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Message from
Lucy Brogden

Chair of the NMHC Advisory Board

The National Mental Health Commission (NMHC)
Advisory Board is proud to continue contributing to
theimportantwork of the NMHC. During the year we
welcomed Ms Niharika Hiremath, Dr Elizabeth-Ann
Schroederand Mr Alan Woodward as Commissioners.

The Advisory Board farewelled Professor Wendy

Cross, whose appointment as Commissioner ended
inJuly. With over 35 years of experience asa mental
health nurse, andinacademia, Professor Cross brought
extensive expertise and a unique perspectivein herrole
as Commissioner. Professor Cross’ passion was evident
throughherhard workintheroleandthe NMHCis
grateful for her service and contribution.

In November 2018, the Advisory Board also
farewelled Professor Harvey Whiteford, who was
appointed asan Associate Commissionertothe
Productivity Commission inquiry into the social
and economic benefits ofimproving mental health.
Harvey has a wealth of experience in the mental
health field and will be a tremendous asset to the
Productivity Commissioninquiry.

The Advisory Board were pleased to welcome Ms
Christine Morgan as the new CEO of the NMHC. Having
worked as CEO of the Butterfly Foundation—Australia’s
leading foundation for eating disorders—Christine
brings a wealth of expertise and leadership experience
tothe NMHC. We are pleased to work with Christine as
partof astrongteam supporting the significant reforms
beingundertakentoimprove mental healthandsuicide
preventionin Australia.

Anumber of significantinquiries are being held
thisyear, including the Royal Commission into
Victoria’s Mental Health System, and the Productivity
Commission’sinquiry into the social and economic
benefits ofimproving mental health. Inaddition,
inquiriesinthe aged care and disability sectorsare
being undertaken—allof whichareintendedto
examine the performance and effectiveness of the
broader healthcare systemsin Australia.

Theseinquiries have the potential to transform the way
we approach mental health and suicide prevention

in Australia. Indeed, the NMHC supports their work
aspartof ouragendato raise awareness, prioritise
mental health, and reduce stigma and discrimination.
In particular, the Productivity Commission’s focus on
factorssuchashousing, education, employmentand
socialjusticeinthe developmentandtreatment of
mentalillnessisan approach welcomed by the NMHC.

Thisyear, we celebrated the graduation of thefirsttwo
cohorts ofthe NMHC’s Australian Mental Health Leaders
Fellowship—a professional development program for
emerging leadersin mental health. Thefirst program
ofitskind in Australia, the fellowship incorporates a mix
of experiential learning, reflective practice and group
activities, with the aim of progressing the next generation
of mental health sectorleadership. The NMHCis proud
to contribute tothe development of emerging and future
agentsof change in Australia’s mental health sector.

We were particularly pleased to honour our former
Commissioner, the late Jackie Crowe, awarding a prize
inhername.

We are encouraged by the increasing profile and
priority of suicide prevention. The Australian
Governmentannounced our newly appointed CEO,
Christine Morgan, as the National Suicide Prevention
Advisertothe Prime Minister. This direct reporting
lineis critical for ensuring that suicide preventionis
embedded as a priority across government.

Inaddition, the Australian Government’sinvestmentinto
the mentally healthy workplace initiative, asannounced
inthe 2019 Budget, will allow the NMHCto work with the
Mentally Healthy Workplace Alliance to create a nationally
consistent frameworkto supportemployers create
mentally healthy workplaces.

The NMHC welcomes the Australian Government’s Long
Term National Health Plan which prioritises mental health
andsuicide prevention. Thisincludes investing in better
understandingand innovation through national surveys
andresearch, as well as Australia’s first mental health and
wellbeing strategy for children.

The commitment shown by governments through
inquiries and additional investments into mental health
and suicide prevention speakstotheimportance of
addressingtheseissuesin Australia. Thankyoutothe
Minister for Health the Honourable Greg Hunt MP, the
Australian Government, state and territory governments,
state mental health commissions and the consumers

and carersand other stakeholderswhoinformallwe do.
Together we will continue to advocate for, and prioritise,
the ongoing reform of our mental health system.

o for

Lucy Brogden,AM
Chair of the NMHC Advisory Board
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Message from
Christine Morgan

CEO of the NMHC

lam honoured to have been appointed as CEO of the
National Mental Health Commission (NMHC). Since
joiningthe NMHCin March 2019, | have travelled the
country meeting with representatives across the
fullbreadth of the mental health sector. I have been
humbled listening to the experiences of consumers
and carers, and by the significant challenges faced
by service providersin mental health. However, |
feel confident that reforms such as the Fifth National
Mental Health and Suicide Prevention Plan (Fifth
Plan), activitiesin suicide prevention, and the
National Disability Insurance Scheme will lead to
significantimprovementsinthe mental health system
in Australia. Although system reform takes time, |
look forward to working with the Commissioners
and the NMHCteam as we strive towards ensuring
that mental health and wellbeingis a primary focus
of allgovernments, allowing all Australians to lead
contributing lives.

I would like to thank Maureen Lewis for her hard
work as Interim CEO from July 2018 to March 2019.
Under Maureen’s leadership, the NMHC delivered
thefirstreport ontheimplementation progress of
the Fifth Plan, the National Report 2018, and the
very successful leadership program—the first mental
health-specific development program of its kind.
Thesessignificantachievements have setthetone
forthe future of the NMHC.

To support mental health system reform now and
intothe future, we need research andinnovation.
Researchis critical in providing the evidence base to
support future reformsandto help us understand the
progress of existing reforms.

Thisyear, the NMHC released the results of economic
modelling that further contributes to the evidence
base forinvestmentin preventionand early
intervention. This workis key to demonstrating the
economic gains that can be achieved frominvestment
upstream, and theimportance of maintaining such
investment as part of Australia’s mental health and
wellbeing agenda.

Centraltoreformssuch as the Fifth Plan are the
experiences of mental health consumersand carers.
Earlier thisyear, the NMHC undertook a consumer
and carersurvey tounderstand how implementation
of the Fifth Planis affecting their experiences of
care. Results from the survey were publishedin the
Fifth National Mental Health and Suicide Prevention
Plan 2019: The consumer and carer perspective,
thefirstreportofitskind. The report confirmsthat
lack of availability and accessibility of services, and
stigma and discrimination are still significantissues
forconsumersand carers. The NMHCis grateful
toallwho sharedtheir stories and participated
inthe survey. These are a critical contribution to

the NMHC'’s work towards sustainable reform of
the mental health system.

There has been significantinvestment by the
Australian Governmentin mental health this year,
including funding fora national workplace initiative
through the Mentally Healthy Workplace Alliance and
the development of a national suicide information
system led by the Australian Institute of Health and
Welfare. The NMHC welcomesthe investmentin
mental health and wellbeingin our workplaces, and
in suicide prevention, andis proud to work with its
partnersinthe Mentally Healthy Workplace Alliance
and with the Australian Institute of Health and
Welfare onthese importantinitiatives.

Reformisthe outcome of the collective efforts from
many. | thank all who have contributed this year

and will continue to contribute in the future—our
dedicated Commissioners, the whole team atthe
NMHCand all our colleagues across the mental health
and suicide prevention sector.

(Porag—

Christine Morgan
CEO
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About us

The National Mental Health Commission (NMHC) was established
in 2012 and provides insight, advice and evidence on ways to
continuously improve Australia’s mental health and suicide
prevention system and acts as a catalyst for change to achieve
these improvements. This includes increasing accountability and
transparency in mental health by providing independent reports
and advice to the Australian Government and the community.

An Advisory Board of Commissioners helps set the NMHC'’s strategic
directions and priorities. The NMHC’s current Commissioners are Mrs
Lucinda Brogden AM, Professor Ngiare Brown, Professor Helen Milroy,
Ms Kerry Hawkins, Rabbi Mendel Kastel OAM, Ms Christina McGuffie,
Professor Maree Teesson AC, Dr Elizabeth-Ann Schroeder, Ms
Niharika Hiremath, Mr Alan Woodward, and Ms Christine Morgan.
Ms Christine Morgan is also the CEO of the NMHC.

Ourvision

Our vision is that all people in Australia are enabled to lead
contributing lives in socially and economically thriving communities.
We strive to achieve our vision by:

+ ensuring mental health and wellbeing is a national priority

+ increasing accountability and transparency through credible
and useful public reporting and advice informed by collaboration

+ providing leadership and information that helps to empower
mental health consumers and carers

« working with others to influence decision-making, set goals and
transform systems and supports to improve people’s lives.
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Executive
summary




The mental health system in Australia is undergoing
significant change. Reforms such as the National Disability
Insurance Scheme (NDIS), the Fifth National Mental Health

and Suicide Prevention Plan (Fifth Plan), Primary Health
Networks (PHNs) and activities in suicide prevention are
all occurring simultaneously. These reforms are ambitious
in their scope. They are also interrelated which adds to the
complexity of their implementation, and it will take time
before their implementation leads to sustained change for

consumers and carers.

The combined efforts of allgovernments and the
commitmentto deliver these reforms have been
critical totheir progress. Although there s stillaway to
go, the changes being continually made under these
reforms have started to lead toimprovementsinthe
way mental health services are planned and delivered.

The National Mental Health Commission (NMHC)
commencedits Connections tourinJuly 2019

to consultand engage with communities across
Australiaonthe 2030 Vision for Mental Health and
Suicide Prevention. The Connections tour provided an
opportunity to hear directly from consumers, carers,
families, and organisations that provide support and
care, about their experience of the current mental
health system.

The performance of the mental health systemiis

also being closely examined through numerous
inquiries. These include the Royal Commission into
Victoria’s Mental Health System and the Productivity
Commission’sinquiry into the social and economic
benefits of improving mental health. The NMHC
particularly welcomes the broad scope of the
Productivity Commission inquiry and itsinclusion

of the social determinants of mental health.

Theseinquiriesare valuable foridentifyingand
understanding deficienciesin the mental health
system. They also provide a unique opportunity
foraction, anditis critical that governments use
the recommendations of these inquiries as the
basis for system improvements.

The current focus on mental health and suicide
prevention in Australia marks a significant
turning pointin our history. Thereisan
increased awareness of the impacts of mental
health and suicide—not only from a health and
wellbeing perspective, but also froma social and
economicone. Thereisalsoasense of urgency
toimprove mental health and reduce suicide.

However, solutions thatimprove mental
healthand prevent suicide are never simple.
Implementing reforms requires significant
investment of time and money. To achieve real
change we need real commitment tointegrate
services andincrease accessibility, make more
data available for effective service planning and
measuringimproved outcomes for consumers
and carers, reduced stigma and discrimination,
and improved mental health outcomes for
Aboriginal and Torres Strait Islander people.

Part of the NMHC’s remit is to monitorand
reporton Australia’s mental health system.
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Thisreportisthe result of this monitoring over the
past 12 months. It presents a snapshot of some of the
issues faced by the mental health systemasawhole,
aswellasthe current progress of reformsin mental
health and suicide prevention.

The reportalsoidentifies the need forimprovements
in specificareas and makes recommendations

on how governments can beginto address these
issues. These recommendations attempt to address
systemicissuesin mental health and suicide
prevention—they do not focus on gaps between, or

within, mental health and suicide prevention services.

The mental health system

Prevalence and burden of poor mental health,
mentalillness and suicide in Australia

Almost half of Australians aged between 16 and 85
years will experience acommon mentalillness, such
asananxiety, affective or substance use disorderin
their lifetime. Onein five Australians experience a
common mentalillness each year.

The available data suggest that Aboriginaland Torres
StraitIslander people are atincreased risk of poor
mental healthand mentalillness. However, high quality
dataonthe prevalence of mentalillnessin Aboriginal
andTorres StraitIslander peopleis not available.

In2017,3,128 people died by suicide in Australia.
Thiswas anincrease of 9% from the previous year.
Suicide was the leading cause of death of children
aged 5to 17 years, with 98 deaths occurringin this
agegroupin 2017. The suicide rate of the Aboriginal
and Torres Strait Islander community is over twice
that of non-Indigenous Australians. In July 2019, the
Australian Bureau of Statistics published a once-off
pilot study on the psychosocial risk factors associated
with suicide deathsin 2017 that, ifintegrated into
the routinely published deaths data collection,
would provide valuable guidance for ongoing suicide
prevention planning and funding.

Available data shows that Australians
continue to have an ongoing need for mental
health and suicide prevention supports

and services, and different groups and
communities require tailored responses.
However, current prevalence datais more
than 10years old and there are key gaps

in Australia’s population data, including
dataforsome disorder types and high risk
community groups.

The NMHC welcomesthe Australian Government’s
commitmentto fund an updated National Survey of
Mental Health and Wellbeing adult survey. However,
anongoing program of prevalence data collection,
including for Aboriginal and Torres Strait Islander
people should be conducted at regularintervals.

To provide amore comprehensive picture of mental
illness prevalence in Australia, the feasibility of
expanding the National Survey of Mental Health

and Wellbeingtoinclude abroader set of disorder
typesand high risk community groups, should be
investigated. This will ensure that contemporary
prevalence data remains available to assist with
service planning and funding decisions, and better
outcomes can be achieved for consumersand carers.

The NMHC recommends that the Australian
Government supports anongoing program of
prevalence data collection, conducted at regular
intervals, and commits to a feasibility study to
investigate options for expanding the scope of
disorders and high risk community groupsincludedin
the prevalence data collection program.

The NMHC also recommends that the Australian
Government supports the developmentofa
culturally appropriate version of the National Survey
of Mental Health and Wellbeing, to collect high
quality data onthe prevalence of mentalillnessin
Aboriginaland Torres Strait Islander communities,
and supportsthe ongoinginclusion and further
development of psychosocial risk factor analysisin
the routinely published deaths data collection.
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Australia’s mental health system

The mental health systemin Australiais
complexand fragmented, with roles and
responsibilities spread across governments,
as well asthe non-government and private
sectors.

Available data show that the number of people
accessing clinical mental health servicesis
increasing. The data does not quantify people

who are turned away from services or the length

of time that people are waiting to access services.
However, the continued increase in the use of
emergency departmentsto manage acute episodes
of mentalillness suggests that not all people with
amentalillness are getting the care they need in

the community.

Planning tools are available to help mental health
service providers, governments and PHNs plan
the provision of appropriate services for their local
community. However, there are gapsin the available
national mental health services data collections.
These gaps limit the ability of governments and
mental health service providersto compare the
existing level and mix of mental health services
with the optimal level recommended by planning
tools. The NMHC recommends that, subject
tothefindings of the Productivity Commission
inquiry into mental health, governments support
anational mental health service gaps analysis.

For the mental health systemto be
responsive to changing needs and deliver
quality services for consumers, the mental
health workforce must grow and develop.
The need to address workforce issues is not
new. The issues impacting the mental health
workforce have consistently been identified
over along period of time.

Theseissuesinclude an ageing workforce, staff
turnover, the challenges of workinginrural and
remote locations, the need fortrainingand education
todeal with achanging mental health system, and
challenges affecting peer workers.

Workforce planning strategies and frameworks
have been developed (orare in development) by
the Australian Government, states, territories
and professional peak bodiesto trytoaddress
theseissues.

Atthe national level, the Australian Government
has committed to the development of a National
Mental Health Workforce Strategy. The National
Mental Health Workforce Strategy should build
onthe strategies and frameworksin place orin
developmentand be developedin consultation
with all stakeholders responsible for the mental
health workforce. The NMHC recommends
thatthe Australian Government produces
aclearimplementation plantoaccompany

the developmentand release of the National
Mental Health Workforce Strategy.

Meeting the needs of consumers and carers

A mental health system that meets the
needs of consumers and carersis accessible,
acknowledges consumers’ dignity, provides
carethatis both coordinated and relevant to
the person’s needs, and achieves the desired
outcome for consumers.

Monitoring how well consumerand carer needs

are being met by the mental health systemis a key
outcome measure. Much of the available datais
from consumerand carer surveys that are collected
atthetime of service provision. The data that is
availableindicates that mental health servicesare
not always meeting the needs and expectations of
consumers. However, this datais not comprehensive
and additional datais required to better understand
the experience and outcomes of service use.
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The Your Experience of Service (YES) survey aims to
help mental health services and consumers work
togetherto build better services, by identifying areas
where consumers believe improvements can be
made. Currently three states—New South Wales,
Victoriaand Queensland —publicly report data from
the YES survey. The available data fromthe YES
survey suggest that the majority of mental health
care provided meetsthe needs of consumers, but
asignificant proportion (up to 49%) of consumers
do not have a positive experience of care.

To create a nationally consistent picture of how
mental health services are meeting the needs of
consumers, the NMHC suggests that all state and
territory governments offer the YES survey to
consumers during every hospital stay or community
health centre visit, and contribute to the national
data collection on consumer perspectives of mental
health care.

Ameasure of carer experience, the Mental Health
Carer Experience Survey, has also been developed
but has notyet been implemented by any state or
territory. Currently, carerslack a way to easily and
routinely contribute to the ongoing improvement
of mental health services. The NMHC suggests that
state and territory governments investigate the
feasibility ofimplementing the Mental Health Carer
Experience Survey.

The National Outcomes and Casemix Collection
shows that there are positive clinical outcomes
forthe majority of consumers who attend state
andterritory specialised mental health services.
However, there are still areas forimprovement, as
aconsistent proportion of consumers display no
significantimprovement or significant deterioration
intheirclinical outcomes.

Improving social inclusionand meaningin life for
consumersis akey priority of all governments.
Currentlythereisno data available toreporton
progress towards achieving outcomesinthese
areas. The Australian Mental Health Outcomes

and Classification Network, in collaboration with

the Mental Health Information Strategy Standing
Committee, is currently working to develop a
measure, the Livingin the Community Questionnaire
Summary Form that aims tofill this data gap.

The NMHC recommends that the Australian
Government supports theimplementation of the
Livingin the Community Questionnaire Summary
Forminthe mental health services they fund.

The NMHC suggeststhat state and territory
governmentsimplementthe Livingin the Community
Questionnaire Summary Formin mental health
services they fund. All resulting data should be
publicly reported.

Everyone accessing the mental health system
deservestoreceive safe care and has theright to

be treated with dignity and respect. The use of
restrictive practices such as seclusionand restraint
affects consumers’ right to dignity, therefore
monitoring the frequency of restrictive practices over
time can provide anindication of the performance

of mental health services. The continual reduction

in restrictive practicesis encouraging. The NMHC
encourages governments to continue their efforts
towards eliminating the use of seclusion and restraint.

Social determinants of mental health
and suicide

The relationship between social
determinants and mental healthis
dynamicand complex. As aresult, the
effects of social determinants on mental
health and wellbeing should not, and
cannot, be addressed by mental health
interventions alone.

Although mental health interventions are
critical, they are not sufficient to counter the
significantinfluence of social determinants
of mental health and suicide.

Mental health policy and program developmentin
Australia needsto move to a coordinated approach
thataddresses whole-of-life needs. Part of this
approachistoinvestinearlyinterventionand
prevention policies, which are key to preventing
mentalillness laterinlife. Currently, responsibility
for mental health-related policiesand programsis
dispersed across different government departments.

Monitoring mental health and suicide prevention reform: National Report 2019
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Addressing social determinants througha
whole-of-government approach to mental health

The NMHC welcomes the Productivity Commission
inquiry into the socialand economic benefits of
improving mental health, which looks beyond the
health system and at the social determinants of
mental health. Theinquiry presents asignificant
opportunity to comprehensively review expenditure
on mental health and suicide preventionin Australia.

The NMHC considers thatamore
coordinated approachis needed across
governmentin relation to policy and
investment in mental health.

The NMHC recommends that subject tothe
findings of the Productivity Commissioninquiry
into mental health, the Australian Government
considerstherole of a central government
agencytocoordinate a whole-of-government
approach to mental health policy.

In addition, the NMHC recommends that subject
tothe findings of the Productivity Commission
inquiry into mental health, governments consider
therole of anindependent statutory body to
monitor and evaluate mental health policy
outcomes. Thisincludesthe current levels of
expenditure on mental health, and whether
investmentin mental health is effective, efficient
andinformed by evidence-based policy.

Monitoring and reporting on
mental health expenditure

Currentreporting of mental health expenditureis
limited due to data gaps and different methods for
calculatingexpenditure. In 2016-17, $9.1 billion was
spenton mental health-related servicesin Australia.
Thisfigure does notinclude all spendingin Australia
onmental health, duetogapsin data. This figure does
notinclude mental health expenditure which occurs
outside the health system.

To ensure that mental health investment

is effective and appropriately targeted,
governments need to better understand
current levels of expenditure including how
much is spent, whatitis spent on, and how
wellitis working.

Monitoringand reporting are essential to evaluate
the outcomes of mental health expenditure, and to
ensure that future investmentsare evidence based.
The NMHC supports a broad approach to estimating
mental health expenditure that goes beyondthe
health system and includes mental health-related
expenditurein other systems (for example,
disability, education, justice, child protection,

and employment).

Investingin childhood and early intervention
and prevention

Early interventionis key to preventing
mentalillness laterin life. Investing in early
intervention and prevention strategies will
reduce the likelihood of consumers needing
costly supports, services and systems,
including the child protection and justice
systems, acute hospital care, and social
support payments.

Toassistin building the evidence base for the
economicvalue ofinvestingin early intervention
and prevention, the NMHC has completed work
modelling the return oninvestment from 10
interventions. Overall, the results showed that
thereisgood evidence forinvestingin arange of
preventative interventions, both onthe grounds
of cost-effectiveness and cost savings.
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Despite the growing evidence of the benefitand
economicvalue of early interventioninitiatives,
Australialacks a coordinated approach to their
implementation. A coordinated approach to early
intervention and prevention for mental healthis
neededtoensurethatinvestmentsinintervention
and prevention strategies are sustainable and
effective. The NMHC welcomes the recent
announcement by the Australian Government for
aNational Children’s Mental Health and Wellbeing
Strategy, to be delivered by the NMHC and led by child
mental health experts, Professor Frank Oberklaid and
Professor Christel Middeldorp.

Key mental health and suicide
prevention reforms

Primary Health Networks

PHNs are funded by the Australian Government to
planand commission medical and health services
based onthelocal needs of their regions. They are
required to undertake targeted workin several
priority areas, including mental health. Their
program objectives ofimproving the efficiency

and effectiveness of services, andimproving the
coordination of care, mean thatthey are well
positioned to supportregionally driven approaches
to mental health and suicide prevention.

Thessignificant public funding provided to
PHNSs to contribute to key mental health
and suicide prevention reforms highlights
theirimportantroleinimproving the
mental health of Australians. However,
PHNs are faced with tight timeframes,
high expectations and a rapidly expanding
scope of work.

