice and our experience providing a large range of services for a
broad suite of issues means we do not exclude or discriminate against anyone. This
underpins Uniting Communities’ vision, which states that we are committed to creating ‘a
compassionate, respectful and just community in which all people participate and flourish’.
When we are developing the Individual Support Programs, we aim to identify and respond to
the additional complexities that may be surrounding their immediate issue of concern. Many
of our services already address co-morbidity, such as New ROADS and Aboriginal
Community Connect, which provide residential rehabilitation for alcohol and substance
abuse in conjunction with counselling and other support programs. Where an additional
need is identified that cannot be met by the one service, we offer a combination of our
services. Where there is a need outside of our scope, we work with other organisations using
the ‘warm referral’ process to ensure that that need is addressed so that the person does not
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‘slip through the cracks’.
Recommendation 12

As has been stated earlier, Uniting Communities undertakes PAR to evaluate and improve
services. PAR enables service users to be engaged in the evaluation and monitoring of all our
services, including our early intervention services. In addition to our carer specific programs,
we involve carers in the services we provide to the person they are care for. “In our current
IPRSS and psychosocial support services, carers and family members are regularly engaged
in contributing to the recovery journey of the client. We work from the premise that true
recovery will not occur when the goals for recovery are driven by the service rather than the
client and recognise that carers play a significant role in the ability of care recipients to meet
their goals. Carers and family members are therefore encouraged to contribute to the goals
for recovery and engage with services in ways and at a pace that work for them” (Uniting
Communities, 2014). Our Mental Health service clients, their families and their caregivers
form the body of our Consumer Advisory Groups. The Consumer Advisory Groups have been
successfully run for several years and provide invaluable feedback and commentary on how
we can improve our services and processes.
Uniting Communities has also “recently developed an outcome measurement scale which is
tailored to each client’s goals and used to gauge the impact of our interventions in achieving
those goals. We have collated initial baseline scores and outcome scores will be measured
upon cessation of support and/or at specific milestones” (Uniting Communities, 2014).
These scales will help us to evaluate our services and provide guidance for improvement.

Recommendation 13

We have employed Peer Workers in both our Smithfield and Murray Bridge Mental Health
services, predominantly in our Carer Respite services.
We have also identified a need to develop, and are currently developing, a Peer Workforce
Development Framework that matches suitable Peer Workers to service users, recognising
that life courses and the lived experience of mental illness can differ greatly between
individuals.
We have also engaged external Peer Advisors to provide expert advice and guide the
development of our Peer Workforce.

Recommendation 14

Not applicable.

Recommendation 15

Not applicable.

Recommendation 16

Not applicable.

Recommendation 17

Uniting Communities provides a Police Drug Diversion Initiative Program (PDDI). The
PDDI program aims to reduce drug users’ contact with the criminal justice system by
diverting them to a health intervention rather than processing them through the criminal
justice system. PDDI aims to provide early intervention for individuals that have been
detected by the police for possessing illicit drugs (and/or) equipment through information
and education about drug use and available treatment. It aims to increase the participation
of difficult-to-reach drug users in drug assessment and treatment, and reduce the number of
people going through the criminal justice system for minor possession of illicit drugs and
related offending.
Whilst there is not a specific mental health service provided for people who have come into
contact with the criminal justice system, all of our mental health services are underpinned by
a rights and Recovery focus. We do have people present to our mental health services that
have been in contact with the criminal justice system and they are treated with the same
respect, dignity and access to services as any other person. When an individual who has
come into contact with the criminal justice system presents to our mental health services, we
work with their case manager to develop a plan that will help that person to manage their
mental illness. Where people have been participating in criminal actions due to unmet needs,
we help the person develop the skills and obtain the resources to eliminate the need to
commit the crime again. This may include things like acquiring employment, stable housing,
independent living skills, financial counselling. Our Mental Health service staff assess the
client’s needs and then determine what services Uniting Communities can provide to address
these needs and collaborate with external services where necessary.
Uniting Communities offers a number of suicide prevention programs which have been
detailed in recommendation 10.

Recommendation 18

Uniting Communities has recently implemented a new suicide bereavement support service.
The StandBy Response Service is a community based postvention program which is available
in some parts of Australia and is provided by various organisations. We provide the service to
southern country areas of South Australia including the Riverland, Murrayland and
Limestone Coast. Berri and Barmera, which constitute a large part of the Riverland, have an
Aboriginal and Torres strait Islander (A&TSI) population of 4.6%, the South-East
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(Limestone Coast) have an A&TSI population of 1.7% and the Murray Mallee and Murray
Bridge (Murrayland) have an A&TSI population of 4.4% and 4.9% respectively (ABS, 2011).
The StandBy response service provides a 24 hour coordinated community crisis response to
people, families, friends, emergency and community responders, and whole communities
affected by suicide.