Two separate evaluations of PHNs have been
undertakeninthe past 12 monthsto determine

their effectiveness. Thisincluded the Evaluation of
the PHN Program, commissioned by the Australian
Government, and areport prepared by the PHN
Advisory Panel on Mental Health (PHN Advisory
Panel Report). Inaddition, the PHN Advisory Panel
released a strategic document, the Reform and
System Transformation: A Five Year Horizon for

PHNSs (Five Year Horizon), which outlines enablers
forthe progress of the PHN Program. The NMHC
recommends that the Australian Government
respondsfullytothe 17 recommendationsinthe PHN
Advisory Panel Report, endorses the implementation
of the Five Year Horizon and details how it will publicly
reportonitsimplementation.

Toaddresstheincreasing expectations placed

on PHNsasthe PHN Program expands, thereisan
ongoing need for appropriate PHN supportsand
guidance. Therole of the Australian Governmentis
to provide funding and contract oversight, and to act
asacapacity builder for the PHNs. Multiple reports,
however, have found that guidance and supportfor
PHNs lag behind announced changes to PHN areas of
responsibility. This has affected the ability of PHNs to
progressworkinthese areas. Stakeholders have also
suggested thatthe Australian Government’srole as
funderis not compatible withits role as a capacity
builder for PHNs. The NMHC recommends that, in
consultation with PHNSs, the Australian Government
establishes an overarching entity to govern, support
and build PHN capacity on a national scale.

The NMHCis encouraged by the release of a new
PHN Performance and Quality Framework, which
provides a mechanismto measure the performance
of PHNs under all funding schedules of the program.
The NMHCis aware that the Australian Government
will release a report on the performance of the

PHN Programinlate 2019 under the new PHN
Performance and Quality Framework. To measure
performance of the PHN Program over time, the
NMHC recommends that this reportincludes
baseline data about how the PHN Programiis
meeting outcomes underthe PHN Performance
and Quality Framework.

Monitoring mental health and suicide prevention reform: National Report 2019
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The NMHC welcomes the introduction of alonger-
termfunding modelfor PHNs in response to the
challenges created by short-term funding cycles.
Theincreased length of the funding model will allow
PHNs to undertake longer-termlocal planningand
enterintolonger contracts with service providers.
Provided PHNs enterinto contracts with service
providersthatare morethan 12 monthsinlength,
thiswill increase the capacity of PHNs to develop
the stakeholder relationships necessary for regional
planningand commissioning, as well as allowing
service providers to effectively meet the needs of
thelocal community and demonstrate outcomes.
The NMHC recommends that the Australian
Government encourages PHNs to extend contracts
with existing service providers who can demonstrate
efficacy and suitability in providing servicesin
theirregion; and, where feasible, enterinto longer-
term contracts when commissioning services with
new providers.

Working toimprove the health of Aboriginal

and Torres StraitIslander peopleis a priority

area for PHNs. The PHN Advisory Panel Report
recommended that PHN funds for mental health
and suicide prevention for Aboriginaland Torres
StraitIslander people should be provided directly
to Aboriginal Community Controlled Health
Services (ACCHS) as a priority, unless a better
arrangement can be demonstrated. The Senate
Inquiry into the accessibility and quality of mental
health servicesinruraland remote Australia also
made a similar recommendation. PHNs should
continue to work on formalising partnerships with
ACCHS. The NMHC supportsthe recommendations
made by both these reportsand recommends
thatthe Australian Government encourages

PHNs to position ACCHS as preferred providers
for mental health and suicide prevention services
for Aboriginal and Torres Strait Islander people.

National Disability Insurance Scheme

Asat30June 2019, 25,192 people with psychosocial
disability (9% of all NDIS participants) were accessing
and receiving supportthroughthe NDIS. It was
expected that by full scheme, 64,000 participants

(or 14% of all NDIS participants) would be people with
apsychosocial disability as their primary disability.

People with a psychosocial disability need to
be abletoaccessthe supporttheyneedto
live a contributing life, regardless of whether
or notthey are participatinginthe NDIS.

The NMHC welcomes the effort made by the National
Disability Insurance Agency (NDIA), governments
and stakeholderstoimprove the experiences of
NDIS participants and ensure continued support for
those notaccessingthe scheme. The NDISis working
for many, especially those participants who are
experiencing supportforthefirsttime. Thereis still
work that needsto be done toimprove participants’
experiences, and to ensure that the NDISand mental
health systems are equippedto assess and address
the needs of people with a psychosocial disability.

The NDIAisimplementing several initiatives to
improve the experience of people with a psychosocial
disability accessing the scheme. These initiatives
includeimplementing psychosocial disability training
for NDIA staff, training for health professionals
including general practitioners and psychiatrists,
streamlined access processfor clientsin existing
programs transitioning to the NDIS, rolling out the
complexsupport needs pathway and implementing
service improvements to the psychosocial disability
service stream. However, concerns remain for people
with a psychosocial disability around consistencies

in eligibility and planning outcomes, lack of
understanding of psychosocial disability and how the
episodic nature of mentalillness and the recovery
approachaligns with the NDIS assessment process.
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Inorderto understand how key learnings from
currentinitiatives will be used toimprove
participant experiences, the NMHC recommends
thatthe NDIA publishesinformation about the
outcomes of the complexsupport needs pathway
andthe psychosocial disability service stream,
andthe evaluation outcomes of streamlined
access for people with psychosocial disability.

The NDIAs currently consideringa number of
improvements to the psychosocial disability pathway
including the inclusion of recovery-orientated
practice into the scheme, a stronger focus on an
episodicapproach to psychosocial disability, working
with states and territories onan outreach and more
connected-up approach, andlinking people who

are unsuccessfulintheiraccess requests on grounds
of primary psychosocial disability to other sources

of psychosocial and clinical support. The NMHC
welcomes thiswork and looks forward to seeing the
details on how supportand guidance will be provided
to people with a psychosocial disability.

Thereisgrowing concern about the transition rates of
Commonwealth community mental health program
clientsintothe NDIS, asthey are lower than expected.
The NMHC welcomes the additional funding

under the National Psychosocial Support Measure
tosupportthetransition of existing clients of
Commonwealth community mental health programs.
Based on existing knowledge of the transition
process, itis likely that current clients willneed more
than anadditional 12 monthstotransitionintothe
NDIS. The NMHC recommends that the Australian
Government: extends support for Commonwealth
community mental health program clientsto at

least June 2021; considers whether the funding
available under the National Psychosocial Support
and Continuity of Support measures matchesthe
needs of people who are ineligible for the NDIS; and
considers how funding and access to services for
peopleineligible for the NDIS can be simplified.

People with psychosocial disability who are
ineligible forthe NDIS will also be able to access
supportthrough state or territory funded
programs. Future decisions about the funding
andservices provided under state and territory
programs depend on how many people
transition fromthese programsinto the NDIS.

Allgovernments have arolein ensuring
that people who areineligible for the NDIS
have access to appropriate psychosocial
supports.

The NMHC recommends that the Australian
Government, with state and territory governments,
ensure that people who are ineligible for the

NDIS have accessto adequate psychosocial
supportservices.

The support required for people with psychosocial
disability requires a stable and accessible market.
The NDIA and the Australian Government have been
workingto address key marketissues, but further
work is required to ensure continued support for
participants with a psychosocial disability who
cannotaccessservicesasaresult of insufficient
market supply or because providers have failed
toprovide care. The NDIA has been working with
statesandterritories to develop a provider of
lastresort policy, now known as the Maintain
Critical Supports policy. The NMHCis concerned
by the continued lack of clarity and progress on
this policy and recommends that the NDIA work
with state and territory governmentsto progress
the Maintain Critical Supports policy and release
detail on whatis happening with the policy.

Consumers must be able to make informed
choices to participate inthe NDIS.
Participants with psychosocial disability
need help to navigate the NDIS, engage
providers and navigate other systems.

Participants need asingle point of contact when
something goes wrong—whichincludeswhena

provider decidestonolonger provide them with
aservice.

Support coordination for NDIS participants

with psychosocial disability has the potential to
driveimprovementsin case managementand
coordination for this cohort. However, the current
inclusion of support coordinationin NDIA plans
islow for people with psychosocial disability.
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The NMHC recommends thatthe NDIAincludes
support coordinationasastandarditeminall
plansfor people with a psychosocial disability.

The NDISis havinganimpact on the mental health
system. The NMHC has heard that participants are
not always getting the support they need, and this
isleadingto adeterioration ofindividuals’ mental
health and a greater reliance on clinical mental
health services, includingincreased presentations at
emergency departments. The NMHC has also heard
that delaysin participants getting their plan or having
aplanreview completed are resulting in delayed
dischargesfrom hospitals.

Addressing system impacts of the NDIS begins

with understanding how people with psychosocial
disability engage with the scheme. Dataisan
important part of building this knowledge and will
enablejurisdictions to monitor participant outcomes
and experiences and address systemissuesto ensure
adequate supportfor people with psychosocial
disability. The NMHC recommends the NDIA routinely
publish data about participants with psychosocial
disability including information about application,
access and planning outcomes by population groups,
eligible/ineligible status, plan utilisation, the extent
of support coordinationin plans, and current rates of
access and expenditure on supportsin plans.

Suicide prevention

Suicide has a significantimpact on families,
communities and society. This has prompted multiple
governments to commit themselves to specific
reductiontargetsand otherstoworkingtowards a
target of zero suicides.

Unfortunately, thereisalong waytogoto
reach this goal. Australia’s suicide rate has
increased during the past 10years. In 2017,
3,128 people died by suicide in Australia,
thiswas anincrease of 9% from the
previousyear.

The NMHCis encouraged by the current
developmentsin Australia’s suicide prevention
sector, including the move towards coordinated
prevention initiatives, committing to the regular
production of detailed data on suicide attempts
and deaths, and trialling alternatives to emergency
departments for peoplein suicidal crisis. However,
governments must work togetherto strengthen
Australia’s suicide prevention infrastructureina
number of areas.

Under the Fifth Plan health ministers committed

to developing a National Suicide Prevention
Implementation Strategy that embodies a systems
approachtosuicide prevention. The draft strategy
requires all health ministers to attempt to collaborate
with non-health portfolios, but focuses onthe
actions of the health system. Tofacilitate cross-
portfolio and cross-government collaboration and
acknowledgement of their shared responsibility in
preventing suicide, the NMHC recommends that any
future national suicide prevention strategies be co-
designed and co-governed by all relevant portfolios
under the Australian Government, including health,
education, justice, social services and employment.

Aboriginaland Torres Strait Islander people die
by suicide at a rate twice that of non-Indigenous
people. Toreduce this disparity, an appropriately
resourced, comprehensive, whole-of-government
Aboriginal and Torres Strait Islander suicide
prevention planis required. The NMHC
recommends that the Australian Government
work with the state and territory governmentsto
committo a national Aboriginal and Torres Strait
Islander suicide prevention plan, thatis led by the
knowledge and expertise of Indigenous people.

Each year, more than a quarter of a million
Australians presentto emergency departments
seeking help for acute mental and behavioural
conditions, including people who are experiencing
asuicidal crisis. Yet the evidence suggests that
emergency departments are not adequately
resourced or positioned to be atimelyand accessible
entry point to the mental health system.
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Inresponse, inaddition to the activities of the local
areasuicide prevention trial sites, governments

have implemented strategies aimed atimproving
the management of mental health and suicidal crisis
within emergency departments. However, published
evaluations of these initiatives do not analyse the
impact of the initiatives on outcomes for consumers.

Attempts toimprove emergency
department care are welcome, but will

be limitedintheirimpactif they are not
systematically evaluated for their effect on
consumer care and outcomes.

To ensure that future government funding can be
invested ininitiatives that produce meaningful
outcomes forthe community, the NMHC
recommendsthat the Australian Government work
with state and territory governments to ensure that
allevaluations of initiatives toimprove emergency
department care extend beyond measures of
processand impact on hospital staff, toinclude
impact on meaningful outcomes for consumers
and carersasa primary outcome measure.

The NMHC has heard thatthere s significant variation
inthe quality of care received by consumers when
they present to health or mental health services
insuicidal crisis. To establish a national regulatory
framework that ensures a consistent minimum
standard of careis achieved across all public

and private hospitals, and community services
provided by Local Health Networks, the NMHC
recommends that the Australian Government work
with the Safety and Quality Partnership Standing
Committee to ensure that the mental health
supplementtothe National Safety and Quality
Health Service Standards (NSQHS Standards)
includes detailed requirementsand guidance on
the carerequired by people at risk of suicide.

Other suicide prevention service typesand
settings, including educational programs and

other non-clinical supports, do not have existing
mandatory regulatory processes through which to
implement consistent care standards. The NMHC
recommendsthat the Australian Government work
with the Mental Health Principal Committee, to
oversee the development of suicide prevention

service best practice guidelines that cover the

full range of suicide prevention activities, from
primary prevention to postvention, in all settings.
These guidelines should consider and complement
existing NSQHS Standards and the mental

health supplement tothe NSQHS Standards.

Significantimprovements have been madeinthe
collectionand reporting of Australia’s suicide rates,
including the recent commitment for more timely
and detailed information about suicide attempts
and deaths. However, data on suicide prevention
expenditure, workforce and program and service
activity are not currently systematically collected
and publicly reported at the national or state
andterritory levels. Thisreduces transparency,
which negatively impacts on attempts to monitor
the systemic effectiveness of suicide prevention
strategies, plans, policies and servicesin Australia.

The NMHCrecommends that the Australian
Governmentwork with the state and territory
governments on the development of routinely
collected data onsuicide prevention expenditure,
workforce and program and service activity. Thiswould
allow more detailed monitoring of what is working well
andwhat needstobeimprovedinthe sector,and may
ultimately lead to better care for those at risk of suicide
andareductioninthesuiciderate.

Evidence of the effectiveness of Australian
suicide prevention activities is needed to
ensure that governments and others who
commission services can make informed
funding decisions.
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Methodological problemscommonly associated
with suicide prevention evaluations, such as the
statistically small number of suicide deaths in any
givenyear, small program size and short program
duration, can diminish the statistical power of
evaluations and thus limit the ability to determine
the effects of the program. To overcome these
methodologicalissues and ensure that future
investments can beinformed by robust evidence,
the NMHC recommends that the Australian
Government, with the state and territory
governments commits to longer-term funding

for suicide prevention activities and evaluations

of these activities to better assess outcomes over
alonger period of time. For the local area suicide
prevention trials, the NMHC recommends the
Australian Government commit to the timely public
release of the evaluation of the National Suicide
Prevention Trial. The Australian Government
should also work with the Victorian Government,
Australian Capital Territory Government and the
Black Dog Institute to encourage the timely public
release of their evaluations of their local area suicide
prevention trials. This will allow governments to
determine whether expansion or revision of the
place-based suicide prevention trial sites is required.

Fifth National Mental Health and Suicide
Prevention Plan

Reporting on the progress of mental health
reformis fundamental to understanding
whether the commitments made in the Fifth
Plan are being honoured and are makinga
difference.

By monitoring the progress of the stakeholders
responsible forimplementing the Fifth Plan, as well as
consumersand carersacross Australia, the NMHC will
gain abroader understanding of whetherthe reform
is successfully meetingits objectives. Monitoring
theimplementation progress of the Fifth Planiis

also essential foridentifying barriers, challenges or
significant system change that mayimpede progress.

Thefirstreport ontheimplementation progress
of the Fifth Plan was presented to health ministers
in October2018. The reportoutlined the progress
achieved against theimplementation actionsin

the early stages of the Fifth Plan, and presented
baseline data forthe available performance
indicators. To supplement this report, the NMHC
conducted a national survey to capture the
experience of consumers and carers. Fifth National
Mental Health and Suicide Prevention Plan 2019:
The consumer and carer perspective (2019
Consumer and Carer report) sought to establish
abaseline against which the performance of

the Fifth Plan reform can be measured.

Giventhatthe Fifth Planis stillinthe early stages of
implementation, itis difficult to provide detailed
commentary on progress of the reformto date.
However, theissues reported by consumersand
carersinthe 2019 Consumerand Carerreport,
such asthe availability and adequacy of mental
health services, the availability and cultural
appropriateness of services for Aboriginal

and Torres Strait Islander communities, and
experiences of stigma and discrimination,
reinforce the intended direction of priority areas
and subsequentactions under the Fifth Plan.

Asimplementation of the Fifth Plan progresses
incrementally overthe comingyears, the NMHC
expectstosee changesin Australia’s mental health
system. The NMHC will continue to survey and
report onthe experiences of consumersand carers
toensure thatthese changesresultin genuine
improvements for people with mentalillness.

The NMHC values the commitment demonstrated

by all stakeholders named in the Fifth Planin working
towards the successfulimplementation of the actions
underthe eight priority areas, and expects to note
further progress against these actionsinits second
progressreport. The progress reportfor2018-19

will be delivered to health ministersin early 2020.

Recommendations

The list of recommendations below compiles the
recommendations made throughout the body of
thisreport. The NMHC acknowledges that these
recommendationsare variable in both scale and
scope, and many will require time to be implemented
by stakeholders. As part of its monitoring and
reportingrole, the NMHC will work with stakeholders
toidentify how progress of the recommendations can
be measured.
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Addressing
population
data gaps

Australia’s
mental health
system

Recommendation 1: The Australian Government supports an
ongoing program of prevalence data collection, conducted at
regularintervals, and commits to a feasibility study to investigate
options for expanding the scope of disorders and high risk
community groupsincludedinthe prevalence data collection
program.

Recommendation 2: The Australian Government supports the
development of a culturally appropriate version of the National
Survey of Mental Health and Wellbeing, to collect high quality
dataonthe prevalence of mentalillnessin Aboriginal and Torres
StraitIslander communities.

Recommendation 3: The Australian Government supports the
ongoinginclusion and further development of psychosocial risk
factoranalysisin the routinely published deaths data collection.

Recommendation 4: Subject to the findings of the Productivity
Commission inquiry into the social and economic benefits of
improving mental health, governments support a national mental
health service gaps analysis.

Recommendation 5: The Australian Government produces a clear
implementation planto accompany the development and release
of the National Mental Health Workforce Strategy.
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Meeting

the needs

of consumers
and carers

Social
determinants

Recommendation 6: The NMHC suggests that state and territory
governments offer the Your Experience of Service (YES) survey to
consumers during every hospital stay or community health centre
visit, and contribute to the national data collection on consumer
perspectives of mental health care.

Recommendation 7: The NMHC suggests that state and territory
governments investigate the feasibility of implementing the Mental
Health Carer Experience Survey.

Recommendation 8: The Australian Government supports the
implementation of the Living in the Community Questionnaire
Summary Forminthe mental health services they fund. The NMHC
suggeststhat state and territory governmentsimplement the Living
inthe Community Questionnaire Summary Form in mental health
services they fund. All resulting data should be publicly reported.

Recommendation 9: Subject to the findings of the Productivity
Commission inquiry into the social and economic benefits of
improving mental health, the Australian Government considers
therole of acentral governmentagency to coordinate a whole-
of-government approach to mental health policy.

Recommendation 10: Subject to the findings of the Productivity
Commission inquiry into the social and economic benefits of
improving mental health, the Australian Government considers
therole of anindependent statutory body to monitor and evaluate
mental health policy outcomes. Thisincludes the current levels of
expenditure on mental health and whetherinvestmentin mental
healthis effective, efficientand informed by evidence-based policy.
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Primary
Health
Networks

Recommendation 11: In consultation with PHNs, the Australian
Government establishes an overarching entity to govern, support
and build PHN capacity on a national scale.

Recommendation 12: The Australian Government responds fully

tothe 17 recommendationsin the PHN Advisory Panel Final Report.

Recommendation 13: The Australian Government endorses the
implementation of the Five Year Horizon for PHNs and details how
it will publicly report onitsimplementation.

Recommendation 14: Thereport on the performance of the PHN
Programto be released by the Australian Governmentincludes
baseline dataabout how the PHN Program is meeting outcomes
underthe PHN Performance and Quality Framework.

Recommendation 15: The Australian Government encourages
PHNs to extend contracts with existing service providers who can
demonstrate efficacy and suitability in providing servicesin their
region; and where feasible, enterinto longer-term contracts when
commissioning services with new providers.

Recommendation 16: The Australian Government encourages
PHNs to position Aboriginal Community Controlled Health Services
as preferred providers for mental health and suicide prevention
services for Aboriginaland Torres Strait Islander people.
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National
Disability
Insurance
Scheme

Recommendation 17: The NDIA publishes information about
the outcomes of the complex support needs pathway and
the psychosocial disability service stream, and the evaluation
outcomes of streamlined access for people with psychosocial
disability.

Recommendation 18: The Australian Government: extends
support for Commonwealth community mental health program
clientstoatleastJune 2021; considers whether the funding
available under the National Psychosocial Support and Continuity
of Support measures matches the needs of people who are
ineligible forthe NDIS; and considers how funding and access
toservices for peopleineligible for the NDIS can be simplified.

Recommendation 19: The Australian Government, with state and
territory governments ensure that people who are ineligible for
the NDIS have access to adequate psychosocial support services.

Recommendation 20: The NDIA works with state and territory
governments to progress the Maintain Critical Supports policy
andrelease detail on whatis happening with the policy.

Recommendation 21: The NDIAincludes support coordination as
astandarditeminall plans for people with psychosocial disability.

Recommendation 22: The NDIA routinely publishes data about
participants with psychosocial disability including information
aboutapplication, access and planning outcomes by population
groups, eligible/ineligible status, plan utilisation, the extent of
supportcoordinationin plans, and current rates of expenditure
onsupportsinplans.
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Suicide
prevention

Recommendation 23: In acknowledgement of their shared
responsibility for preventing suicide, any future national suicide
prevention strategies be co-designed and co-governed by all
relevant portfolios under the Australian Government, including
health, education, justice, social services and employment.

Recommendation 24: The Australian Government work with the
state and territory governments to commit to a national Aboriginal
and Torres Strait Islander suicide prevention plan, thatis led by the
knowledge and expertise of Indigenous people.

Recommendation 25: The Australian Government work with

state and territory governmentsto ensure that all evaluations of
initiatives toimprove emergency department care extend beyond
measures of process and impact on hospital staff, toinclude impact
onmeaningful outcomes for consumersand carersasa primary
outcome measure.

Recommendation 26: The Australian Government work with the
Safetyand Quality Partnership Standing Committee to ensure that
the mental health supplement to the National Safety and Quality
Health Service Standardsincludes detailed requirementsand
guidance onthe carerequired by people at risk of suicide.

Recommendation 27: The Australian Government work with the
Mental Health Principal Committee, to oversee the development
of best practice suicide prevention guidelines that cover the full
range of suicide prevention activities, from primary prevention to
postvention, in all settings.

Recommendation 28: The Australian Government work with the
state and territory governments on the development of routinely
collected data on suicide prevention expenditure, workforce and
program and service activity.

Recommendation 29: The Australian Government, with the state
andterritory governments commit to longer-term funding for
suicide prevention activities and evaluations of these activities to
better assess outcomesoveralonger period of time.

Recommendation 30: The Australian Government commit to

the timely public release of the evaluation of the National Suicide
Prevention Trial. The Australian Government should also work with
the Victorian Government, Australian Capital Territory Government
andthe Black Dog Institute to encourage the timely public release of
their evaluations of the local area suicide prevention trials.
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The
mental health
system

Section1




Chapterai:

Prevalence and burden of poor mental health,
mentalillness and suicide in Australia

Mental illness and suicide are significant public health issues,
both in Australia and internationally. Although population
data cannot represent the diversity of people’s experiences,
population estimates of poor mental health, mental illness
and suicide can be used by governments, Primary Health
Networks and Local Health Networks to assess and respond
to the needs of their communities.

Assuch, having contemporary and comprehensive
populationdata (including the prevalence and
burden of disease of mentalillness and suicide) is
an essential component of evidence-based mental
health and suicide prevention service planning.

Keytermsrelating to the prevalence and burden of
poor mental health, mentalillness and suicide are
definedinBox 1.

Incidence of psychological distress

Psychological distress is one measure of poor mental
health and can be described as feelings of tiredness,
anxiety, nervousness, hopelessness, depression

and sadness. A person experiencing high levels of
psychological distress may not meet the criteria for
amentalillness, but their distress may stillhave a
negative impactontheirlife.!

Although the proportion of people who experience
high orvery high levels of psychological distress has
remained relatively stable over time for most age
groups, women have consistently experienced high
andvery high levels of psychological distress more
commonly than men across all age groups (Figure 1).?

Prevalence of suicide and selected
mentalillness

Australia’s mentalillness prevalence dataiis

collected by the National Survey of Mental Health
and Wellbeing (NSMHWB). The NSMHWB has three
components—a population-based survey of adults,
aservice-based survey of people with psychotic
disorders, and a population-based survey of children
and adolescents. In addition to prevalence estimates,
the NSMHWSB provides valuable information about
thelevel ofimpairment associated with mental
iliness, use of mental health services and suicidality.

Box 1: Prevalence key terms

Burden of disease is the quantified years of
healthy life lost, either through premature death
orliving with a disability, due toillness orinjury.
Burden of disease isa measure of theimpact ofa
disease orinjury onapopulation.

Mental healthis defined by the World Health
Organization as a state of wellbeing in which every
person realises their own potential, can cope with
the normal stresses of life, can work productively
and fruitfully, andis able to contribute to their
community.

Mentalillnessis a wide spectrum of diagnosable
health conditions that significantly affecthow a
person feels, thinks, behaves, and interacts with
other people. Mentalillness canvaryin both
severityand duration. In thisreport ‘mental illness’
isusedin place of ‘mental health problem’, ‘mental
health disorder’, ‘mentalill-health’ and ‘mental
health disease’.

Poor mental healthis defined as low levels of
mental health thatare not diagnosable. Poor
mental health may be associated with suicidality.

Suicidalityis a termthat covers suicidal thoughts,
suicide plans, and suicide attempts.
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Figure 1: High and very high levels of psychological distress in men and women, by age group,
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Source: Australian Bureau of Statistics. National Health Survey: First results, 2017-18.

The NSMHWB of adults was first conductedin 1997
and was most recently repeated in 2007, making this
dataalmost 12 yearsold. The lack of contemporary
prevalence data hinders mental health service
planning and attemptsto evaluate the effectiveness
of the mental health system. There are also key gaps
inthe NSMHWSB, including data for some disorder
typesand high risk community groups. The scope of
the 2007 survey was high prevalence disorders, such
as affective, anxiety and substance use disorders.
Low prevalence disorders such as eating disorders
and personality disorders were notin scope, as these
disordersrequire tailored survey methodology to
produce robust prevalence estimates.?

The methodology usedinthe 2007 NSMHWB
alsolimits the information available on some

high risk groups, such as homeless people, people
inresidential aged care, non-English speaking
Australians and Aboriginal and Torres Strait Islander
people (Box2).?

The NMHC welcomes the Australian
Government’s commitmentto fund an
updated NSMHWB adult survey. However,
anongoing program of prevalence data
collection, conducted at regularintervals,
isrequired to ensure that contemporary
prevalence data remain available.

To provide amore comprehensive picture of mental
iliness prevalence in Australia, the feasibility of
expandingthe NSMHWB toinclude a broader set
of disorder types and high risk community groups
should be investigated.
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The NMHC recommends that the Australian
Government supportsanongoing program of
prevalence data collection, conducted at regular
intervals, and commits to a feasibility study to
investigate options for expanding the scope of
disorders and high risk community groupsincludedin
the prevalence data collection program. The NMHC
alsorecommendsthat the Australian Government
supportsthe development of a culturally appropriate
version of the NSMHWSB, to collect high quality data
onthe prevalence of mentalillnessin Aboriginal and
Torres Strait Islander communities.

Mentalillness in adults

Almost half (45%) of Australians aged between

16 and 85 will experience acommon mental

iliness, such as an anxiety, affective or substance
usedisorder, intheir lifetime. Oneinfive (20%)
Australians experience acommon mentalillness
eachyear. Ofthese, anxiety disorders are the most
common, affectingonein seven (14%) people,
followed by affective disorders (such as depression;
6%), and substance use disorders (such as alcohol
dependence; 5%).*

Onaverage, people with affective disorders
experience greater levels of impairment due to their
mentalillness, compared to people with anxiety or
substance use disorders.! Itis estimated that, on
average, people withacommon mentalillness were
unableto perform their usual activities between 11%
and 21% of the time due to their mentalillness.!

Psychoticillness

Psychoticillnesses are characterised by distortions
of thinking, perception, and emotional responses,
andinclude schizophrenia, schizoaffective disorder,
bipolardisorder, and delusional disorder. Itis
estimated thatin 2010, 64,000 people between the
agesof 18 and 64 (4.5 cases per 1,000 population)
had a psychoticillness, and were in contact

with public specialised mental health services,
duringthe previous 12 months.> The prevalence

of psychoticdisorders was higherin males than
females (5.4 cases per 1,000 comparedto 3.5 per
1,000) and males aged 25-34 years had the highest
rates of psychoticillness of any age group.®

Mentalillness and suicidality in children
and adolescents

Itis estimated that 14% of children and adolescents
aged 4-17 experience amentalillness each year.

The mostcommon mentalillnessesin childrenand
adolescents are attention deficit hyperactivity
disorder (ADHD; 7%), anxiety disorders (7%), major
depressive disorder (3%), and conduct disorder (2%).
Mentalillnessis more commonin males aged 4-17
thanfemales (16% and 12% respectively), but the
differenceislikely to be due to the higher proportion
of maleswho experience ADHD.®

Suicidal ideation is more common than suicide plans
orattempts (Table 1). Around 8% of people aged
12-17 seriously consider attempting suicide every
year. Females are twice as likely to seriously consider
attempting suicide, comparedto males (11% and 5%
respectively).t

Table 1: Suicidal ideation, suicide plans and suicide attempts among 12-17 year-olds, by sex

Sex Suicidalideationin
previous 12 months

Suicide planin
previous 12 months

Males 5% 3%
Females 11% 8%
Persons 8% 5%

Suicide attempt ever Suicide attemptin previous
12 months

2% 2%

5% 3%

3% 2%

Source: Second Australian Child and Adolescent Survey of Mental Health and Wellbeing
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In addition, 5% of males and 7% of females answered
‘prefer nottosay’ tothe question on suicidalideation
and were not asked subsequent questions about
suicide plans or suicide attempts. As such, the results
presented here may underestimate the full extent of
suicidal behavioursin Australian young people.®

Suicide

In2017,3,128 people died by suicide in Australia,
making suicide the 13th leading cause of death.
Thiswas anincrease of 9% from the previous year.
Suicide was the leading cause of death of children
aged 5to 17 years, with 98 deaths occurringin this
agegroupin2017. Thisrepresentsa 10%increasein
deathsfrom 2016.” Suicide rates in Aboriginal and
Torres Strait Islander communities are over twice
that of non-Indigenous Australians (Box 2).

InJuly 2019, the Australian Bureau of Statistics
published a once-off pilot study on the psychosocial
risk factors associated with suicide deathsin 2017.8

Atthe national level, the most frequently identified
psychosocialrisk factors for suicide deathsin 2017
were personal history of self-harm, followed by
disruption of family by separation and divorce.
However, the types of psychosocial risk factors
most commonly identified for suicide deaths varied
between demographicgroups.

History of self-harm was the most common
psychosocialrisk factoridentified for people
aged under 65, while limitations of activities

due todisability or chronic disease was the most
common psychosocial risk factor for people aged
over 65. Bullying was more commonly identified

Box 2: Aboriginal and Torres Strait Islander people

Astrong culturalidentity and connections to
country, family and community can be protective
factors forthe mental health and wellbeing of
Aboriginal and Torres Strait Islander people.
Unfortunately, many Aboriginal and Torres Strait
Islander people also experience disadvantagein
the form of unemployment, poverty, isolation,
trauma, discrimination, trouble with the law, and
alcoholand substance abuse. For some people,
this disadvantage contributes to the development
of mentalillness.

Mentalillness

High quality data onthe prevalence of mental
illnessin Aboriginal and Torres Strait Islander
peopleisnotavailable. However,ina 2014-15

national survey, 29% of Aboriginal and Torres Strait

Islander people reported having been diagnosed
with amentalillness at some pointin theirlife.

Psychological distress

Aboriginal and Torres Strait Islander people
arenearly threetimes as likely as non-
Indigenous people to experience high or
very high levels of psychological distress. In
2014-15, 33% of Aboriginal and Torres Strait

Islander people reported high or very high
levels of psychological distress, compared
to 12% of non-Indigenous people.®

Aboriginaland Torres Strait Islander women
experience high orvery high levels of psychological
distress more commonly than Aboriginal

and Torres Strait Islander men (39% and 26%
respectively).’

Suicide

In2017, 165 Aboriginal and Torres Strait Islander
people died by suicide, accounting for 6% of
Aboriginal and Torres Strait Islander people’s
deathsin 2017 (comparedto 2% of deaths of
non-Indigenous Australians). People aged 15-34
accountedfor67% of all Aboriginaland Torres
StraitIslandersuicide deathsin 2017

Burden of disease

In 2011, mentalillness and substance use disorders
were the leading cause of total burden of disease
amongst Aboriginal and Torres Strait Islander
people, accounting for 19% of the total burden.
Suicide and self-inflicted injuries contributed 4.5%
tothetotal burden of disease among Aboriginal
and Torres Strait Islander people.!?
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asapsychosocial risk factorin suicides of people
aged under 25 thanany other cohort. Problems

in relationships with a spouse or partner was the
most commonlyidentified psychosocial risk factor
in Aboriginal and Torres Strait Islander suicides.?

Ifintegratedinto the routinely published deaths
data collection, analysis of psychosocial risk
factors would provide valuable guidance for
ongoingsuicide prevention planning and funding,
toimprove the opportunities forintervention prior
tosomeone’ssuicide.

The NMHC recommends that the Australian
Government supportsthe ongoinginclusion
and further development of psychosocial risk
factoranalysisin the routinely published deaths
data collection.

Burden of disease

Burden of disease measuresthe impact of people
dyingfrom, and living with, different diseases,
conditions, injuries and risk factors for poor health.

Mentalillnessand substance use disorders were
responsible for 12% of the total burden of disease
in Australiain 2015, making it the fourth biggest
contributorto Australia’s total burden of disease.

Mentalillness and substance use disorders were the
second largest cause of non-fatal burden in Australia
(23%), and accounted for almost half of the non-fatal
burdenin people aged between 15and 30years
(Figure 2).12

Suicide causes 3% of the total burden of disease and
isthe second leading cause of total burden of disease
inmales.*?

Figure 2: Non-fatal burden caused by mentalillness and substance use disorders, by age group, 2015
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Source: AIHW. Australian Burden of Disease Study: impactand causes of illnessand death in Australia, 2015
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Conclusion

Australians continue to have a significant need for
mental health and suicide prevention supports and
services and different groups and communities
require tailored responses. However, current
prevalence datais more than 10yearsold and
there are key gapsin Australia’s population data.
The NMHC welcomes the Australian Government’s

Recommendation 1: The Australian Government
supports an ongoing program of prevalence
datacollection, conducted at regularintervals,
and commits to afeasibility study to investigate
options for expanding the scope of disorders

and high risk community groupsincludedin the
prevalence data collection program.

commitmentto fund an updated NSMHWB adult
survey. However, an ongoing program of prevalence
data collection, including for Aboriginal and Torres
StraitIslander people, should be conducted at
regularintervals. This will ensure that contemporary
prevalence data remains available to assist with
service planning and funding decisions.

Recommendation 2: The Australian Government
supportsthe development of a culturally
appropriate version of the National Survey of
Mental Health and Wellbeing, to collect high
quality data onthe prevalence of mentalillnessin
Aboriginaland Torres Strait Islander communities.

Recommendation 3: The Australian Government
supportsthe ongoinginclusion and further
development of psychosocial risk factor analysisin
the routinely published deaths data collection.
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Chapter2:

Australia’s mental health system

The mental health system exists to provide care for
Australians who are affected by poor mental health,

mental illness and suicide.

This systemis complexand fragmented, with
rolesand responsibilities splitacross awiderange

of government, non-government and private
stakeholders. Issues persist within the mental health
workforce, despite ongoing efforts to address them.
Families and carers play asignificantrole inthe care
and supportfor people living with mentalillness, and
alsoface these complexities and issues.

The diversity of key stakeholders responsible for
planning and delivering services presents challenges
incollectingand sharing data. This has resultedin
knowledge gaps throughout the sector, one of which
isdataon ‘unmetneed’. Although planning tools
have been developedto assist with the appropriate
provision of services to local populations, additional
datais neededto understand how services can
addressthe needs of the populationthatare not
currently being met.

Roles and responsibilities

Thereisadivision of roles and responsibilities for
legislation, policy, funding, and service delivery
acrossthe mental health systemin Australia.
These rolesand responsibilities are divided among
the Australian Government, state and territory
governments, Primary Health Networks (PHNs),
Local Health Networks (LHNs), the private and
non-governmentsectors (including Aboriginal
Community Controlled Health Services; Box 3).

In addition, the families and carers of people with
mentalillness contribute to the mental health and
suicide prevention system by supporting consumers
torecoverand liveinthe community.

Many of these roles and responsibilities overlap with
orimpact each other. This can create uncertainty and
complexity for service providers, as well as for the
consumersand carers navigating the system.
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Box 3: Roles and responsibilities within the mental health system

Australian Government

The Australian Government has both policy and
funding responsibilities, and provides policy direction
forthe delivery of primary mental health care
services delivered by private psychiatrists, general
practitioners, private psychologists, mental health
nurses and other allied health professionals. The
Australian Government funds a range of mental
health-related services through the Medicare
Benefits Schedule, and the Pharmaceutical Benefits
Scheme/Repatriation Pharmaceutical Benefits
Scheme. The Australian Government also provides
core funding to Aboriginal Community Controlled
Health Services (ACCHS) and contributes funds
tothe non-government sector, both directly and
viagrantsto Primary Health Networks (PHNs).

State and territory governments

State andterritory governments are responsible for
enacting mental health legislation, setting policy
frameworks and funding, and delivering public mental
health services that provide specialist care for people
withillness. These servicesinclude specialised mental
health care deliveredin publicacute and psychiatric
hospital settings, state and territory specialised
community mental health care services, and state
andterritory specialised residential mental health
careservices.

Primary Health Networks

PHNs were established by the Australian Government to
planand commission health services, including mental
health services, in theirregion. The key objectives

for PHNs have beentoincrease the efficiency and
effectiveness of clinical services for patients, particularly
those at risk of poor health outcomes, and improve
coordination of care to ensure that patients receive the
right care, atthe right place, at the right time, through a
stepped care approach. Local Health Networks (LHNs)
were established by states and territories to manage
publichospital services. LHNs may also manage other
community-based mental health services funded by
state and territory governments. PHNs and LHNs both
supportservice integration at the regional level.

Private sector

Private sector services include admitted patient care

in private psychiatric hospitals, and private services
provided by psychiatrists, psychologists and other allied
health professionals. These services can include primary
care, acute management, rehabilitation, psychological
interventions and otherallied health supports. Private
sector services are funded by a mix of patient fees,
Australian Government rebates and private health
insurance funds.

Non-governmentsector

The mental health non-government sectoris made up
of private organisations (both not-for-profitand for-
profit). Mental health non-government organisations
may receive funding from the Australian Government,
state orterritory governments, PHNs, LHNs or private
entities. Generally, these services focus on providing
non-clinical support, advocacy and assistance to
people who live with a mentalillness, ratherthan the
assessment, diagnosticand treatment tasks undertaken
by clinical services.

Aboriginal Community Controlled Health Services

ACCHS are organisations that are established and
operate underan Aboriginal and Torres Strait Islander
community controlled model. These not-for-profit
organisations may deliver the same type of services

as private providers and the community sector, using
culturally appropriate models of care. ACCHS play a
critical role in the provision of mental health services for
Aboriginal and Torres Strait Islander communities, with
aworkforce thatincludes Aboriginal and Torres Strait
Islander health workers.
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Unmet need for mental health services

A mental health system that meets the needs of
consumersand carersisonethatcanrespondto
theincreasing demand for mental health services.
People with mentalillness require varying degrees
of supportacross avariety of settings. Available data
shows thatthe number of people accessing clinical
mental health servicesisincreasing. Forexample:

e Theproportion of general practitioner encounters
duetomental healthissuesincreased from 10%in
2006—071t012%in 2015—16. More than half (62%)
of these encounters were managed by prescribing,
supplying or recommending medication.*?

e Thenumber of people who received community
treatmentservicesincreased from 328,000in
2007-08t0420,000in 2016-17.%*

e Theproportion of emergency department
presentations that related to mental health
increased from 3%in 2011-12t04%in 2017-18.
This equatesto over 98,000 more presentations
now compared tosixyears ago.r

These data do not quantify people who are
turned away from services or the length

of time that people are waiting to access
services. However, the continued increase
inthe use of emergency departments to
manage acute episodes of mentalillness
suggests that people withamoderate to
severe mentalillness are not getting the care
they need in the community.

People with moderate mentalillness may require
more supportthan whatis provided by public

mental health services. Alternative options such

as private services can be inaccessible due to cost,
even when subsidised by private healthinsurance.
Understanding the number and type of mental health
servicesthatare needed is essential for ensuring

that people with moderate mentalillness can access
appropriate support.

National mental health service data collections
provide some information about the availability,
access and use of existing mental health services.
Governments, PHNsand LHNs can also use the
National Mental Health Service Planning Framework
Planning Support Tool and other similar tools to
estimate the need and predicted demand for mental
health care, including the level and mix of mental
health services that may be required in their region.
By comparing existing mental health services with
optimal services, governments, PHNs and LHNs can
identify whatis needed to meet their community’s
mental health service requirements.

Unfortunately, current gapsinthe available
national mental health service data
collections limit the ability of all jurisdictions
to routinely compare the existing level

and mix of mental health services with the
optimal levels estimated by planning tools.

These comparisons would provide invaluable
knowledge to betterinform effective mental health
service planning, as well as enabling regular monitoring
of progress towards eliminating unmet need.

The NMHC recommends that, subject to the findings
ofthe Productivity Commission inquiry into the social
and economic benefits ofimproving mental health,
governments support a national mental health
service gapsanalysis.

Mental health workforce

For the mental health system to be responsive to
changing needs of consumers and to deliver high
quality services, the mental health workforce must
grow and develop.

The need to address mental health workforce issues
has been consistently identified over along period
of time and there are anumber of issues which
continue to negativelyimpact the mental health
workforce (Box 4).16Y
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Box 4: Key issues impacting the mental health workforce

Ageing workforce

Currenttrends show that the mental health
workforceisfacingashortage duetoanageing
population.In 2017, about 3in 5 mental health
nurses (58%) were aged 45 and over, and one-third
(33%) were aged 55 and over.®® Other clinical
specialities, including psychiatry and psychology,
show similar patterns. In 2017, half of psychologists
were aged 45 and over, and more than one-
quarter were aged 55 and over. While more than
70% of psychiatrists were aged 45 and over, and
more than 40% were aged 55 and over.181°

Staff turnover

One of the biggestissuesinrelation to the mental
health workforce across professional streams
and geographical areasis staff turnover. There

isa well-known range of contributing factors
including stress and burnout, an ageing workforce,
excessive workloads, insecure tenure, limited
career paths, and reduced time for training,
mentoring and supervision.”?>2* Mental health
professionals operatingin ruraland remote areas,
andthose operatingin private practice may also
experienceisolation.

Movement of mental health professions from
publicto private settings

Anothertrendimpacting the workforceis the
movement of mental health professionals

from publicto private settings. Mental health
professionalsin the publicsectorare under
increased pressure. Alack of resourcesandan
over-stretched public system are some of the
factors contributing to the shift from the public to
the private work setting,?? particularly amongst
psychiatrists.2%21

Training and education to deal with a changing
mental health system

Training is needed to ensure that the workforce
hasthe knowledge to deliver trauma informed
care, help prevent suicide, adapt to new ways
of service delivery (such as through digital
mental health platforms) and provide culturally
appropriate care to Aboriginal and Torres Strait
Islander people.?

Challenges for peer workers

Peerworkers play animportant rolein building
recovery oriented approachesto care. Peer
workers face challengesincluding stigma,
discrimination, lack of resources to meet demand,
lack of peer supervision and professional
development, and complex remuneration
structures.?

Atthe national level, the following actions are
occurring:

Attempts have been made to address these issues
through workforce policy and planning at both the
national” andjurisdictional levels.?*2° Despite this,
workforceissues continue to be raised in the context
of mental health reform requirements.?**2 New South
Wales, Queensland and Victoria all have dedicated
mental health workforce strategies, while Western
Australia’sis currently under development.24-26:28

All other states and territories refer to mental

health workforce within broader mental health
strategic plans.?7.2933:34

¢ Development ofthe Workforce Development
Program under the Fifth National Mental Health
and Suicide Prevention Plan (Fifth Plan). The
Workforce Development Program will guide
strategiestoaddress future workforce supply
requirements and drive recruitment and retention
of skilled staff. Itisto be completed by 2022.3°

34
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¢ Thedevelopment of the Peer Workforce
Development Guidelines under the Fifth Plan
whichistobe completed by 2021 (Section 3,
Chapter4).