Wesley Mission
Priority 1

Suicide prevention networks – led by local communities and supported by Wesley LifeForce
– are helping to address the mental health and wellbeing of Aboriginal and Torres Strait
Islander peoples. Such suicide prevention networks with a specific ATSI focus currently
operate in the communities of Dubbo NSW, Darwin NT, Nhulunbuy NT, Katherine NT, Perth
WA and Cherbourg QLD. The networks are providing platforms for service providers to
collaborate and are empowering locals to tackle the prevalent issues in their communities.
For instance, one of the issues being addressed by the network operating in Nhulunbuy NT is
petrol sniffing by teenagers. The network in Dubbo is developing a park to act as a place of
Aboriginal healing and sorry business. The network in Darwin is running public forums such
as its Annual Suicide Prevention Walk to help reduce stigma that acts as a barrier for those in
the local indigenous community to seek help for suicidal thinking and behaviours.

Priority 2

Nil response.

Priority 3

Nil response.

Priority 4

Nil response.

Recommendation 1

Nil response.

Recommendation 2

Nil response.

Recommendation 3

Nil response.

Recommendation 4

Wesley Mission is delivering the Partners in Recovery program in the Newcastle region in
partnership with Hunter Medicare Local and four other providers. This program supports
people with severe and persistent mental health issues to navigate their mental and physical
health supports related to their individual recovery journey.
Another program run by Wesley Mission to improve the mental and physical health of people
is the Mums and Kids Matter Program. It provides family focussed support to mothers with
severe mental illness and their accompanying children less than 5 years. It is a pilot initiated
by NSW Health. Mothers in the program are provided with a range of coordinated specialist
supports either through a residential stay or in the mother’s community. The supports are
holistic and cover mental health, physical health, early childhood development, mother-child
relationships, healthy family functioning and community engagement. At the end of the
program, specialist staff travel with families into their chosen community to support access
to long-term clinical and mainstream supports for both mental and physical health needs.

Recommendation 5

Nil response.

Recommendation 6

Nil response.

Recommendation 7

A key outcome of Wesley LifeForce suicide prevention networks is build community
resilience by reducing the stigma associated with suicide and suicide ideation. This is
encouraging more people (particularly men) to speak to others about their mental health
issues and to seek professional help when needed. Some of the Wesley LifeForce suicide
prevention networks hold public forums, such as community walks, to help draw attention to
the issue. For instance, the network in Wagga Wagga NSW holds a “Blue Day” public forum.
Similar public events are held by the networks in Darwin NT and East Sydney, NSW. Wesley
LifeForce suicide prevention networks in other parts of Australia distribute mental health
service finders through taxi companies.
Other community resilience building initiatives of Wesley LifeForce supported suicide
prevention networks include:
- Suicide bereavement support groups in Western Sydney.
- Yudu Yudu healing camp in North East Arnhem Land – to link indigenous youth into their
traditional culture.
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- Suicide memorial services in Sydney, Adelaide and Newcastle.
- Social media campaign to the youth of Canberra and surrounding regions.
Wesley Mission’s Mums and Kids Matter Program is helping to build family resilience to
reduce longer term need for crisis support. The program provides residential and incommunity support to mothers with severe mental illness and their accompanying children
less than 5 years. The supports provided to families are holistic and cover mental health,
physical health, early childhood development, mother-child relationships, healthy family
functioning and community engagement.
Recommendation 8

Wesley Mission is providing an employment service to clients with mental health issues. In
parallel with assisting clients with mental health issues find meaningful employment
opportunities, Wesley Mission’s employment consultants also facilitate mental health
supports to address clients’ barriers to employment. Supports include referrals to
appropriate counselling services.

Recommendation 9

Wesley Mission operates two hospitals (68 beds) in Sydney that assist privately insured
patients with their drug and alcohol addictions, mood disorders and eating disorders. On
occasions during admission a patient’s accommodation may be lost. Such issues are actively
managed with affected patients during their hospital stays. Once the risk of homelessness
has been identified, hospital staff contact Wesley Mission’s supported accommodation and
community housing staff to find suitable accommodation for patients upon their discharge
from hospital. This accommodation service for hospital patients has proven to be a valuable
resource over the last few years, helping to cut down on the need for subsequent hospital
readmissions. Some patients eventually transition from Wesley Mission run accommodation
into Department of Housing accommodation.

Recommendation 10

Nil response.

Recommendation 11

Wesley Mission delivers the Partners in Recovery program in the Newcastle region in
partnership with Hunter Medicare Local and four other providers. Partners in Recovery is a
community based program connecting people with severe and persistent mental illness into
holistic supports. It is not uncommon for consumers in the program to have co-existing
mental health and drug and alcohol issues. Program consultants work with consumers to
identify their needs and goals and refer them into appropriate support services using a
person-centred “no wrong door” approach.

Recommendation 12

Nil response.

Recommendation 13

Nil response.

Recommendation 14

Nil response.

Recommendation 15

Nil response.

Recommendation 16

Nil response.

Recommendation 17

Nil response.

Recommendation 18

Nil response.
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A Contributing Life
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