¢ Developmentofthe National Medical Workforce
Strategy, which will guide long-term collaborative
medical workforce planning across Australia.
The National Medical Workforce Strategy is being
led by the Australian Government Department
of Healthin collaboration with arange of
stakeholdersandis expected to be finalised in
late 2020.%

¢ Developmentofthe National Mental Health
Workforce Strategy by the Australian
Government, which will provide options to attract,
trainand retain mental health workers to support
the provision of mental health services.**3*

Professional peak bodies are also taking steps to
address known workforceissues, such as supply
shortages. Key priorities that stakeholders are
seekingtoaddressinclude:

e supportfornew practitioners, including clearer
pathwaysinto mental health, mental health
placements and scholarships?*282937

¢ upskilling of existing mainstream workforces,
including general practitioners, general nursing
staff and midwifery staff2>2830,37-40

¢ ongoingdevelopment of the existing mental
health workforce, including professional
developmentand supervision, cultural
competence, trauma competence and leadership
development23,24,26,28,30,33,39—41

¢ developmentand planning for specific workforces,
including the Aboriginal and Torres Strait Islander
workforce, peer workers, and workersin ruraland
remote areas*>*?

Recommendation 4: Subject to the findings of
the Productivity Commissioninquiryinto the
social and economic benefits of improving mental
health, governments support a national mental
health service gaps analysis.

e addressing concerns regarding the community-
based mental health workforce, including low pay
and poor working conditions, leading to turnover
andinstability >4

¢ workforce planningthatisinformed by evidence
of whatis needed and supported by tools such
asthe National Mental Health Service Planning
Framework?428:37:41

e improving the safety and wellbeing of the mental
health workforce.?:2837

The National Mental Health Workforce Strategy
should build on the strategies and frameworks
inplace orindevelopment, and be developedin
consultation with all stakeholders responsible

for the mental health workforce. The NMHC
recommends that the Australian Government
produces a clearimplementation plan toaccompany
the development and release of the National Mental
Health Workforce Strategy.

Conclusion

The mental health system in Australiais complexand
fragmented, with roles and responsibilities spread
across governments, as well as the non-government
and private sectors. To ensure that the system meets
the needs of consumers and carers, governments and
mental health service providers needto coordinate
and integrate mental health and suicide prevention
policy, planning and service delivery.

Current data gapsin available national mental
health services data collections limit the ability of
governments and mental health service providers to
effectively planforand deliver services, particularly
forhigh risk population groups. Effective delivery of
services also depends ona mental health workforce
thatisadequately resourced, skilled and responsive
tothe changing needs of the community.

Recommendation 5: The Australian Government
producesa clearimplementation planto
accompany the development and release of the
National Mental Health Workforce Strategy.
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Chapter3:

Meeting the needs of consumers and carers

The goal of Australia’s mental health system is to meet the

needs of consumers and carers.

To achieve this, the mental health system needs to:

e beaccessibleattheright placeand righttime,
regardless of theindividual’sincome, geography
and cultural background

e providecarethatisrelevanttothe person’sneeds
and based on established standards

e provide uninterrupted, coordinated care and
servicesacross programs, practitionersand
organisations overtime

e provide carethatachievesdesired outcomes,
with the most cost-effective use of resources

e showrespectforthe consumer’sdignity,
confidentiality and right to actively participatein
deciding theirown care

e provideanappropriate and sustainable workforce
¢ respondtoemerging needs.*

Monitoring how well consumer and carer needs
are being metis a key component of monitoring the
performance of the mental health system.

Datais essential to monitoringand
understanding whether the mental health
system s addressing consumers’ and
carers’ needs.

Ongoing monitoring and reporting also contributes
toserviceimprovements and improved future
outcomes for consumers and carers.

Consumer perspectives of mental
health care

Mental health consumers’ and carers’ experiences

of health care have long beenidentified by services,
consumers, carersand families as beingimportantin
understanding how health servicesare performingand
todriving the quality improvement of services.45 The
Your Experience of Service (YES) survey aimsto help
mental health services and consumerstowork together
tobuild better services, by helping to identify specific

areaswhere consumers believe qualityimprovements
canbemade.**The survey asks respondentstorate
theirexperience of care, as wellasarange of questions
about how often the service showed respect for their
dignity and privacy, and activelyincluded themin
decidingtheirown care. The detailed results can be
used by servicestoinform ongoingimprovement
efforts, and canalso be aggregatedto provide anoverall
picture of the performance of mental health services.

Currently three states—New South Wales, Victoria
and Queensland—have implemented the YES survey
in mental health-related hospital and community
mental health settings and are contributing to
apubliclyreported data collection. Thereare
differencesin how each state usesthe YES survey.

In New South Wales, consumers are offered the YES
survey during every hospital stay or community
health centre visit. In Victoriaand Queensland,
consumersare offered the YES surveyina particular
week or month of the year.”

While each state has chosen the survey delivery
method that best suits their local needs, differences
in collection practices makes comparison difficultand
reduces opportunities forjurisdictions to learn from
each otherabout how bestto meet consumer needs.

The differences in data collection methods,
and the absence of data from multiple
states and territories also hinders the ability
to provide a national perspective onthe
performance of mental health services.

The available datafromthe YES survey suggests
that the majority of mental health care provided
meetsthe needs of consumers, but asignificant
proportion of consumers (between 19% and 49%)
donothave a positive experience of care. Inall three
states that publish their YES survey data, over 70%
of consumers rated theiradmitted patient mental
health care as ‘good’, ‘very good’ or ‘excellent’,and
over 85% of consumers rated their community-
based careas ‘good’, ‘very good’ or ‘excellent’.
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However, between 8% and 27% of consumers report
a ‘fair’ or ‘poor’ experience of their admitted patient
or community-based mental health care (Figure 3).4

To create a nationally consistent picture of how

well mental health services are meeting the needs
of consumers, the NMHC suggests that states and
territories offer the YES survey to consumers during
every hospital stay or community health centre visit,
and contribute to the national data collection on
consumer perspectives of mental health care.

Ameasure of carer experience, the Mental Health
Carer Experience Survey, has also been developed
but has notyet beenimplemented by any state
orterritory government. As aresult, carers lack
away to easily and routinely contribute to the
ongoingimprovement of mental health services.**°
The NMHC suggests that states and territories
investigate the feasibility ofimplementing the
Mental Health Carer Experience Survey.

Restrictive practices

Everyone accessing the mental health
system deservesto receive safe care, and
has theright to be treated with dignity
andrespect.>®

The use of restrictive practices, such as seclusion
andrestraint (Box 5), impacts on consumers’ right
to dignity, so monitoring the frequency of restrictive
practices over time can provide anindication of the
performance of mental health services.>?

Governments have committed to a policy priority of
working towards eliminating restrictive practicesin
Australian mental health care.

Figure 3: Consumer’s experience of care ratings, admitted patient care and community-based care,

by state, 2016-17
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Source: AIHW. Mental Health Services in Australia. Consumer perspectives of mental health care.
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Box 5: Restrictive practices key terms

Seclusionandrestraintare interventions usedin
mental health facilities and other settings to manage
orcontrolaperson’s behaviour.

Seclusionis the confinement of an individual atany
time of the day or nightaloneinaroom orareafrom
which free exitis prevented.

Restraintis the restriction of anindividual’s freedom
of movement by physical or mechanical means.

Mechanical restraintis the application of devices
(including belts, harnesses, manacles, sheets and
straps) onaperson’s bodytorestrict their movement
to prevent the person from harmingthemselves or
endangering others, orto ensure the provision of
essentialmedical treatment.

Physical restraintis the application by health care
staff of ‘hands-on’ immobilisation or the physical
restriction of a personto prevent the person from
harming themselves or endangering othersorto
ensure the provision of essential medical treatment.

Changesin legislation, policy and clinical
practice have affected the frequency and
duration of seclusion eventsin Australia’s
public sector acute mental health hospital
services.

In2017-18, there were 6.9 seclusion events per 1,000
bed daysin acute specialised mental health hospital
services, areductionfrom 13.9in 2009-10. The
average duration of seclusion declined from 6 hours
in2013-14to5hoursin2017-18.%2

The frequency of restraintin Australia’s public sector
acute mental health hospital servicesis also declining.
There were 0.5 mechanical restraint events per 1,000
bed daysin2017-18, comparedto0.9in 2016-17, and
10.3 physical restraint events per 1,000 bed daysin
2017-18 comparedto 11.2in2015-16.%

The continued reductionin restrictive practicesis
encouraging. The NMHC encourages all governments
to continue their efforts towards eliminating the use
of seclusion and restraint.

Figure 4: Mental health consumer’s clinical outcomes, by consumer group, 2016-17
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Clinical outcomes for consumers

State and territory specialised mental health services
aimto reduce the symptoms of mentalillness
andimprove consumer functioning. The National
Outcomesand Casemix Collection uses clinicianand
consumer-rated measures of consumer symptomsand
functioning at key points during care to determine if
state and territory specialised mental health services
are achievingthisgoal.>®

In2016-17, 71% of consumers who completed
inpatient care experienced significantimprovement
intheir symptoms and functioning, as did 52% of
consumers who completed community-based care
and 26% of consumers whose community-based care
was stillongoing (Figure 4). The data also shows that
29% of consumers who completedinpatient care
experienced noimprovement or were experiencing
worse symptomsand functioning at the end of their
care. This figure was 48% for consumers who had
completed community-based care. The proportions
of consumersin either setting who experienced no
improvement or worse symptoms have beenrelatively
consistent over the past 10 years.*®

Non-clinical outcome for consumers

In addition to the responsibility to help consumers
manage their clinical symptoms, the mental health
sectorhasaroleinsupporting consumersto lead
acontributinglife. Improving social inclusion and
meaningin life for consumersis a key priority of
allgovernments under the Fifth National Mental
Health and Suicide Prevention Plan.>*Duetoa

lack of data, itis not currently possible to report
on progress towards achieving these outcomes.
The Australian Mental Health Outcomes and
Classification Network, in collaboration with the

Recommendation 6: The NMHC suggests that
state and territory governments offer the Your
Experience of Service (YES) survey to consumers
during every hospital stay or community health
centrevisit, and contribute to the national data
collection on consumer perspectives of mental
health care.

Recommendation 7: The NMHC suggests that
state and territory governments investigate the
feasibility ofimplementing the Mental Health Carer
Experience Survey.

Mental Health Information Strategy Standing
Committee, is currently working to develop a
measure, the Livingin the Community Questionnaire
Summary Form, thataims tofill this data gap.

The NMHC recommends that the Australian
Government supportstheimplementation of the
Living inthe Community Questionnaire Summary Form
inthe mental health services they fund. The NMHC
alsosuggests that state and territory governments
implement the Living in the Community Questionnaire
Summary Formin mental health services they fund. All
resulting data should be publicly reported.

Conclusion

Amental health system that meets the needs of
consumersand carersisaccessible, shows respect
for consumers’ dignity, provides care thatis both
coordinated andrelevanttothe person’s needs, and
achievesthe desired outcome forthe consumer.

Monitoring how well consumer and carer needs

are being met by the mental health systemis a key
outcome measure. The data thatis currently available
indicates that mental health services are meeting the
needs and expectations of consumers, at least some of
thetime. However, the datais not comprehensive and
additional datais required.

To create a nationally consistent picture of how
mental health services are meeting the needs

of consumers, governments should implement

and contribute to national data collections of
consumerand carer experiences and outcomes,
including the YES survey, the Mental Health Carer
Experience Survey, and the Livingin the Community
Questionnaire Summary Form.

Recommendation 8: The Australian Government
supportstheimplementation of the Livingin the
Community Questionnaire Summary Formin

the mental health services they fund. The NMHC
suggeststhat state and territory governments
implementthe Living in the Community
Questionnaire Summary Formin mental health
services they fund. All resulting data should be
publicly reported.
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Introduction

Social determinants refer to the social conditions in which
people are born, grow, work, live and age, as well as the
systems that shape the conditions of daily life.”” Social
determinants influence mental health and wellbeing and
include factors such as housing, education, employment,
income and social justice. People living with mental illness
are more likely to experience poor social, economic and
health outcomes, including experiencing homelessness,

being unemployed, being incarcerated and dying prematurely.

The relationship between mentalillness and other can lead contributing lives.® The framework
social, economicand health factors means that recognises that a fulfilling life requires more than
many investmentsand policy reformsthat have the justaccessto health care services. [t meansthat
potential toimprove the mental health of Australians ~ people with amentalillness can expectthe same
may come from outside the health sector, and rights, opportunities, and physical and mental
vice versa. Awhole-of-government approachis health outcomes asthe wider community.

needed to successfully address the impacts of the
social determinants of mental health. This means
looking beyond theimpacts of the health system,
and collaborating across systems and across
governments. Box 6 presents key statistics for social
determinants of mental health in Australia.

The Contributing Life Framework aligns closely
with actionsto address social determinants of
healthidentified by the World Health Organization
(WHO; Table 2). The WHO social determinants
approachtoimproving mental health advocates
foracollaborative approach, and emphasises that

Understanding social determinants and their reducing healthinequalitiesis most effectively
connectionto mental healthis centraltothe achieved when health equity s prioritised in all
work of the NMHC. The NMHC'’s Contributing Life policiesand across all sectors. WHO also proposes
Framework acknowledges the social determinants that policies from non-health portfolios should

of mental health, and the ambition thatindividuals explicitly state their likely contribution to health.”> "

Table 2: Comparison of NMHC Contributing Life Framework and areas for action identified by the World
Health Organization to address social determinants of health

Contributing Life Framework WHO actions to address social determinants of health

¢ Feelingsafe, stableand secure ¢ Improvingearly child development

¢ Connections with family, friends, cultureand community | * Improvingaccesstofairemploymentand decent work

¢ Something meaningfultodo, somethingtolook ¢ Improvingsocial protection through social protection
forwardto « Improvingtheliving environment’*

o Effective support, careandtreatment

¢ Thriving, notjust surviving®
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Box 6: Social determinants of mental health in Australia —key statistics

Early childhood and adolescence

Socialand demographicfactors associated with mental
illnessin children and adolescentsinclude householdincome,
parentand carereducation, parentand carer employment,
family functioning and area of residence. Itis estimated that
in 2013-14 approximately 560,000 children and adolescents
in Australia betweenthe ages of 4and 17 had a mentalillness.
Around two-thirds (64%) of these children experienced a mild
or moderate impact of their mentaliliness on school or work,
and around one-fifth (21%) experienced a severe impact on
school, ordid not go to school or work.®

Education and employment

People with mentalillness have lower levels of education
and lower rates of employment compared to the general
population.>® The majority of people with psychoticillness
(85%) rely on a government pension as their main source of
income, and only one-third (33%) are in paid employment.®
Nearly one-third (31%) of young people who are notin
employment, training or education, have very high levels
of psychological distress, compared to 17% of other young
people.>* Poor mental health has an effect on employment,
bothinsecuringand retaining work. In 2017-18, 62% of
those who reported having a mentalillness were employed,
compared with 80% of the general population.®°

Socialisolation

In 2010, the majority (85%) of people with psychoticillness,
who were in contact with specialised mental health services,
relied onagovernment pension as their main source of
income. Nearly 1in 4 (22%) people with a psychoticillness,
who were in contact with specialised mental health services
in 2010reported feeling socially isolated and lonely, and two
thirds (69%) said that theirillness made maintaining close
relationships difficult. Over half (56%) of this population
reported receiving no or minimal support from any source.®

Housing and homelessness

Around 3% of peopleliving in private householdsin 2007
reportedthatthey had been homelessat some pointin their
life. The prevalence of mentalillness in this group (54%)

was more than twice that of the general population (20%).*
Homelessness can have detrimental effects on a person’s
mental health, and reduced mental health may persist for
some time even after the person finds new housing.®* More
than one-quarter (28%) of people who sought assistance from
specialisthomelessness servicesin 2017-18 had a current
mental healthissue.®?
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Physical health

In 2014-15, 3.6 million Australians (16% of the total
population) reported havinga mentalillness and a co-existing
long-term physical health condition. Of these, the majority
(84%) had at least one mentalillness with two or more
physical health conditions, and the remaining 16% had only
one co-existing physical health condition. Comparedto
people without mentalillness, people with amentalillnessin
2014-15 were nearly twice as likely to report having diabetes
(8% compared with 5%), almost three times as likely to report
pulmonary disease (6% compared with 2%), and twice as
likely to report osteoporosis (6% compared with 3%).5 The
life expectancy for people with mentalillnessis estimated to
be 30% lower than life expectancy for people without mental
illness. Thisincreased mortality is attributed primarily to
physical diseases including diabetes, respiratoryillnesses,
cardiovascular disease, and cancer.

Social disadvantage for Aboriginal and Torres Strait
Islander people

In 2016, nearly half (48%) of Aboriginal and Torres Strait
Islander people lived in the most socio-economically
disadvantaged areas, compared with 18% of non-Indigenous
Australians. Aboriginal and Torres Strait Islander people
arealsolesslikely tolive in the most socio-economically
advantaged areas (5% compared with 22% of non-Indigenous
Australians). Aboriginal and Torres Strait Islander children
experience poverty at significantly higher rates than their
non-Indigenous counterparts.®>%

Aboriginaland Torres Strait Islander people are
overrepresentedin prisons, andin the child protection and
juvenile justice systems. In 2018, Aboriginaland Torres Strait
Islander prisoners accounted for just over one-quarter (28%)
of the total Australian prison population, despite representing
approximately 2% of the Australian population aged 18 years
andover.®’In 2018, Aboriginal and Torres Strait Islander
children were 10 times more likely to be in out-of-home care
than non-Indigenous children.®® Fewer than half of Aboriginal
and Torres Strait Islander children are placed with Aboriginal
and Torres Strait Islander carers.®



In Australia, the emphasis on collaboration across
systems and between governments underpins major
reforms monitored by the NMHC, such as:

¢ Primary Health Networks are tasked with
commissioning services that addressthe needs
of specificcommunities and regions (Section 3,
Chapter1).

e Theintroduction of psychosocial disabilityin the
National Disability Insurance Scheme (NDIS) has
increasedthe connection between the disability
and mental health systems. Participantswho are
eligible for NDIS funding receive supportto help
carry out their day to day tasks, including building
socialand employment capacity (Section 3,
Chapter2).

¢ Suicide prevention reforms address the social
factorsleading todistress, particularly in high risk
groups such asyoung Australiansand Aboriginal
and Torres StraitIslander children and youth
(Section 3, Chapter 3).

e TheFifth National Mental Health and Suicide
Prevention Plan has committed all governments
towork togetherto prevent suicide and improve
mental health (Section 3, Chapter 4).

The NMHC notes that current mental health reforms
have been progressively rolled outinresponsetoa
number of mental health and broader health reviews
andinquiries.®727%

Productivity Commission inquiry into the
social and economic benefits of improving
mental health

The Productivity Commissioninquiry into the

social and economic benefits ofimproving mental
health presents asignificant opportunity to review
investmentsin mental health and suicide prevention
in Australia from a broad perspective.””’

Announcedin October 2017, thisinquiry will
consider how mentalillness affects allaspects of
aperson’s quality of life, including physical health,
social participation, education, employment and
financial status. The Productivity Commission is
consulting widely to examine arange ofimpacts
onmental health, and to determine the efficiency,
effectiveness and sustainability of currentinvestment
in mental health. Theinquiry terms of reference are
broad, and go beyond the health sector to examine
how other sectors canimprove mental health,
economic participation and productivity (Box 7).

The NMHC welcomes the opportunity that this
inquiry provides to fundamentally change the
way governments approach mental health.

Box 7: Productivity Commission inquiry into the social and economic benefits of
improving mental health—Terms of Reference

The Productivity Commission will:

e examinethe effect of supporting mental
health on economicand social participation,
productivity and the Australian economy

¢ examine how sectors beyond health, including
education, employment, social services,
housingand justice, can contribute toimproving
mental health and economic participationand
productivity

e examine the effectiveness of current programs
and initiativesacross all jurisdictions to
improve mental health, suicide prevention

and participation, including by governments,
employersand professional groups

e assesswhetherthe currentinvestmentin
mental healthis delivering value for money
andthe best outcomes forindividuals, their
families, society and the economy

e drawondomesticandinternational policies
and experience, where appropriate

¢ developaframeworktomeasure andreport
the outcomes of mental health policies and
investment on participation, productivity and
economic growth over the longterm.”
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Addressing social determinants through a
whole-of-government approach to
mental health

Therelationship between social determinantsand
mental healthis dynamicand complex. Asaresult, the
effects of social determinants on mental health and
wellbeing should not, and cannot, be addressed by
mental health interventions alone.® Although mental
health sectorinterventions are critical, they are not
sufficient to counter the significantinfluence of the
social determinants of mentalillness and suicide.

Mental health policy and program
developmentin Australia needs to move
toacoordinated approach thataddresses
whole-of-life needs.

However, thereis currently afragmented approach to
dealing with social determinants and theirinfluence
on mental health, with responsibility for mental
health-related policies and programs dispersed
across Australian Government portfolios (Table 3).2
Mental health and social determinants policies
should notbe createdinsilos.

Under awhole-of-government approach to
addressing the social determinants of mental health:

¢ mental health policiesin portfolios relating
tosocial determinants would be createdin
collaboration with different agencies and following
reciprocal consideration of relevant policies

e consumersand carers, community organisations
and otherrelevant non-government stakeholders
would be appropriately consulted, and their views
considered inthe development of new policies

¢ policy outcomeswould beindependently
monitored and reported on, with results of these
processes used to refine orimprove the policy and
inform future policies.

The NMHC notes the increasing commitment, both
in Australia and overseas, to move towards a whole-
of-governmentapproach to addressing wellbeing
(Box 8). The NMHC recommends that, subject to
the findings of the Productivity Commission inquiry
into mental health, the Australian Government
considersthe role of a central governmentagency
to coordinate a whole-of-government approach to
mental health policy.

Monitoring and reporting on mental
health expenditure

To ensure that mental health investment is effective
and appropriately targeted, governments need to
better understand current levels of expenditure
including how much s spent, whatitis spenton, and
how well itis working. Monitoringand reportingare
essential to evaluate the outcomes of mental health
expenditure, and to ensure that future investments
areevidence based.

Current mental health expenditure

Currentreporting of mental health expenditure
islimited due to data gaps and different methods
for calculating expenditure. Thisis particularly
important given that expenditure on mental health
isnotrestricted to the health system. Forexample,
Australian Government expenditure on mental
healthincludesinvestmentsin:

¢ mental health-specific payments to states
andterritories

¢ national programs andinitiatives acrossall policy
areas, including social services, defence, veterans’
affairs, justice, education, and employment

e Aboriginaland Torres Strait Islander social and
emotional wellbeing programs

¢ the Medicare BenefitsScheme

e thePharmaceutical Benefits Scheme

e the National Suicide Prevention Program
e private healthinsurance premium rebates
e research.

State andterritory governmentsalso provide
funding for mental health through other systems
including disability, education, and community and
social services.
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Table 3: Snapshot of mental health policy and program responsibilities in Australian Government departments and agencies

Australian Government department
oragency

Department of Health

Department of Social Services

Department of Education

Department of Employment, Skills, Smalland
Family Business (formerly Department of
Jobsand Small Business)

Department of Agriculture

Safe Work Australia

National Disability Insurance Agency (NDIA)

National Indigenous Australians Agency
(NTAA)

Responsibilities

Provides funding for:

e mental health promotion and mentalillness prevention programs

e web-based self-help programs

e primary mental health services

e directspecialised clinical and non-clinical mental health programs

e ‘BeYou’ program

¢ Medicare Benefits Schedule

¢ Pharmaceutical Benefits Scheme

¢ PrimaryHealth Networksto commission regionally delivered mental health programs.®?

Supports Australians’ mental health and wellbeing through programs and services, benefitsand
payments, and grants for service providers.

Providesfundingtoeligible community-based mental health servicesto provide:
earlyintervention supporttovulnerable families

supportforyoung people with mentaliliness toachieve and maintain participationin education
and/oremployment

supportforcarers of people with mentalillness who have employment asaprimary goal

supportfortherecovery of people with mentalillness thatincludes drugandalcohol use disorders
and/orgambling disorders.®

Providesavariety of nationalinformation and resources for schools, parents and studentsto support
theresilience and wellbeing of students. Forexample, the Student Wellbeing Hub website
(www.studentwellbeinghub.edu.au), which houses the Australian Student Wellbeing Framework.

To promote mental health, the Department of Education also works with other Australian
Governmentdepartmentsand states andterritories oninitiatives thatinfluence mental health, such
asthe prevention of bullyingand cyberbullying, and online safety.®*

Responsible for national policies and programs that help Australians find and keep employment and
workin safe, fairand productive workplaces. It also helpsindividuals develop the skills they need to
secure and maintain rewarding and sustainable employment. The Department of Employment,
Skills, Smalland Family Business delivers a range of programs and servicesto support Australians,
including people with mentalillness, and help them to move from welfare to work, as well as train
and upskill.&

Toimprove access to mental health and suicide prevention services for peopleinregional and remote
areas, the Department of Agriculture funds local governments and community organisations to
provide free supportservices, such as:

e family supportservices

e one-to-one counselling

e outreachsupport

e community mental health and wellbeing events

¢ adviceandreferrals.

Leads development of national policy to improve work health and safety, and workers’ compensation
arrangements across Australia. Provides health and safety advice, including resources on workplace
mental health, foremployersand employees.

Asanindependent statutory agency, the NDIA delivers the National Disability Insurance Scheme,
which enables people with a psychosocial disability to access psychosocial supports.8

Operatingsince 1July 2019, the NIAA s leading and coordinating Australian Government policy
development, program design andimplementation, and service delivery for Aboriginaland Torres
StraitIslander people. The NIAA prioritises coordination across the Australian Government, and
buildingand maintaining partnerships with Indigenous Australians. The NIAA will provide advice on
priority areas, such as health and wellbeing.?’
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Box 8: Snapshot of whole-of-government initiatives

New Zealand Government Inquiry into
Mental Health and Addiction

The New Zealand Government Inquiry into Mental
Health and Addiction commenced in February
2018.Theinquiry was established to identify how
well New Zealand’s current mental health and
addiction services are working. On 4 December
2018, the New Zealand Government released the
report He Ara Oranga: report of the Government
Inquiry into Mental Health and Addiction which
provides recommendations forimprovements.
Inscope were activities directly related to mental
health and addiction within the health and
disability sector, as well as the education, justice
andsocial sectors. Akey recommendation from
thereport was to take a whole-of-government
approachtowellbeingto tackle the social
determinants of mentalillness and support
prevention activities that affect multiple
outcomes. Todo this, it was recommended thata
clearlocus of responsibility for social wellbeing be
established within central government to oversee
and coordinate cross-government responses to
social wellbeing.

Toreflecta whole-of-governmentapproach,

the New Zealand Government 2019 Budget,

‘The Wellbeing Budget’, takes a transformative
approachto mental health, wellbeing and
addiction systemsand servicesin New Zealand.
Many of the budget initiatives strongly align to the
government’sresponse totheinquiry. Funding
was provided to establish a Mental Health and
Wellbeing Commission to provide leadership and
oversight. Additionally, to support the mental
wellbeing of all New Zealanders, funding was
provided for 1,044 new placesinthe Housing
Firstinitiative, to tackle homelessness.

National Indigenous Australians Agency

The National Indigenous Australians Agency
(NIAA)isan executive agency attached to the
Australian Government Department of the
Prime Minister and Cabinet. Announced on

12 June 2019 and operating since 1 July 2019,
the NIAAis led by the Minister for Indigenous
Australians, the Hon. Ken Wyatt AM, MP. The
agencyisleadingand coordinating Australian
Government policy development, program
designandimplementation, and service delivery
for Aboriginaland Torres Strait Islander people.
The agency prioritises coordination across

the Australian Government, and building and
maintaining partnerships with Indigenous
Australians.

National Suicide Prevention Adviser

InJuly 2019, the Prime Minister appointed a
National Suicide Prevention Adviser, whose
coretasksinclude:

e developingoptions for whole-of-government
coordination and delivery of suicide
prevention activities to address complex
issues contributing to Australia’s suicide rate,
with a focus on community-led and person-
centred solutions

e workingacross governmentand departments
toembed suicide prevention policy and culture
across all relevant policy areas, to ensure that
pathways to supportare clear,and people who
areatanincreased risk of suicide are able to
accesssupport.®

Monitoring mental health and suicide prevention reform: National Report 2019



The Australian Institute of Health and Welfare
reportson mental health expenditureinits Mental
Health Servicesin Australiareport.In 2016—17, the
most recent available data, $9.1 billion was spenton
mental health-related servicesin Australia. State and
territory government funding accounted foraround
two-thirds (62%) of the total national expenditure on
mental health, while Australian Government funding
accounted forone-third (33%; Table 4).

Thesefigures donotincludeall spending on mental
healthin Australia due to gapsin publicly available

data (Box9). Without sufficient data, itis difficult to
understand and develop accurate estimates of the
amountand distribution of mental health expenditure.

Estimating broader mental health expenditure

The NMHC supports abroad approach to estimating
mental health expenditure thatincorporates
costsand expenditure, beyond the health system,
such asinvestmentsin programs and services

in other portfolios, including disability, social

services, employment and education. Estimates

of expenditure using broad approaches are
considerably higher than the expenditure data
reported by the Australian Institute of Health and
Welfare. For example, Medibankand Nous Group
have estimated that Australia spends at least

$28.6 billion each year on mental health services and
that expenditure on non-health services for mental
illness exceeds direct health care spending (Table 5).

Accounting for spending related to mental healthin
othersectorssuch ashousing, aged care, education
and justiceis complexand requires a coordinated
approach, across all governments, to mental health
investmentand policy development. The NMHC
recommendsthat, subject tothe findings of the
Productivity Commission inquiry into mental health,
the Australian Government considers the role of an
independent statutory body to monitor and evaluate
mental health policy outcomes. Thisincludes the
currentlevels of expenditure on mental health and
whetherinvestmentin mental healthis effective,
efficientand informed by evidence-based policy.

Table 4: Expenditure on mental health-related services, 2016-17

Source of funding Expenditure
State and territory governments S5.6billion
Australian Government $3.0billion
Private healthinsurance funds $508.0billion
Total national expenditure $9.1billion

Per cent of mental health-related expenditure

62%
33%
6%

100%

Source: AIHW. Mental Health Servicesin Australia. Expenditure on mental health-related services 2016-17.

Note: Percentdoes notaddto 100 duetorounding of numbers.

Table 5: Distribution of health and non-health expenditure on mental health

Type of expenditure Expenditure

Direct health expenditure $13.8billion
Direct non-health expenditure $14.8 billion
Total expenditure $28.6 billion

Per cent of mental health expenditure
48%
52%

100%

Source: Medibankand Nous Group, 2013.

Notes: 1. Direct health expenditureincludes publicand private mental health services, drugandalcohol services, juvenile correctional mental
health services, medications, treatment for comorbid physical conditions, Australian Government expenditure on national programs and
initiatives, mental health-related payment by injury compensationinsurers, corporate expenditure on mental health services, and mental
health services provided by health professionalsand other health services. 2. Direct non-health expenditure includes support payments such
ascarers’ payments, andservices such asemploymentand housing provided to people with mentalillness.
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Box 9: Gaps in mental health-related expenditure data

Reasons for key gapsin publicly available data
related to mental health expenditure include that:

e dataisnotavailable becauseitis not captured,
isdeemed confidential and not publicly
released, or exists within organisations but
cannot be accessed

¢ information for non-government expenditure
isvery limited, including for non-government
organisations, private healthinsurersand
consumers

¢ thereislimitedinformation available aboutthe
proportion of health expenditure thatis related
tomentalillness. Thisincludesinformation for

Investing in childhood early
intervention and prevention

Good mental health and wellbeingisimportant

for childrenfrominfancy and early childhood
throughto adolescence and young adulthood.
Children and young people with good mental

health and wellbeing are more likely to have fulfilling
relationships, cope with adverse circumstances

and adapt to change. Poor mental health for children
isassociated with behaviouralissues, and a decreased
ability to cope.®®°!

Earlyinterventionis key to preventing mentalillness
laterin life because:

¢ mostmentalillnesses experienced by adults have
theironsetin childhood

¢ childhood neglect, maltreatment, and deprivation
arestrongrisk factors for future mentalillnessand
physical health problems

e earlyinterventionforhighrisk groups, such
as children affected by violence, abuse,
maltreatment or poverty, can contributetoa
reductionindisparities between the mental health
of these children and childrenin psychologically
healthy environments %%t

ambulance and patient transport, health care,
public health promotion and compulsory third
partyinsurance payments

e datafor Medicare-subsidiseditemsislimitedto
reporting of mental health-specificitems. This
affects mental health expenditure estimates
relating to general practitioners, paediatricians
and speech pathologists

¢ mental health-specific Medicare items
may not be used for all general practitioner
consultations relatingto mentalillness.
Consultations may be billed under general
Medicareitems rather than a mental health-
specific Medicare item.®

Supporting population mental health and wellbeing,
andinterveningearly when individuals are at risk
reducesdistress, disadvantage and disability over the
lifetime and the associated costs of service provision
tomitigate these issues.

The potential economic benefits of investing
in early intervention and prevention
strategiesinclude reducing the likelihood

of people needing costly supports, services
and systems, including the child protection
and justice systems, acute hospital care, and
social support payments.>?

To build the evidence base for the value of investing
in early intervention and prevention froman
economic perspective, the NMHC has modelled the
returnoninvestment from 10interventions. These
interventions were selected based onanumber

of criteria established for the projectincluding
considerations of scalability, sustainability and
opportunity costs. These 10 interventions are not
the only preventative interventions that could

be implemented, and the work does not provide
recommendations for or againstinvestment
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inthe different types of interventions. Instead,
the objective of the project was to assist policy
makers, funders, commissioning bodies and other
organisations to make informed choices about
the best use of resources to promote mental
healthin our community. The interventions were
examined for both clinical effectiveness and
cost-effectiveness (using a return oninvestment
framework), as well as considerations beyond the
economicrationale. Overall, the results showed
thatthereisgood evidence forinvestinginarange
of preventative interventions, on the grounds

of both cost-effectiveness and cost savings.*?

Six of the models examined interventions aimed
atchildrenaged 0-12, including two for pregnant
orearly post-partum women. The results of the
modelling for these six, including total cost, total

savingsandthereturnoninvestmentareinTable6.

Despite the growing evidence of the benefit
and economic value of early intervention
initiatives, Australia lacks a coordinated
approach to theirimplementation.

Acoordinated approach toearlyinterventionand
prevention for mental health is needed to ensure that
investmentsin early interventionand prevention
strategiesare sustainable and effective.

The NMHC welcomes the recentannouncement by
the Australian Government for a National Children’s
Mental Health and Wellbeing Strategy, to be
delivered by the NMHC and led by child mental health
experts, Professor Frank Oberklaid and Professor
Christel Middeldorp.

Table 6: Results of modelled interventions targeted at children aged 0-12 ranked by return on investment

with total costs and total savings

Returnon Intervention

investment

3.06 E-health
interventions forthe
prevention of
anxiety disordersin
young people

11-17 years

2.54 Exercise programs
forthe prevention of
postnatal
depression

post birth

2.40 Parenting
interventionsforthe
prevention of
anxietydisordersin
children

4-5years

1.63 Psychological
interventions
forthe prevention
of postnatal
depression

1.56 School based
interventionsfor
bullying prevention

8-11years

1.19 School based
psychological
interventionsto
preventdepression
inyoung people

11-17 years

Target population

Schoolstudentsaged

Women atleast4weeks | Syears $5.5m

Pregnantwomen

Schoolstudentsaged

Schoolstudentsaged

Length of modelled | Total costs of
costs and benefits intervention

Total savings

10vyears $6.2m $18.8m

$14.0m

Preschool childrenaged | 3years $3.7m $8.3m

Syears $14.6m $23.3m

10years $66.8m $103.9m

10vyears $31.1m $37.1m
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Conclusion

The relationship between social determinants and
mental healthis dynamicand complex. As such, the
effects of social determinants on mental health and
wellbeing should not, and cannot, be addressed

by mental healthinterventions alone. Although
mental healthinterventions are critical, they are not
sufficient to counter the significantinfluence of social
determinants of mental health and suicide.

Mental health policy and program developmentin
Australia needs to move to a coordinated approach
thataddresses whole-of-life needs. Part of this
approachistoinvestinearlyinterventionand
prevention policies, which are key to preventing
mentalillness laterinlife. Currently, the responsibility
for mental health-related policies and programsis
dispersed across different government departments
and policy areas.

The NMHC welcomes the Productivity Commission
inquiry into the social and economic benefits of

Recommendation 9: Subject to the findings
of the Productivity Commission inquiry into
the social and economic benefits ofimproving
mental health, the Australian Government
considerstherole of a central government
agencyto coordinate a whole-of-government
approach to mental health policy.

improving mental health, which looks beyond
the health system and at the social determinants
of mental health. Theinquiryalso presents a
significant opportunity to fundamentally change
the way governments approach mental health.

To ensure that mental health investmentis effective
and appropriately targeted, governments need to
better understand currentlevels of expenditure
including how muchis spent, whatitis spent

on, and how wellitis working. Monitoring and
reporting are essential to evaluate the outcomes

of mental health expenditure, and toensure
thatfutureinvestmentsare evidence based.

The NMHC supportsabroad approach to
estimating mental health expenditure, which
goes beyond the health systemandincludes
expenditurein other systems (for example,
disability, education, and employment).

Recommendation 10: Subject to the findings

of the Productivity Commission inquiry into

the social and economic benefits ofimproving
mental health, the Australian Government
considerstherole of anindependent statutory
body to monitor and evaluate mental health
policy outcomes. Thisincludes the currentlevels
of expenditure on mental health and whether
investmentin mental healthis effective, efficient
andinformed by evidence-based policy.
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Chapterai:

Primary Health Networks

Primary Health Networks (PHNs) were established in 2015 by
the Australian Government to plan and commission medical
and health services within defined regional populations. This
includes identifying and addressing gaps in primary health
care in collaboration with relevant stakeholders (especially

Local Health Networks (LHNS)).

PHNs arerequired to undertake targeted workin
seven priority areas—one of which is mental health
(Box 10)**—and are a key part of the architecture
supporting aregionally driven approach to mental
health and suicide prevention services.

Initially fundedto deliver local primary health care
servicesbased onlocal needs, and toimprove the
coordination, efficiency and effectiveness of health
services, the PHN Program has expanded significantly
sinceitcommenced.® Over the past four years,
PHNs have been given the added responsibility of
contributing to key reforms such as the Fifth National
Mental Health and Suicide Prevention Plan (Fifth
Plan), and have received funding to deliver new
activitiesin suicide prevention (through suicide
prevention trial sites), youth services (through
additional headspace centres) and commission
servicesto support peopleineligible for the National
Disability Insurance Scheme (NDIS).

Therequirementto simultaneously manage arange
of program areas undergoing reform has added to the
complexity of the task for PHNs.

The ongoinginvestmentin, and expansion
of, the PHN Program reflects the confidence
of the Australian Governmentin the
capability of PHNs to deliverimproved
mental health servicesin their regions.

However, as relatively new organisations, PHNs are
faced with tight timelines, high expectationsanda
rapidly evolving scope, and they must be sufficiently
supportedtoachieve the PHN Program’s objectives.®®

Box 10: Primary Health Network
Program objectives and priority areas

The Primary Health Network (PHN) Program has
two objectives, to:

¢ increase the efficiency and effectiveness of
medical services, particularly for patients at
risk of poor health outcomes

e improve coordination of careto ensure
patients receive the right care, in the right
place, attherighttime.

Althoughthe 31 individual PHNs are responsible
foridentifyingand addressing the primary
health needsin theirregion, priority areas have
beenidentified to guide PHNSs.

The seven priority areas are:

e mental health

e Aboriginaland Torres Strait Islander health
e population health

e workforce

e digital health

e agedcare

¢ alcoholandotherdrugs.®
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What has happened since National
Report 2018?

Tounderstand whether PHNs are fit-for-purpose and
achieving their objectives, two separate evaluations
were undertaken to determine their effectiveness
(Box11). Thisincluded the Evaluation of the PHN
Program®, commissioned by the Australian
Government, and areport prepared by the PHN
Advisory Panel on Mental Health (PHN Advisory
PanelReport)®. The PHN Advisory Panel also
developedthe Reform and System Transformation:
AFive Year Horizon for PHNs (The Five Year Horizon),
which outlines enablers for the progress of the

PHN Program.”’

Atthetime of reporting, the Australian

Government has not publicly responded to the

17 recommendations made in the PHN Advisory
Panel Reportortothe Five Year Horizon. The NMHC
recommendsthat the Australian Government
respond tothe PHN Advisory Panel Report
recommendations. The NMHCalso recommends
thatthe Australian Government endorse the
implementation of the Five Year Horizon for PHNs
(whichincludes progressindicatorsand actions

for PHNs) and details how it will report oniits
implementation. In December 2018, areport by

the Senate Inquiry into the accessibility and quality
of mental health servicesinruraland remote
Australia (Ruraland Remote Senate Inquiry Report®®)
alsomade anumber of findings and subsequent
recommendationsthatare relevant to PHNs (Box 11).

Consistent findings across the Evaluation of the PHN
Program, the PHN Advisory Panel Reportand the
Ruraland Remote Senate Inquiry Reportincluded the
variation across PHNs in their levels of engagement
with Aboriginal Community Controlled Health
Services (ACCHS), and the significantimpact of short-
termfunding cyclesin commissioning local services
with the community sector.®>%°8

The Evaluation of the PHN Program and the PHN
Advisory Panel Report also reported significant
variability across PHNs in terms of their operational
maturity and level of change readiness and change
adoption. Despite this, the Evaluation of the PHN
Program and PHN Advisory Panel Report both
noted thatall PHNs are endeavouring to deliver
against challenging timelines, and are committed
totransforming mental health servicesin

their region.%>%

Box 11: Key developments for Primary
Health Networks

Evaluation of the Primary Health Networks
Program, final report, July 2018

Commissioned by the Australian Government
Department of Health, the Evaluation of the
Primary Health Networks Program® examined the
effectiveness of the PHN Program. The Evaluation
of the Primary Health Networks Program found
that Primary Health Networks (PHNs) have a critical
rolein helpingto deliver sustainable, integrated
and safe primary health carein Australia and that
the overarching program objectives are sound.

The Evaluation of the Primary Health Networks
Program suggests that an ongoing priority for PHNs
isimproving engagement and ways of working with
service providers. In addition, the Evaluation of the
Primary Health Networks Program recommends
further workacross the health systemto better
educate stakeholders about PHN commissioning
processes, asitis currently not well understood.

Report of the PHN Advisory Panel on Mental
Health, September 2018

The PHN Advisory Panel on Mental Health was
convened to provide advice to the Minister
for Healthinlight of differing opinions about
the progress of mental health reform being
implemented through PHNs.

The resulting report (PHN Advisory Panel Report®)
discusses the opportunities and challenges facing
PHNsinimplementing mental health reforms.

The PHN Advisory Panel Report found there
were differing opinions on the opportunities
and challenges associated with the current
status of PHN mental health reform. These
differing opinions were stated to be reflecting
tensionsinherentinthe PHN modelrelating to
regional autonomy versus national consistency,
and evidence based services versus scope for
innovation. The PHN Advisory Panel Report
recommended a principles based approach
be applied to guide PHNs in determining the
appropriate balancein theirregion.

(continued on next page)
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(continued from previous page)

The PHN Advisory Panelalso developed a strategic
document, Reform and System Transformation:

A Five Year Horizon for PHNs (The Five Year
Horizon®’). The Five Year Horizon articulates the
key functions expected of PHNs in their role as
regional commissioners and systemintegrators
for mental health services. It also provides
progressindicatorsand actions for PHNs, and
other stakeholders, to support the achievement
of better outcomes for mental health consumers.

Senate Inquiry into the accessibility and
quality of mental health servicesinrural
and remote Australia

In 2018, the Senate referred aninquiryintothe
accessibility and quality of mental health services
inruraland remote Australiatothe Senate
Community Affairs References Committee.

The Senate Community Affairs References
Committee releasedits report on 4 December
2018 and made 18 recommendations that seek to
addressthe barrierstoaccessing quality mental
health servicesfor peoplelivinginruraland
remote communities.*®

The recommendations focused on placing the
community atthe centre of service design, funding
services appropriately, strengthening the strategic
framework for Aboriginal and Torres Strait Islander
mental health, supporting the ruraland remote
workforce and reducing stigma.

The Australian Government responded to the
Ruraland Remote Senate Inquiry Reportin April
2019 supporting, or supporting the intent of, 15
ofthe recommendations made.”

Primary Health Network Mental Health Lead
Site Project Evaluation

The Australian Government has funded the
University of Melbourne to conduct an evaluation
thatinvolves gatheringinformation about the
approachestaken by PHN Lead Sites to five
focusareas:

e regional planningand service integration
e steppedcare
¢ lowintensityservices

e servicesforyouth with, or atrisk of, severe
mentalillness

¢ clinical care coordination for adults with severe
and complex mentalillness.

The evaluation commencedin 2017 and will help
toinform future government decisionsandthe
activities of PHNs more generally. There are two
partstothe evaluation:

e PartArelatestothefirst fourfocusareas.
Final results were scheduled to be submitted
tothe Australian Governmentin July 2019.

e PartBisarandomised controltrial thatistesting
anew approach to helping people find support
that works forthem. Final results for PartBare
dueinJuly 2020.1°°

Additional funding for mental health

Since July 2018, PHNs have received additional
funding for mental health-related services,
including:

e S$1.45billion overthreeyears (fromJuly 2019 to
2021-22) to strengthen mental health services
and support job security*?

e S45million peryearforthreeyears (from
2019-20t02021-22) foralcoholand otherdrug
treatment services, that will provide additional
stability for services to meet the needs of local
communities'®

e |nadditiontothe S80 million overfouryears
forthe National Psychosocial Support measure
(starting from 2017-18), the Australian
Governmentannounced $121.29 million
over 12 months to supportthe transition of
Commonwealth community mental health
clientstothe National Disability Insurance
Scheme!®

e S14.4million overfouryearsfor additional
mental health supportinitiatives for
farmersand communities to help people
deal with the uncertainty, stress and anxiety
of drought conditions®®

e $24.4millionovertwoyearsthrough the
Empowering our Communitiesinitiative for
smallto medium community groups and
organisationsto provide free group activities
toreduce the stigma associated with mental
illness in nine drought affected communities.*®
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Whatis the current situation?

Governance

Asindependentorganisations, PHNs are not currently
governed by any overarchingstructure and are
responsible for their own governance arrangements.
Therole of the Australian Government Department
of Healthis to provide funding and contract oversight,
andtoactasacapacity builder for PHN networks.
The Australian Government Department of Health
isalsorequired to provide guidance to support
PHNs to achieve the program objectives. Multiple
reports, however, have found that this guidance has
often lagged behind the changesannounced by the
Australian Government to the PHNs’ scope of work,
which hasimpacted PHNs ability to progress workin
these areas.?>%®

The PHN Advisory Panel Report noted that
stakeholders had suggested that the Australian
Government Department of Health’srolein
governance and contract oversightis not compatible
withitsrole asa capacity builder for PHNs.%

An entity that oversees PHNs on a national scale could
addressthisapparent need forindependent support
and capacity building, separate from the Australian
Government Department of Health.

Establishing such an entity to coordinate consistent
communication with PHNs and assist with building
capability may ease the administrative burden and
strengthen the performance of PHNs.

The NMHC recommendsthat, in consultation with
PHNs, the Australian Government establishes an
overarching entity to govern, supportand build
PHN capacity ona national scale. With funding,
this entity could:

¢ formallyfacilitate information and data sharing
between PHNs

e gatherexpertisefromacrossthe sectorto
influence the way the Australian Government
Department of Health manages PHNs on behalf
ofthe Australian Government

e actasaconduitbetween the Australian
Government Department of Health and PHNs to
facilitate consistent communication and change
management

¢ engage with existing clinical and professional
bodies to conduct evaluation and dissemination
of good practiceamong PHNs.

Individual autonomy is essential for PHNs to
provide servicesto meet the needs of their local
communities.

However, PHNs are also required to carry out reform
in national priority areas. The NMHC suggests thatan
overarching PHN entity could provide assistance to
balance these two areas across the PHN Program.

When considering additional governance, itis
importanttoensure thatthe administrative burden
for PHNs and stakeholdersis minimised to enable
PHNSs to continue to meet their objectives.

Performance

Ongoing monitoring and evaluation of
PHN performanceis essential in order to
determine whether PHNs are effectively
meeting their objectives.

Itisalsofundamental toinform future commissioning
decisionsandtoensure atransparent, accountable
approach. Historically, however, monitoring has been
hampered by arange of factors, including:

¢ lack of objective criteria against which to reliably
measure performance

¢ limited availability of publicinformation on PHN
performance, which limits transparency and
accountability

¢ thechallenge of transitioning from activity-based
to outcome-based performance management.®>°¢

To provide a structure for monitoring PHNs’ individual
performance and progress towards achieving their
outcomes, the PHN Performance Framework was
introduced in 2016. Akey limitation of the PHN
Performance Framework wasitsinflexibility in the
face of the rapid expansion of PHNs’ scope of work.
The PHN Performance Framework was unable
toincorporate new program areas as they were
addedtothe PHNs’ scope of work. This resulted in
inconsistentand fragmented reporting progresses
and additional mechanisms were needed to monitor
program areas not covered by the framework.*®

To address the limitations of the PHN Performance
Framework, a revised version was introduced in
July2018.
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The PHN Performance and Quality
Framework provides a structure for
monitoring PHN performance underall
funding schedules of the PHN Program.%#2°

The revised framework alsoincorporates a two
yearly review process aimed at ensuring that
the outcomes andindicators definedinthe
framework remain relevant and fit-for-purpose.
Assessments made under this framework
however, are not yet publicly available.

The framework provides a mechanismfor the
Australian Governmentto monitorand evaluate how
effective PHNs (bothindividuallyand as a program)
are atdelivering their outcomesand meeting the needs
oftheirregions. The NMHCisawarethatareporton
the performance of the PHN Program will be released
inlate 2019 under the new PHN Performance and
Quality Framework. To measure performance of the
PHN Program overtime, the NMHC recommends
thatthisreportinclude baseline dataabout howthe
PHN Programis meeting outcomes underthe PHN
Performance and Quality Framework.

Regional planning

PHNs are required to periodically assess the mental
health and suicide prevention needs of their region,
andtocommission servicesin alignment witha
stepped care approach.’’ Thisis known as ‘regional
planning’. Regional planningis essential to identify
and provide appropriate services that catertothe
needs of the local community.

Strong regional partnerships are needed
tofacilitate and develop regional needs
assessmentsand plans.

Co-designwith consumersand carersis essential
(Box 12), asis engaging with LHNs and other service
providers. Effective regional planningaims to
create aservice delivery systemthatis easier for
consumersand carers to navigate, and that works
inacoordinated way to holistically meet the needs
of consumers.®

Box 12: Consumer and carer
engagement

Consumer and carer participationis a key
component of the Australian Government’s
policy relating to Primary Health Networks
(PHNs). Itincludes an expectation that consumer
and carer co-design will be embeddedinall
aspects of the commissioning cycle.

The PHN Mental Health Lived Experience
Engagement Network (MHLEEN) has been
established to enhance the work of PHNs in
engaging with consumersand carers, including
through co-design processes.

MHLEEN has led several initiatives to support
and documentthe strategies currently being
used by PHNs to engage with consumers and
carers, and to share good practiceamong PHNSs.
These initiativesinclude:

e networkingviaregularvirtual and face-to-
face meetings

e circulating news, updates and resources
for MHLEEN members

e attendingand presenting atforums
such as national PHN Stepped Care
Workshopsand the Mental Health Reform
Stakeholder Group

¢ close liaison with the Australian Government
Department of Health

e astocktakereportand collection of case
studies of lived experience engagement
activitiesacross PHNs.

InJune 2018, the Australian Government
Department of Health extended funding for
MHLEEN to continue and expand its activities
forafurtherthreeyears.

Underthe Fifth Plan, PHNs and LHNs are required to
work togetherto develop joint regional and mental
health and suicide prevention plans, to achieve

integrated regional planning and service delivery.®
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PHNs have made progressin developing partnerships
with LHNs to facilitate integration of services

across theirregions. However, these partnerships
have notyet been systematicallyembedded
throughout the PHN Program. According to the
Evaluation of the PHN Program and PHN Advisory
Panel Report, PHNs need to develop additional
strategiesto solidify partnershipsand gain support
fromregional stakeholdersin orderto successfully
integrate services.®>*® The firstimplementation
progressreporton the Fifth Plan found that PHNs are
experiencingvarious challengesin developing these
shared plans. These challengesinclude:

e consideringthediversity across health care types
andtheir existing strategies

e managingthe competing priorities across
stakeholders

e balancing the disparitiesin consumer types within
theregion

¢ thelackofdedicated fundingtoimplementthis
Fifth Plan action.®

Inaddition to their work with LHNs, PHNs need to
engage with a wide range of stakeholders as part of
theirregional planning.

PHNs continue to face challengesin
integrating with other stakeholder groups
in clinical mental health services, as well as
otherrelevant health and social services.

The PHN Advisory Panel Report noted that the
varied nature of fundingand reporting structures
across differentareas was a key barrier to achieving
suchintegration.’® Toaddress this, it has been
recommended that PHNs engage with a wider range
of stakeholdersand programs, and thatthe PHN
Program objectives are broadened beyond medical
servicestoinclude all health services.*>°°

PHNs have made some progressin developing
partnerships with LHNs to inform their regional
planning, but further workis required to solidify these
relationships and engage with other stakeholders.
The NMHC will continue to monitor the regional
planning activities of PHNs through its annual Fifth
Planimplementation progress reports.

To appropriately plan services based on
athorough understanding of regional
needs, PHNs need access to mental health
datafromlocal, state and territory, and
national sources.

Datacan be usedtoinform gap analyses between
existingandrequired servicesto ensure that
regional planning meetsthe needs of the local
community (Box 13).

Box 13: National Mental Health Service Planning Framework —Planning Support Tool

The National Mental Health Service Planning
Framework —Planning Support Tool (NMHSPF—
PST)is an evidence-based planning tool designed
to help plan, coordinate and resource mental
health services to meet population needs.1**

The NMHSPF—PST can assist Primary Health
Networks (PHNs) regional planning by estimating
the resourcesrequiredintheirlocalareato

meet the needs of consumersand carers. The
NMHSPF —PST alone cannot currently be used

to conduct a gap analysis between existingand

required resources, as there isno dataset of
existing resources thatis comparable with the
estimates produced by the NMHSPF —PST.

The NMHCis currently working with the University
of Queenslandto establish a process to transform
existing dataintoaformatthat can be compared
with NMHSPF—PST resource estimates.

This project will assist PHNs to regionally plan, by
increasing the utility of available data.
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These data sets will enable effective planning and
commissioning practices, and allow PHNs to identify
gaps and target at risk populations. Although some
PHNs have had success in establishing data sharing
protocolsand agreements, access torelevant
regional and local data remains a challenge for
many APHNs.9>%

Funding model

InJanuary 2019, the Australian Government
announced anew PHN funding model aimed at
providing greater certainty and allowing for longer-
term planning. Under this new model PHN funding for
mental health services was extended for three years
fromJuly 2019 until 30June 2022. PHNs that meet
agreed performance criteria under the PHN Program
Performance and Quality Framework will receive an
additional 12 months funding on an annual basis.

The shift to alonger-term funding model
for PHNs is a welcome development. The
short-term funding cycles used previously
limited the capacity of PHNs to develop the
stakeholder relationships necessary for
effective planning and commissioning.3>%®

Short-term contracts also led to heightened funding
uncertainty for service providers, and presented
challengesforservice providersin ruraland remote
areasin particular, who already experience difficulties
inattracting and retaining staff.3%%>%

Theaim of longer-term funding cyclesis toimprove
regional planningand align PHN funding arrangements
withthose of LHNs. Longer funding cycles thatlead to
longer contracts for services commissioned by PHNs
willalso helpto ensure funding certainty for service
providers, and allow time to demonstrate outcomes
anddevelop long-termsolutions.

In 2018, the PHN Advisory Panel Report
recommended that PHNs be provided with contract
certainty of five years as a matter of priority.?

Inthe same year, the Rural and Remote Senate
Inquiry Report recommended that governments
develop longer minimum contract lengths for
commissioned mental health servicesin regional,
ruraland remote locations.?® In addition, the Rural

and Remote Senate Inquiry Report recommended
that governments develop policies to allow mental
health service contracts to be extended where
service providers can demonstrate the efficacy
and suitability of the services provided, as well as
agenuine connection to the local community.*®

Although the Australian Government has extended
the funding cycle for PHNs, the NMHC notes that
thereisnomechanismto ensure that PHNs passon
theselonger funding cycles to the service providers
they commission to provide services.

The NMHC has already heard of instances where
service providers are not benefitingfromthe
longer-term funding cycle recently afforded to
PHNs. The NMHC recommends that the Australian
Government encourages PHNs to:

e extend contracts with existing service providers
that can demonstrate efficacy and suitability in
providing servicesin their region

¢ wherefeasible, enterintolonger-term contracts
when commissioning services with new providers.

Aboriginal and Torres Strait Islander
mental health

Working toimprove the health of Aboriginal and Torres
StraitIslander peopleis a priority area for PHNs.

To ensure that mental health and suicide
prevention services are culturally
appropriate and meet the needs of
Aboriginal and Torres Strait Islander
peopleinthe region, PHNs should engage
with these communities to co-design
regional services.

PHNs recognise the importance of workingin
partnership with ACCHS and Aboriginal Medical
Services (AMSs) intheir region (Box 14), and some
have developed proactive engagement and strong
partnerships with stakeholders.®>*® Some of the
achievementsreported by PHNs include successfully
engagingin a co-design process to develop support
services, and introducing dedicated positions for
Aboriginal and Torres Strait Islander people in mental
health services.??
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Box 14: Aboriginal Community
Controlled Health Services

Aboriginal Community Controlled Health
Services (ACCHS) and Aboriginal Medical
Services (AMSs) are primary healthcare
servicesinitiated and operated by the local
Aboriginal and Torres Strait Islander community
todeliver holistic, comprehensive and culturally
appropriate health care to the community that
controlsthe service, through alocally elected
board of management.%

These Indigenous organisations deliverarange
of clinicaland allied health servicesand are
alsoinvolved incommunity development and
health promotion. Aboriginaland Torres Strait
Islander people own, operate and oversee their
community health services. ACCHS and AMSs
are examples of Indigenous self-determination
in practice, giving Aboriginal and Torres Strait
Islander people asay in what their health
services doandhow they doit.1%

The Fifth Plan 2018 progress report found that the
development of partnerships with Aboriginal and
Torres Strait Islander communities remainsa workin
progress for many PHNs.3? Despite acknowledging the
importance of these partnerships, PHNs report that
thetime andresources required to genuinely consult
and engage with Aboriginal and Torres Strait Islander
communities are critical barriers to building strong
and meaningful relationships.*?

Concernsregarding PHNs’ engagement with
Aboriginal and Torres Strait Islander communities
relateto:

e thedegreetowhich PHNs consultand engage with
stakeholdersfrom Aboriginal and Torres Strait
Islander communities (including ACCHS and AMSs)

¢ theability of PHNsto understand where targeted
investmenthas already been madein Aboriginal
and Torres Strait Islander health services, and their
capacity to commission effective and culturally
appropriate services

e theimpacton ACCHSand AMSs if PHNs do not
involve these services early in the commissioning
process.”

The 2018 Senate Inquiry into accessibility and
quality of mental health servicesinruraland remote
Australia heard that, in spite of clear evidence
demonstrating ACCHS as the preferred model of
health service delivery for Aboriginal and Torres Strait
Islander people, only a limited number of PHNs have
worked towards establishing official partnerships.®®
Of concerntothe Senate Inquiry were reports of
ACCHSfacing funding difficulties as PHNs frequently
commission non-local organisations to deliver
services. These non-local organisations would then
seek to sub-contract portions of the work to local
ACCHS asajunior partner with limited, if any, input
into service design.

Toaddressthisissue, the PHN Advisory Panel Report
recommended that PHN funds for mental health

and suicide prevention for Aboriginaland Torres
StraitIslander people should be provided directly to
ACCHS as apriority, unless a better arrangement can
be demonstrated.®® The Ruraland Remote Senate
Inquiry Reportalsorecommended that services
commissioned by PHNs be delivered by, orin genuine
long-term partnership with, ACCHS and Aboriginal
and Torres Strait Islander community organisations.?®
The Australian Government has supported this
recommendation.®®

Effective engagement and partnerships with
Aboriginal and Torres Strait Islander people
are critical to establishing responsive,
culturally appropriate mental health
services for these communities.

Research conducted by the Lowitja Institute for the
NMHChighlighted the particular strengths of ACCHS
inaddressing the mental health needs of Aboriginal
and Torres Strait Islander communities, such as their
capacity to build trustand cultural credibility among
clientsandthelocal community.’

The NMHC supportsthe recommendations made
inthe PHN Advisory Panel Reportand the Ruraland
Remote Senate Inquiry Report and recommends
thatthe Australian Government encourages PHNs
to position ACCHS as preferred providers for mental
health and suicide prevention services for Aboriginal
and Torres StraitIslander people. The NMHCalso
supportsthe guidance outlinedin the Five Year
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Horizon, whichincludes strategies on how to achieve
the best outcomesfor Aboriginal and Torres Strait
Islander people through co-design and collaboration.

Conclusion

The significant public funding provided to PHNs

to contribute to key mental health and suicide
prevention reforms highlights theirimportantrole
inimproving the mental health of Australians. As
relatively new organisations, PHNs are faced with
tighttimeframes, high expectationsand a rapidly
expanding scope of work.

Two separate reviews of PHNs have been undertaken
inthe past 12 monthsto evaluate their effectiveness.
Thisincluded an Evaluation of the PHN Program
commissioned by the Australian Government,
andareport prepared by the PHN Advisory Panel

on Mental Health.

The PHN Advisory Panel also released the Five Year
Horizon, which outlines enablers for the progress
ofthe PHN Program.

Toaddress the increasing expectations placed
on PHNs asthe PHN Program expands, there

Recommendation 11: In consultation with
PHNSs, the Australian Government establishes an
overarching entity to govern, supportand build
PHN capacity onanationalscale.

Recommendation 12: The Australian Government
responds fullytothe 17 recommendationsin the
PHN Advisory Panel Final Report.

Recommendation 13: The Australian Government
endorsestheimplementation of the Five Year
Horizon for PHNs and details how it will publicly
reportonitsimplementation.

Recommendation 14: Thereportonthe
performance of the PHN Program to be released
by the Australian Governmentincludes baseline
dataabout how the PHN Programis meeting
outcomes under the PHN Performance and
Quality Framework.

isaneedforsupportandguidance for PHNs.
To provide this support and guidance the
NMHC recommends that, in consultation with
PHNs, the Australian Government establishes
anoverarching entity to govern, supportand
build PHN capacity ona national scale.

Improvements have been made to support PHNs

in achieving their outcomes. Theseinclude the
introduction of anew PHN Performance and Quality
Framework and an extended funding model for PHNs.
These changes are positive steps. The NMHC would
like to see PHNs enter intolonger-term contracts with
service providers (where feasible) so that service
providers can also benefit fromthe longer-term
funding certainty. The Australian Government should
include dataon how PHNs are performing under the
PHN Performance and Quality Frameworkinthe
report, expectedto be released by the end of 2019.

For some PHNs, engaging with ACCHS and AMS
remains aworkin progress. PHNs should continue
towork on formalising partnerships with these
Aboriginal and Torres Strait Islander organisations
asa matter of priority.

Recommendation 15: The Australian Government
encourages PHNs to extend contracts with
existing service providers who can demonstrate
efficacy and suitability in providing services in their
region; and where feasible, enterinto longer-term
contracts when commissioning services with

new providers.

Recommendation 16: The Australian Government
encourages PHNs to position Aboriginal and
Community Controlled Health Services as
preferred providers for mental health and suicide
prevention services for Aboriginal and Torres Strait
Islander people.
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Chaptera2:

National Disability Insurance Scheme

There are now more than 25,000 people with psychosocial
disability accessing and receiving support through the
National Disability Insurance Scheme (NDIS).1%®

The NDIS was never intended to replace community
mental health services or reduce the responsibility
of other systems to respond to the needs of people
with mentalillness (Box 15).1 Thereisincreasing
evidence that the reformis changing the way

in which psychosocial supportisaccessed and
provided. Specifically, implementation of the NDIS
isimpacting the psychosocial disability workforce,
the type of supportavailable and the quality of
support provided.!°

Asthe NDIS moves to full national implementation,
more people are being affected by these changes.

Itisimportant thatall people with
psychosocial disability continue to have
access tothe support neededtolivea
contributing life, regardless of whether or
notthey are participatingin the scheme.

In recognition of this, the National Disability Insurance
Agency (NDIA) is working with governments and the
mental health sectortoimprove the experiences of
NDIS participants, and the Australian Government
and state and territory governments have committed
fundingto provide support forthose not eligible for
the scheme.!!

What has happened since National
Report 2018?
The NDISis available across all regions in Australia,

except parts of Western Australia which started
transitioning into the scheme from 1 July 2019.2%¢

Asat30June 2019, there were 298,816
participantsinthe NDIS. Of these, 16,417
(6%) identified as Aboriginal and Torres Strait
Islander and 24,023 (8%) identified as being
from culturally and linguistically diverse
backgrounds.!°®

The number of people accessing the scheme has
increased each quarter. An additional 11,710 people
with a psychosocial disability have accessed the NDIS
since 30 June 2018.1%® This means that 46% of all NDIS
participants with a psychosocial disability, gained
accesstoand commenced the scheme between
1July 2018 and 30June 2019. Possible factors
influencingthisincrease in new participantsinclude
theincreased availability of the scheme, and the
implementation of the streamlined transition process
for Commonwealth community mental health
program clients.

The NMHC has continued to engage with states
andterritories, key government agencies, and
representatives from the mental health sector to
better understandthe local and national impact

of the NDIS transition on mental health systems.
Significant NDIS activities since October 2018
include the progressive rollout of the psychosocial
disability service stream and complex support
needs pathway, ongoing work by the Joint Standing
Committee onthe NDIS, a 12 month funding
extensionto support Commonwealth community
mental health program clients’ transitioninto the
scheme, and anincreasein the pricing for therapy,
attendant care and community participation under
the NDIS (Box 16).118120
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Box 15: About the National Disability Insurance Scheme and psychosocial disability

What s the National Disability Insurance
Scheme?

The National Disability Insurance Scheme

(NDIS) provides people (aged under 65) who
have a permanent and significant disability with
funding for supportsand services based on their
individual needs.

The schemeis designed to provide participants
with choice and control over the services they
need, and the certainty of lifetime support.**?

How does the National Disability Insurance
Scheme work?

The NDISisadministered by the National Disability
Insurance Agency.

NDIS participants have anindividual plan that lists
their goalsand the funding they have received.
Thisfundingis used to purchase supports and
services that will helpthemto achieve their goals.!*?

The NDIS does not replace supportthatisavailable
in other systems such as health, education, justice,
employmentand housing.

The NDIS helps connect all people with a disability
(including people who are not eligible for the
scheme), their family and carers to community
and other government services.!**

The NDIS also provides funding forinformation,
linkages and capacity building for people with
disability in the community.***

What s psychosocial disability?

Psychosocial disability refers to disability
arisingfrom a mentalillness. It can be severe,
longstandingandimpacta person’s recovery.

Inthe context of the NDIS, recoveryis defined
asachievingan optimal state of personal, social
and emotional wellbeing, as defined by each
individual, while living with or recovering from
amentalillness.*®

What s psychosocial support?

Psychosocial supportis provided to enable people
tolive or remaininthe community as opposed to
clinicaltreatment or medication. Psychosocial
support canreferto support provided by non-
clinical buttrained mental health workersand
peerworkers, asone-on-one supportorin groups.
Thistype of support may be considered within

the range of supports offeredinan NDIS plan.t?

How does the National Disability Insurance
Scheme work for participants with psychosocial
disability?

The NDIS provides funding for supports that assist
people with a psychosocial disability to live an
ordinarylife, including funding for assistance with
planning decisions, household tasks, capacity
building, participatingin recreation, education,
trainingand employment activities.

The NDIS does not fund supports that the health
or mental health systemis responsible for, such as
medical and clinical services, and medication and
pharmaceuticals.
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Box 16: National Disability Insurance Scheme and psychosocial disability —
summary of key activities since National Report 2018

Keyreports Continuity of Support

e The National Disability Insurance Agency (NDIA) e The National Psychosocial Support measure

released the Council of Australian Government
Disability Reform Council 2nd, 3rd, and 4th
quarterly reports. 108121122

¢ TheJoint Standing Committee on the National
Disability Insurance Scheme (NDIS) held
aroundtable on 26 February 2019 with
representatives from the mental health sector
toreview progress of recommendations from
its 2017 inquiry into the provision of services
underthe NDIS for people with psychosocial
disability.*?®* Afinal progress report with further
recommendations relating to psychosocial
disability was released on 29 March 2019.1*°

Improving National Disability Insurance Scheme
participant experiences

e The psychosocial disability service stream
and complex support needs pathway were
implemented from 30 November 2018in
specificlocationsin Tasmania, South Australia,
Victoriaand New South Wales.*?!

¢ The NDIA hascompleted foundational
psychosocial disability training for plannersand
Local Area CoordinatorsinJune 2019. All new
staff will complete this training as part of their
standardinduction training.1%®

e Streamlined access for people with
psychosocial disability from state programs
becameavailableinall states and territories
from 30 April 2019.1%8

became available on 1 January 2019.1%

The Australian Governmentis funding Primary
Health Networks (PHNs) to commission services
to provide an additional 12 months of support
(uptoJune 2020) for clients transitioning from
Commonwealth community mental health
programs.1o3

PHNSs received guidancein March 2019
forimplementing the Continuity of Support
measure and have started to commission
servicesto supportclientsunder the
measure. Continuity of Support commenced
on1July2019.

Market and pricing

e TheAustralian Governmentannouncedan

increasein price limits for therapy, attendant
careand community participation under the
NDIS, effective from 1 July 2019.124

The NDIAand Australian Government
Department of Social Services have
commissioned the NDIS Thin Markets Project,
which aims to develop a framework for dealing
with thin markets.'?®

The NDIS Quality and Safeguards Commission
isavailablein all states, other than Western
Australia, from 1July 2019. The NDIS Quality
and Safeguards Commission is responsible
forregulating the NDIS market, supporting
the resolution of complaints, and promoting
the NDIS principles of choice and control by
empowering participants to exercise their
rights asinformed consumers.'?6

¢ TheNDIAreleased an updated NDIS Price Guide

and Support Catalogue 2019-20, effective
1July2019.12°
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Whatis the current situation?

The NDISis the first of its kind, both internationally
andin magnitude. What the NDIA has achieved so
fartoimplement this scheme and to build capability
inthe workforceis noteworthy and should not be
underestimated. The NDIS is working for many

and almost 100,000 participants have received
supportsforthe firsttime.2®® The NDIA hasincreased
collaboration with stakeholders, and representatives
from both government and the mental health sector
report that thisengagement has been positive

in building relationships.?*® Overall, progress has
been made to ensure that people with psychosocial
disability are supported through all phases of the
scheme, from access request to application, planning
and planreview. However, recent evidence suggests
that although much hasbeen achieved, there s still
work to dotoimprove the experiences of participants
with a psychosocial disability who engage with the
ND|5.108,110,121

NDIS participants with a psychosocial
disability

At30June 2019, there were 25,192 NDIS
participants with a psychosocial disability as
their primary disability.’°® This accounts for
9% of all NDIS participants but remains lower
than the estimated 64,000 (14%) people
with psychosocial disability at full scheme
roll out.1%

Otherthanin Tasmaniaand South Australia, the
proportion of people with psychosocial disability has
remained relatively stable since 30 June 2018 (Table 7).
Theincreasein South Australia (from 1%inJune 2018
to4%inJune 2019) and Tasmania (from 2%inJune 2018
to5%inJune 2019) reflects the progressive rollout of
the NDISin both states—where the scheme was rolled
outbyageinstead of by location. South Australiaand
Tasmania were also the first jurisdictionstocommence
the NDIA's streamlined access for participantsand

for NDIA staff to receive foundational trainingin
psychosocial disability.108122

An average of $63,000 has been committed in plan
supportsfor people with psychosocial disability
(Table 7), butthereis currently no publicly available
data about how participants with psychosocial
disability use their funding. The NMHC has heard that
plan utilisationisanissue. Specifically, participants
with psychosocial disability are less likely to use their
plansbecause they may not understand how to get
accessorsupport, orthey receive insufficient support
toaccessservices.'?? Because data about why, how
and when participants with psychosocial disability
usetheirfundingis not published, itis difficult to
determine the maindrivers of plan utilisation for
NDIS participants with a psychosocial disability.

The nature of severe and complex mentalillness
means that people with psychosocial disability
experience additional barriers to accessing and
implementing NDIS plans. To address this, the

NDIA has progressed several initiatives thataim to
improve the experience of people with psychosocial
disability asthey transitioninto the scheme, including
psychosocial disability training for NDIA staff, and
providing streamlined access for state and territory
psychosocial program participants.'©®

Table 7: NDIS participants with psychosocial disability and average funding in plans, as at 30 June 2019

NSW Vic Qld WA
Number 8,068 9,666 3,837 1,086
Percent 8% 13% 8% 7%
Average $75,000 | $44,000 | $86,000 | $40,000
amount of
funding

SA Tas ACT NT Total
1,183 343 867 142 25,192
4% 5% 12% 6% 9%
$64,000 | $76,000 | $65,000 | $155,000 | $63,000

Source: National Disability Insurance Agency, COAG Disability Reform Council quarterly report, 30 June 2019.
Note: Fundingin plansreferstothe average annual committed support.
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Improving NDIS participant experiences
for people with psychosocial disability

Two initiatives that willimpact on people witha
psychosocial disability engaging with the scheme
arethe complexsupport needs pathway and the
psychosocial disability service stream (Table 8).

The NMHChas previously noted that the timely
implementation of proposed changestothe NDISis key
toimproving participants’ experience of the scheme.’®
There hasbeen some progress, but the complex
support needs pathway s still being rolled out. The
NDIA has reported that the quality and timeliness of
records, and problems with ICT systems hasimpacted
and delayed the rollout of new participant pathways.%®

The NMHC has heard from jurisdictions that the
complexsupport needs pathway programand
psychosocial disability service stream are working to
improve the participant experience for people who
have accessed these pathways, including providing
faster decision making and approvals.

Participants notaccessing the pathways were more
likely to be subjected toinconsistent decisions

and continue toface delaysinaccessing plans. The
complexsupport needs pathway began expandingto
all statesand territoriesin March 2019.1% The NDIA
reportedinJune 2019 that service improvements
tothe psychosocial disability service stream

have occurred. These improvementsinclude
working with Mental Health Australia, focusing

on pre-access and streamlining access, and rolling
outtraining for NDIA staff and partners.1®

There are benefits to understanding
learnings from the complex support
pathway and psychosocial disability service
stream as they are rolled out and how

this information will be used to improve
participant experiences.

The NMHC recommends that the NDIA publishes
information about outcomes of the complex support
pathway and psychosocial disability service stream as
theseimprovementsare rolled outand anylearnings
identified toimprove participant experiences.

Theinquiry of the Joint Standing Committee on the
National Disability Insurance Schemeinto general
issuesaround theimplementation and performance
of the NDIS highlighted key issues affecting the
experience of participants with a psychosocial
disability.*?” Mental health sector representatives
reported thatinconsistenciesin eligibility and
planning outcomes were exacerbated by a lack of
clarityaroundthe eligibility criteria, an overreliance
ondiagnosis over functional needs within the
assessmentand planning process, and the absence
of avalidated assessment tool for planners 110122
Similar views have been echoed by state and
territory representatives during consultations
withthe NMHC. Alljurisdictions identified gapsin
the NDIS meeting participants’ needs, particularly
inrelationtothe planning process, which was

Table 8: Complex support needs pathway and the psychosocial disability service stream

Complexsupport needs pathway

Provides specialised supportfor participants who have
additional significant challengesimpactingtheir lives, and
who have toaccess multiple services across systems.

Includes specialised planning teams, NDIS liaison and support
coordinators.

Aimsto help participants transition from government
services,and develop plans oraccess supportsthatare
appropriate totheirspecific needs.

Psychosocial disability service stream

Provides tailored supportfor NDIS participants with
psychosocial disability, their familiesand carers.

Includes specialised planners and Local Area Coordinators
who support participants’ journey through all points of
accesswiththe NDIS.

Aimsto enhance service by focusing on recovery-based
planningand episodic needs, upskilling the NDIA
workforce to better understand psychosocial disability,
and developinginformation resources that will assist
participants, providersand government services to
supportaccesstothe NDISand active participationin
planning.

Source: National Disability Insurance Agency, COAG Disability Reform Council quarterly report, 31 March 2019.
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commonly connected to alack of understanding of
psychosocial disability by the NDIA workforce.*?8

The NDIAs currently considering a number of
improvementsincluding the inclusion of recovery-
orientated practice into the scheme, a stronger focus
onan episodicapproach to psychosocial disability,
working with states and territories on an outreach
and more connected-up approach, and linking
people whoare unsuccessfulin their access requests
on grounds of primary psychosocial disability to
othersources of psychosocial and clinical support.
The NMHClooks forward to seeing the details on how
supportand guidance can be provided to people with
a psychosocial disability. This could include providing
supportto people beforetheyaccessthe NDIS and

to help NDIS participants navigate the NDIS and
othersystems.

The NMHC understands thatthe NDIAis currently
considering these recommendations as part of the
NDIS psychosocial disability service stream. Itis also
important thatthe NDIA consider how people with
psychosocial disability can receive supportin their
recoveryjourney and access services across systems.

Individuals with a psychosocial disability
not engaging with the NDIS

Thereis growing concern about the
transition rates of Commonwealth
community mental health program clients
into the NDIS, as they are lower than
expected.

Consumers, carersand mental health sector
representatives are concerned about the type and
quality of support that people with psychosocial
disability and their carers will receive once funding
forprograms cease.!® The NMHC has heard that
statesandterritories are concerned about emerging
service gaps from Commonwealth community
mental health programs, and the ability to meet
demand for state funded community support
servicesforalargerthan anticipated group of people
with psychosocial disability. The low transition rate
appearstobedriven by two key factors: the high
proportion of current clients that are not engaging
with the scheme, and the high proportion of clients
that have been assessed asineligible for the NDIS.

Aspart of the transition to the NDIS, people who
currently access Commonwealth community mental
health programs are contacted by the NDIAand
invited to test their eligibility for the scheme.1?
Some people are unable to be contacted, while
othersdeclineto enterthe scheme or withdraw from
the NDISaccess process. Understanding the number
ofiindividualsin this group and the reasons that

they are not engaging will help the NDIA and service
providers determine how people with a psychosocial
disability can be encouraged totransitiontothe NDIS.

Findings from the Commonwealth Mental Health
Programs Monitoring Project (Box 17) provide some
insight into Commonwealth community mental
health program clients not engaging with the NDIS.
According tothe most recent findings, half of all
Commonwealth community mental health program
clientshad notapplied forthe NDIS because they
wereinthe process of applying or had notyet
applied, or because information about them was
unknown (Figure 5).2*°The most frequently reported
reasonsfor notapplying forthe NDIS were client
distrust of the NDIS system, clients being too unwell,
and clients being overwhelmed by the process of
collecting evidence.’*®

The NMHCis aware that the NDIA has been working
with key stakeholdersto engage peopleinthe
scheme, including increased collaboration with
states andterritories and working with Mental
Health Australia on how to better engage hard to
reach clients. The NMHC acknowledges the efforts
ofthe NDIAto help people transition into the NDIS,
including extending the funding through Primary
Health Networks (PHNs) for current Commonwealth
community mental health program clients until
June 2020 (Table 9). The NMHC welcomes the
streamlined access for people with psychosocial
disability which became available from 30 April 2019.
The streamlined access process supports state and
territory program clients who may be eligible, but
who have not applied for the scheme. Itis expected
thatanindependent evaluation of the Tasmanian
and South Australian sites for streamlined access
willinform the future direction of the roll out of
streamlined access across Australia.’®® The NMHC
recommends that the NDIA publishes information
aboutthe evaluation outcomes for the streamlined
accessfor people with psychosocial disability.
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Figure 5: Commonwealth community mental health program clients, by current NDIS transition status

Per cent
30 ~
25
20 20
20 -
13 12
10
10
0
Eligible Ineligible Pending Not Getting Unknown
results started evidence
Applied for the NDIS Has not applied for the NDIS Unknown

Transition status

Source: Community Mental Health Programs Monitoring Project, Phase 2 Report.
Note: Unknown includes program clients that could not be contacted, had exited the program, or the program could not decipher
theclient’sintentiontoapply.

Table 9: Summary of Primary Health Network funding for psychosocial support services

Program Funding Timeframe Purpose
National Psychosocial $80m (with matched Fouryearsfrom Supportforpeople who are not
Support (NPS) measure funding from states and 2017-181t02020-21. currently receiving support, and
territories) Commonwealth community
mental health program clients
$121.29m 12 months from 1 July who are yet to test eligibility for

supportsunderthe NDISorwho
have notyettransitionedtothe
NDIS by 1July 2019.

2019-30June 2020

Continuity of Support (CoS) $109.8m Ongoingfrom Supportfor Commonwealth
1July2019 community mental health
programclientswhoare
ineligible for supportunderthe
NDIS from 1 July 2019.

Interface $19.1m 18 monthsfrom For Primary Health Networks
2018-19t02019-20 tocommission services for
Commonwealth community
mental health clients under NPS
and CoS, andtosupportthe
transition of clients.

Source: Table reproduced from Department of Health Fact Sheet for Primary Health Networks.
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Box 17: Commonwealth Mental Health Programs Monitoring Project

The NMHC enteredintoagrantagreementin
2018 with Community Mental Health Australia
(CMHA) for CMHA to monitor the transition of
Commonwealth community support programs,
including Personal Helpers and Mentors (PHaMs),
Partnersin Recovery (PIR) and Day to Day Living
(D2DL), into the National Disability Insurance
Scheme (NDIS).

The projectis being conducted in partnership
between CMHA and the University of Sydney.

The aim of the projectis to monitor the transition,

andto provide dataforeach state and territory on

the number of people who are eligible for the NDIS
fromthe PHaMs, PIR, and D2DL programs.

Individuals with a psychosocial disability
ineligible for the NDIS

The NDIA does not publish information about NDIS
applicants with psychosocial disability that are found
ineligible for the scheme. However, some information
isavailable about current Commonwealth
community mental health programclientsfroma
Community Mental Health Australia project (Box 17).
Ofthe 50% of current Commonwealth community
mental health program clients that have applied for
the NDIS, half have beenfound eligible, one-quarter
have beenfoundineligible and the remaining quarter
are awaitingan outcome (Figure 5).3°

The Continuity of Supportand National Psychosocial
Support measures go some way to addressing the
potential gapsin services for people who are not
accessingthe NDIS. Table 9 sets out the funding that
has been provided to PHNs to commission services
forpeople whoareineligible for the NDIS 2%

The NMHC welcomes the additional fundingunderthe
National Psychosocial Support measure to support

the transition of existing clients of Commonwealth
community mental health programs until June 2020.
However, thisis less than the two year extension
recommended by the Joint Standing Committee onthe
National Disability Insurance Scheme.110 Given the
lower than expected transition rates, Commonwealth

The project considersthe NDIS transition ratesand
the numbers and experiences of Commonwealth
community mental health program clients who
may be eligible for the NDIS.

The project consists of three phases, each
culminatinginaquarterly report presenting
transition dataforthat quarter. The Phase 1 report
was releasedin December 2018, and the Phase 2
report was releasedin April 2019. The final release
isexpected towards the end of 2019.

Atotal of 31 organisations from all states and
territories participated inthe most recent
(Phase 2) data collection, with data collected on
over 8,000individuals.t3°

community mental health program clients’ distrust
ofthe NDIS, and the time it will take to see the effects
of recent NDIA policy initiatives for people with
psychosocial disability, itis likely that current clients
willneed more thanan additional 12 monthsto
transitionintothe NDIS.*** The NMHC recommends
thatthe Australian Government: extends support for
Commonwealth community mental health program
clientstoatleastJune 2021; considers whether the
funding available underthe National Psychosocial
Supportand Continuity of Support measures matches
the needs of people who areineligible forthe NDIS;
and considers how fundingand access to services

for peopleineligible forthe NDIS can be simplified.

The NMHC has heard that states and territories will
continueto provide support through state orterritory
funded programs for people with psychosocial
disability who are ineligible for the NDIS. The NMHC
understands that most states and territories have left
in place their own psychosocial support programsor,
in some cases, reinstated previous programs while
people fromthese programstransitiontothe NDIS.
The NMHC understands that future decisions about
whatfundingand services are provided under state
andterritory programs will depend on how many
peopletransition fromthese programsinto the NDIS.
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Access to services that focus on optimising mental
health and supportrecovery will helptoreduce the
avoidable demand for mainstream health services,
andreduce the burden on clinical mental health
services and hospitals.’® As the transition of existing
clientsfrom governmentfunded programstothe
NDIS occurs, allgovernments have arolein ensuring
that people who are ineligible for the NDIS have
accessto appropriate psychosocial supports. The
NMHC recommends that the Australian Government,
with the state and territory governments ensure
that people who are ineligible for the NDIS have
access to adequate psychosocial support services.

NDIS market and provider of last resort

The nature of support required for people with
psychosocial disability requires a stable and accessible
market. There are two mainissuesthatlead tothin
markets (and potential market failure) for NDIS
participants with a psychosocial disability—limited
accesstoappropriate support, andalack of providers,
particularlyinruraland remote regions of Australia.

Thinmarkets place pressure onthe mental health
systemincludingincreased pressure on both
community and clinical mental health services. The
NMHC has heard that pressures are impacting on
service providers’ ability to provide appropriate
support, forexample some community mental health
providersare withdrawingor limiting their participation
inthe NDIS market.

The NDIAand the Australian Government have been
workingto address key marketissues. However, further
workis requiredto ensure continued support for
participants with psychosocial disability who cannot
accessservicesasa result of insufficient market supply
orbecause providers have failed to provide care.

Having a provider of last resortisan
important safety net for NDIS participants
whose needs cannot be addressed using
existing provider options.

The NDIA has been working with states and territories
todevelop a provider of last resort policy, now

known as the Maintain Critical Supports project.

The NMHCis concerned by the continued lack of
clarity and progress on this policy. In March 2019, the
Joint Standing Committee on the National Disability

Insurance Scheme noted that, although the NDIAis
working onanumber of actions, including piloting
after hours crisis response arrangements, and
working with the state and territory governments
onthe Maintaining Critical Supports policy, the
committee’s previous recommendation torelease a
policy on provider of last resort has not progressed.!°
People who have exhausted all options for care
from existing providers need assurance of support.
The NMHC recommends that the NDIA work with
stateandterritory governmentsto progress the
Maintain Critical Supports policy and release

detail on whatis happening with the policy.

Support coordination

Consumers must be able to make informed choices
to participateinthe NDIS. NDIS participants with
psychosocial disability need help to navigate the NDIS,
engage providersand navigate other mainstream
systems. Participants need a single point of contact
when something goeswrong—includingwhena
providerdecidestonolonger provide them with
aservice.

Underthe NDIS, support coordinationisavailable to
help participantsimplement their planandaccess
othersupportsoutside the NDIS (Box 18).

Supportcoordinationinthe NDISis delivered through
registered providers. Asat 30June 2019, there

were 2,240 providers registered to deliver support
coordinationinthe NDIS, butonly a quarter (27%)
ofthese providers had been active atany stage
duringthelife of the NDIS.**° In terms of demand for
supportcoordination, 42% of all active participants
between March andJune 2019 included support
coordinationin their plan. Thereis norecent publicly
available data onthe use of support coordinationin
NDIS plans for people with a psychosocial disability.
Evidence provided tothe Joint Standing Committee
onthe National Disability Insurance Scheme also
highlighted that support coordinationis commonly
not being provided or adequately fundedin plans.'??

Support coordination for NDIS participants with
psychosocial disability has the potential to drive
improvementsin case managementand coordination
forthis cohort. However, such improvements are
hampered by the low uptake of support coordination
in NDIS plans for people with psychosocial disability.
Consistent with recommendations by Mental Health
Australia, the NMHC recommends that the NDIA
include support coordinationasastandarditeminall
plansfor people with psychosocial disability.**
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Box 18: What is support coordination?

Many National Disability Insurance Scheme (NDIS)
participants need arange of supports, and make
use of these supports to differing levels.*?* To help
participants effectively use their supports, the
NDIS provides assistance through an additional
supportcalled support coordination.** The aim
of support coordinationis to help participants
incorporate other supportsintotheir plan,
includinginformal, mainstream, community
andfundedsupports. There are three levels of
support coordination:

1. Support connection helpsdevelopa
participant’s ability to connect with their
informal, community and funded supports.

2. Support coordination helps develop the skills
necessary for participants to understand,
implement and use their NDIS plan.

Mental health system impacts

Theimplementation of the NDISis havinganimpact
onthe mental health system. The NMHC has heard
that participantsare not getting the support they
need. This lack of supportis leading to deterioration
of consumers' mental health and greater reliance on
clinical mental health services, including increased
presentations at emergency departments. The
NMHC has also heard that delayed plansand plan
reviews are resultingin delayed discharge from
hospitals, with some delays of up to sixmonths while
people wait for plan reviews to be finalised. The
Disability Reform Council has endorsed a National
Hospital Discharge Action Plan aimed at reducing the
number and length of staysin hospital experienced
by NDIS participants.1°®

Mainstream services are also dedicating time and
resources to assisting consumersthrough the NDIS
application process. Thisincreased supportcan help
consumersaccess the NDISand receive appropriate
packages, butitalso affectsthe time and resources
that mainstream services can dedicate to their core
function of clinical treatment and service provision.

3. Specialist support coordination provides
additional, targeted support to participants
who require specialist support due to their
high complexity situations and/or high levels
of risk.33

Support coordinationis notastandardinclusionin
participant’s plans.

While participants with more complex needs may
receive additional help from support coordinators
toimplement their plans, all participants have
accessto Local Area Coordinators. Local Area
Coordinators help participants at the initial
stagestounderstand and accessthe NDIS,

assist participants to prepare their plans, help
participants begin implementation of their

plans, provide ongoing advice, and carry out plan
reviews. Local Area Coordinatorsalso connect
participants with informal, local community, and
othersupports external tothe NDIS.»**

Addressing system impacts of the NDIS
begins with understanding how people
with psychosocial disability engage with
the scheme.

Dataisanimportant part of building this knowledge
and will enable jurisdictions to monitor participant
outcomes and experiences, and address system
issues to ensure adequate support for people with
psychosocial disability.

Improving data transparency

The NDIA quarterly report to the Disability Reform
Council is currently the primary source of information
about NDIS participants with a psychosocial
disability.’*® Although useful, the reports do not
provide the level of detail required to understand the
individual and system impacts of the NDIS for people
with psychosocial disability.

Greatertransparency and access toinformation
about NDIS participants with psychosocial
disability is essential, particularly in relation to:
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¢ NDISapplication, accessand planning outcomes
for people with psychosocial disability, including
information about population groups, whois
applying, whois eligible and not eligible, how long
it takes to get access to the scheme, and the extent
to which participants use their funding

e thetransition of current mental health program
clientsintothe NDIS

¢ theextenttowhich participants witha
psychosocial disability are accessing and using
supportcoordination.

The NMHC recommends that NDIA routinely publish
data about participants with psychosocial disability
includinginformation about application, access and
planning outcomes by population groups, eligible/
ineligible status, plan utilisation, the extent of
supportcoordinationin plans, and current rates of
expenditure on supportsin plans.

Conclusion

The number of people with psychosocial disability
who are accessing and receiving supportthrough

the NDIS continues to grow. However, people with
a psychosocial disability need to be able to access

the supportthey needto live a contributing life,

Recommendation 17: The NDIA publishes
information about the outcomes of the complex
support needs pathway and the psychosocial
disability service stream, and the evaluation
outcomes of streamlined access for people with
psychosocial disability.

Recommendation 18: The Australian
Government: extends support for Commonwealth
community mental health program clientsto at
least June 2021; considers whether the funding
available underthe National Psychosocial Support
and Continuity of Support measures matchesthe
needs of people who are ineligible for the NDIS;
and considers how funding and access to services
for peopleineligible for the NDIS can be simplified.

Recommendation 19: The Australian
Government, with the state and territory
governments ensure that people who are ineligible

regardless of whetherthey are participatinginthe
NDIS. The NMHC welcomes the considerable efforts
ofthe NDIA, governments and stakeholders to
improve the experiences of NDIS participantsand
ensure continued support forthose not accessing the
scheme. The NDISis working for many, especially for
participants who are experiencing support for the
firsttime. Overall, much progress has been made,
butthereisstillworkto do by all partiestoimprove
participants’ experiences, andto ensure thatthe NDIS
and mental health systems are equipped to address
the needs of people with psychosocial disability.

Asthetransition of existing clients from
government funded programsto the NDIS
occurs, allgovernments have arolein ensuring
that people who are ineligible for the NDIS have
accesstoappropriate psychosocial supports.

The NDISis having animpact on the mental health
system. Addressing system impacts of the NDIS
begins with understanding how people with
psychosocial disability engage with the scheme.
Dataisanimportant part of building this knowledge
and willenable jurisdictions to monitor participant
outcomesand experiences and address system
issues to ensure adequate support for people with
psychosocial disability.

forthe NDIS have access to adequate psychosocial
supportservices.

Recommendation 20: The NDIA works with
stateandterritory governmentsto progress the
Maintain Critical Supports policy and release detail
onwhatis happening with the policy.

Recommendation 21: The NDIA includes support
coordination as astandard iteminall plans for
people with psychosocial disability.

Recommendation 22: The NDIA routinely
publishes data about participants with
psychosocial disability including information
aboutapplication, access and planning outcomes
by population groups, eligible/ineligible status,
plan utilisation, the extent of support coordination
in plans, and current rates of expenditure on
supportsinplans.
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Chapter3:
Suicide prevention

Suicide has a significant impact on families, communities
and society, prompting multiple governments to commit
themselves to specific reduction targets and others to
working towards a target of zero suicides.””"® Unfortunately,
there is a long way to go to reach this goal. Australia’s suicide
rate has increased over the past 10 years.” In 2017, 3,128 people
died by suicide in Australia, an increase of 9% from the

previous year.’

Suicide preventionisacomplexarea, with
interrelated roles and responsibilities spanning
governments, non-government organisations,
service providers, peak bodies, commissioning
agenciesand the community. This complexity has
resultedinan uncoordinated response to suicidein
Australia, including gaps and duplication in services
forpeople atrisk of suicide.®

Although state, territory and national governments
areworking toimprove the alignment of suicide
prevention efforts, to create a comprehensive and
coordinated approach, theinfrastructure required
toensurethat Australia’s suicide prevention sector
isresponsive to the needs of people at risk of
suicideisincomplete, and a number of the existing
components need strengthening.

What has happened since National
Report 2018?

Inthe past 12 months, there have beena number of
significant developmentsin the suicide prevention
sector, including a move towards a whole-of-
government approach to suicide preventionand
additional funding for suicide prevention initiatives
(Box 19). Although these reforms are welcome
improvements to Australia’s suicide prevention
sector, thereis stillmore work to be done.

Whatis the current situation?

Australia’s national suicide prevention strategy

Under the Fifth National Mental Health and Suicide
Prevention Plan (Fifth Plan), health ministers
committed to developing a National Suicide
Prevention Implementation Strategy thatembodies a
systems approach to suicide prevention.

The draft National Suicide Prevention
Implementation Strategy, which was released

for publicconsultationin April 2019, represents
atargeted planforadvancingthe health system’s
response to suicide prevention.’*> However, as
acknowledged in the draft strategy, the health sector
isjustone component of acomprehensive response
to Australia’s suicide problem.

Australia needs coordinated and combined
effortsacross arange of systems and from
alllevels of government to address the
social and cultural determinants of poor
mental health and suicidality, including
childhood trauma, family violence, poverty,
displacement, experiences of discrimination
and bullying, adverse educational and
workplace experiences, and isolation.
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Box 19: Suicide prevention —key activities since National Report 2018

In December 2018 the Australian Government
committedto:

- elevatingsuicide prevention to a whole-of-government
issue and a Council of Australian Governments (COAG)
priority.1®

- establishinganational system for timely collection
and communication of statistics and information on
self-harm and suicide to help communities across the
country respond early toemerging problems.***The
Australian Government committed $15 million to
establish this system.14°

- strengthening Primary Health Networks’ capability to
deliver evidence-based, demographically appropriate
supportsintheirlocal communities.!*

The Australian Government appointed a National Suicide
Prevention Adviser to:

- reportontheeffectiveness of the design, coordination
and delivery of suicide prevention activities in Australia,
with afocus on peopleincrisis or atincreased risk,
including young people and Aboriginal and Torres Strait
Islander people

- develop optionsfor whole-of-government coordination
and delivery of suicide prevention activities to address
complexissues contributing to Australia’s suicide rate,
with a focus on community-led and person-centred
solutions

- workacross governmentand departments to embed
suicide prevention policy and culture across all relevant
policy areas, to ensure that pathways to supportare
cleared, and people who are atanincreased risk of
suicide are abletoaccess support

- drawuponall current work that governments and the
sectorare undertakingtoaddress suicide, including the
Fifth National Mental Health and Suicide Prevention
Plan (Fifth Plan) and Implementation Strategy, the
findings of the Productivity Commission inquiryinto
mental health and the Royal Commissioninto Victoria’s
Mental Health System.®8

The Victorian Government began the Royal Commission
into Victoria’s Mental Health System, whichis expected
to make recommendations on how to most effectively
preventsuicide. Results of the Royal Commission are
expected by October 2020.**

The Coroner’s Court of Western Australia completed its
inquestinto the 13 deaths of children and young people
inthe Kimberley region. The State Coroner found that

12 ofthe 13 deaths were the result of suicide, and made
42 recommendations aimed at supporting communities
and preventing future suicides.*** The Western Australian
Governmentalso released its preliminary response to the
inquiry and the 2016 Message Stick Inquiry into Aboriginal
youth suicide inremote areas.’** Of the combined 86
recommendationsincludedin bothreports, the Western
Australian Government has fully accepted 22, accepted
33inprinciple, has alreadyimplemented or started
implementing 16 and is still considering the feasibility or
implications of a further 11.144

The National Suicide Prevention Implementation Strategy,
being developed under the Fifth Plan, was released for
publicconsultation andis awaiting COAG Health Council
endorsement.*®

The Australian Government announced $15 million for
Aboriginaland Torres Strait Islander suicide prevention.'4°

The Queensland Government announced $61.9 million
tobe spentonsuicide preventioninits 2019—20 Budget,
including funding for services such as aftercare and
alternatives to emergency departments for people
experiencing mental health and suicidal crisis.!*®

The New South Wales Government committed

$87.1 million overthree years to suicide prevention
activities such as aftercare, alternatives to emergency
departments for people experiencing mental health and
suicidal crisis, improved collection and distribution of
suicide data, and resilience building in communities.'¥’

The Productivity Commission completed itsinquiry into
compensationand rehabilitation for veterans. Thefinal
report, A better way to support veterans recommends the
development ofanew veterans mental health strategy that
hasanidentified focus on suicide prevention (Box 22).148

The Australian Bureau of Statistics released the results of
apilot study into the psychosocial risk factors associated
with suicide deathsin 2017.8

The Australian Government announced that the November
2019 round of Million Minds mental health research
funding willinclude suicide prevention as a specific priority
area. The November 2019 round of funding will distribute
S8 million.1°
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Giventhat the draft strategy s a Fifth Plan action
with afocus on health ministers, itis limited in how
farit can gotowards acknowledging the shared
responsibility held by non-health portfolios.

The draft strategy’sactionsthatrequire all health
ministersto attempt to collaborate with non-

health portfolios are agood starting point for the
future development of awhole-of-government,
comprehensive suicide prevention strategy. To
facilitate cross-portfolio and cross-government
collaboration and acknowledgement of their shared
responsibility in preventing suicide, particularly for
Indigenous Australians, the NMHC recommends that
any future national suicide prevention strategies

be co-designed and co-governed by all relevant
portfolios under the Australian Government,
including health, education, justice, social services
and employment.

National Aboriginal and Torres Strait Islander
suicide prevention plan

Theimpacts of colonisation, transgenerational
trauma, racism, discrimination, marginalisation

and disadvantage have resulted in poor mental
health outcomes for Indigenous Australians**>and
asignificant disparity between the suicide rates of
Aboriginal and Torres Strait Islander Australians and
non-Indigenous Australians, with Indigenous people
dying by suicide at a rate two timesthat of non-
Indigenous people.”

Toreduce the disparity in suicide deaths
between Indigenous and non-Indigenous
Australians, an appropriately resourced,
comprehensive, whole-of-government
Aboriginal and Torres Strait Islander suicide
prevention planis required.

The draft National Suicide Prevention Implementation
Strategy acknowledges the need for a dedicated
Aboriginal and Torres Strait Islander suicide
prevention plan. The draft National Suicide
Prevention Implementation Strategy proposes

that health ministers committo developinga new
national plan for Aboriginal and Torres Strait Islander
suicide prevention, in order tofocus, accelerate and
coordinate efforts, including expanding the evidence
base for effective interventions.

It has been proposed thatthe new plan would be
drafted withan Aboriginaland Torres Strait Islander
governance model, but would be endorsed by health
ministers. As with the National Suicide Prevention
Implementation Strategy, limiting the proposed
national Aboriginal and Torres Strait Islander suicide
prevention plan to the remit of health ministersis
likely to limit the plan’s ability to influence structures
and systems outside the health portfolio. Asaresult
the planrisks notadequately addressing the key
socialand cultural determinants of Aboriginal and
Torres Strait Islander suicide.

The NMHCrecommendsthat the Australian
Governmentwork with the state and territory
governmentstocommittoanational Aboriginaland
Torres Strait Islander suicide prevention plan, thatisled
by the knowledge and expertise of Indigenous people.

Services provided to people experiencing
suicidal crisis

Not everyone whois having a suicidal crisis seeks
help, but asignificant minority do and this provides
animportantopportunity forintervention.!*°
Whether a person’s experience of accessing support
is positive or negative caninfluence future help-
seeking behaviour.’°

Eachyear, morethanaquarterofa

million Australians present to emergency
departments seeking help for acute mental
and behavioural conditions, including
people experiencing a suicidal crisis.'® Yet
the evidence suggests that emergency
departments are not adequately resourced
or positioned to be a timely and accessible
entry point to the mental health system.!

Insome cases, people leave the emergency
department before receiving the care they need.
Forotherslongstaysin emergency departments

are associated with suboptimal treatment such as
restraint, seclusion and lengthy periods of sedation.*>!

Arange of options require explorationin orderto
ensure that people experiencing mental health or
suicidal crisis get the high quality care and support

74 Monitoring mental health and suicide prevention reform: National Report 2019



they need, including the provision of alternatives
toemergency departments forthose who do not
require medical intervention, and strategies to
improve the management of mental health and
suicidal crisis within emergency departments.

Anumber of alternative models to emergency
department care have beentrialled (Box 20). Although
some Australian trial results are notyet available, the
positive evaluations that are available suggest that
non-medical alternatives to emergency departments
for people experiencing mental health or suicidal crisis
in Australia may be both effective and cost-efficient.

Initiatives to improve emergency department care
for people experiencing mental health and suicidal
crises have also beenttrialled. This reflectsincreasing
acknowledgementamong mental healthcare
professionals thatimprovements need to be made to
provide a range of crisis intervention services.?

The Victorian Governmentis currently establishing
sixnew emergency department crisis hubs—specially
designed 24-hour short-stay unitsin emergency
departments—totreat people during times of mental
health and drug and alcohol crisis.*®

AspartofitsSuicide Preventionin Health Services
Initiative, the Queensland Government continues
toimplement training for hospital emergency
department staffand other frontline acute mental
health care staffin recognising, responding toand
providing care to people presenting to Hospital

and Health Services with suicide risk. A published
evaluation of thisinitiative suggests that the training
was effective inimproving staff confidence in working
with suicidal people, but did not analyse if this has
translatedintoimproved outcomes for consumers.*°

These initiatives are welcomed attempts toimprove
emergency department services, but will be

limitedin theirimpactif they are not systematically
evaluated fortheir effect on consumer care and
outcomes. To ensure that future government
funding can be invested ininitiatives that produce
meaningful outcomes for the community, the NMHC
recommendsthat the Australian Government work
with state and territory governments to ensure that
allevaluations of initiatives toimprove emergency
department care extend beyond measures of process
andimpact on hospital staff, toincludeimpact on
meaningful outcomesforconsumersandcarersasa
primary outcome measure.

Box 20: Alternatives to emergency
department care

Inthe United States of America a walk-in

crisis service called The Living Room has been
established as an alternative to emergency
department care forsuicidal people.r>> An
evaluation of The Living Room’s first year of
operation suggests that community crisis respite
centres are cost-effective, and effective in helping
many individuals alleviate crises, and have the
potential to decrease the use of emergency
departments for mental health crisis.*>?

Inthe United Kingdom, Maytree, a short-term
residential respite service, has shown short-term
reliefand longer-term benefits.?>3

InVictoria, the Safe Haven Café is an after-hours
drop-in centre run by clinicians and peer support
workers, foradults experiencing loneliness,
personal difficulties, or seeking social connection.
Although thisinitiative is not specifically
targeted at suicidal people, an economic
evaluation estimated that the Safe Haven Café
saved $225,400 peryear duetoareductionin
mental health-related emergency department
presentations.’®* From July 2019, the New South
Wales Governmentisimplementing a similar
servicein 20locations. The New South Wales
initiative is modelled after the United Kingdom’s
Safe Haven café, that showed a 33% reduction
inadmissions to mental health inpatient unitsin
their catchments.*’

In Queensland, the Living EDge room has also been
trialled. The Living EDge room is a peer-hosted
spacethatcan beusedasan alternative waiting
room for peoplein mental health or suicidal crisis
seeking emergency departmentcare, or asa safe
space where people can self-manage and avoid
presenting to the emergency department. This
trial will conclude at the end of September 2019
and evaluation results are not yet available.*>®

The Australian Government has funded the
developmentandtrial of a Suicide Prevention and
Recovery Centre (SPARC), where peer workers will
provide empathic care and supportinahomelike
environment. The SPARCis expected tolaunchin
late 2019.1%6157
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Consistent care standards

The NMHC has heard that thereis significant variation
inthe quality of care received by consumers when
they presentto health or mental health services
insuicidal crisis. These experiences range from
receiving excellent care and support, through to
experiences so poor that the consumers were
reluctantto seek care for their suicidality in future.
People who present to health and mental health
services atrisk of suicide deserve a consistent,
evidence-based minimum standard of care.

Currently, Australian publicand private hospitals

and community mental health services must

comply with the National Safety and Quality Health
Service (NSQHS) Standards, as well as the National
Standards for Mental Health Services. These service
standards are intended to provide a quality assurance
mechanism that tests whether relevant systems are
in place to ensure that expected standards of safety
and quality are met.1®° Both sets of service standards
include one or more high level requirements relating
tothe care of people whoare atrisk of suicide and
broad guidance about how to meet the mandated
standards. However, neither the mandated standards
northe guidance are sufficiently detailed to ensure
that Australians at risk of suicide receive a consistent,
evidence-based minimum standard of care across
services. This lack of detail likely contributes to the
wide variationin consumerand carer experiences
reportedtothe NMHC.

Under the Fifth Plan, governments have committed
to developing a mental health supplement to the
NSQHS Standards that aligns the National Standards
for Mental Health Services and the NSQHS Standards
inall publicand private hospitalsand community
services provided by Local Health Networks (LHNs),
and establishes a single set of standards for these
services.3> However, the extent to which the mental
health supplement willcomment onthe care required
by people at risk of suicide is currently unclear.

To establish a national regulatory framework that
ensures aconsistent minimum standard of care is
achieved across all publicand private hospitals and
community services provided by LHNs, the NMHC
recommends that the Australian Government work
with the Safety and Quality Partnership Standing
Committee to ensure that the mental health
supplementto the NSQHS Standardsincludes
detailed requirements and guidance onthe care
required by people at risk of suicide.

While the mental health supplement tothe NSQHS
Standards provides animportant opportunity to
establish mandatory care standardsin publicand
private hospitals and community services provided
by local health networks, these standards will not
coverthefullrange of suicide prevention activitiesin
all service settings. Other suicide prevention service
typesand settings do not have existing regulatory
processes through which toimplement consistent
care standards.

The NMHC recommends that the Australian
Government work with the Mental Health Principal
Committee, to oversee the development of suicide
prevention service standards guidelines that cover
thefull range of suicide prevention activities, from
primary prevention to postvention, in all settings.
These guidelines should consider and complement
existing NSQHS Standards and the mental health
supplement to the NSQHS Standards.

Data on suicide prevention expenditure,
workforce and service activity

Monitoring the effectiveness of the suicide prevention
system requires analysing the human and financial
resources available, the activity occurring within the
system and the outcomesit produces.

Accurate measurement and regular
reporting of data relating to the experience
of service of people who are at risk of suicide,
canreduce negative variationsin careand
improve the quality of service provision.

Significantimprovements have been madeinthe
collection and reporting of Australia’s suicide rates,
including the recent commitment to more timely
and detailed information about suicide attempts
and deaths.’** However, data on suicide prevention
expenditure, workforce and program and service
activity are not systematically collected and publicly
reported at the national and jurisdictional levels.!
Thisreduces transparency and hinders attempts
to monitor the systemic effectiveness of suicide
prevention strategies, plans, policies and services
in Australia.
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Australian Government expenditure on suicide
preventionis reported annually, but thereis limited
reportingonthe numberandtype of services
resulting from thisinvestment.’®! State and territory
governments complement Australian Government
initiatives with their own suicide prevention

plans, designed to meet local needs, but dataon
expenditure and service activity for these plans

are not publicly reportedin any state or territory.¢*
National, state and territory, and regional suicide
prevention plans should be designed to be measured,
including expenditure onthe activity and the
outcomes andimpact of the activity.

The NMHC recommends that the Australian
Governmentwork with the state and territory
governments on the development of routinely
collected data on suicide prevention expenditure,
workforce and program and service activity. This
would allow for more detailed monitoring of what
isworking welland what needs to be improvedin
the sector, and may ultimately lead to better care
forthose atrisk of suicide and areductioninthe
suicide rate.

Longer-term funding and evaluation

Evidence of the effectiveness of Australian suicide
prevention activitiesis needed to ensure that
governments and others who commission services
can make informed funding decisions. Without
appropriate outcome measurement, fundersand
policy makers may rely on anecdotal and other
information to determine whethera program should
be continued, expanded upon, refined or eliminated.
Such evidence may not fully reflect the outcomes
beingachieved.®?

Methodological problems commonly associated
with suicide prevention evaluations, such as the
statistically small number of suicide deaths inany
givenyear, small program size and short program
duration can diminish the statistical power of
evaluations and thus limit the ability to establish the
effects of the program.?62

Understandably, changeinthe suicide rateisa
common outcome measure used to evaluate the
effectiveness of suicide prevention initiatives.
Although the impact of suicide on the community
is significant, the actual number of people who take
their own livesis statistically small, accounting for
2% of all deaths in 2017.71% This makes it difficult

toachieve the statistical power needed to identify
patterns or draw conclusions aboutany changes
inthe suicide rate.®* Thisissue is particularly
prominent when evaluating initiatives targeted at
specificcommunities, such as Aboriginaland Torres
StraitIslander people, who have an even smaller
number of suicide deaths. Suicide of Aboriginal

and Torres Strait Islander people accounted
for0.1% of all deathsin Australiain 2017

Meaningful evaluation of suicide
prevention activities can be limited by
short-term funding.

Short-term funding for complex and novelinitiatives,
such aslocal areasuicide prevention trial sites

(Box 21), canresultininsufficienttime toplan,
implement and evaluate the initiative before the end
ofthe funding period. This canresultininitiatives
being smallerandshorterinduration than requiredto
be fully effective, and can reduce the statistical power
ofthe evaluation. Short-term funding can also make

it difficult to measure theimpact of initiatives that are
expectedto have along-term benefit, such as early
intervention programs.¢?

Toovercome these methodological issuesand
ensure that future investments can be informed by
robust evidence, the NMHC recommends that the
Australian Government, with the state and territory
governments commit to longer-term funding for
suicide prevention activities and evaluations of these
activitiesto better assess outcomes overalonger
period of time. For the local area suicide prevention
trials, the NMHC recommends that the Australian
Government committo the timely public release of
the evaluation of the National Suicide Prevention
Trial. The Australian Government should also work
with the Victorian Government, Australian Capital
Territory Governmentand the Black Dog Institute
toencourage the timely public release of their
evaluations of the local area suicide prevention trials.
This will allow governments to consider the findings of
allevaluations asthey determine whether expansion
orrevision of the place-based suicide prevention trial
sitesis required.
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Box 21: Local area suicide prevention trial sites

Integrated, whole-of-systems, local area e anAustralian Capital Territory LifeSpan
approachesto suicide prevention are currently researchtrial, funded by the Australian Capital
beingtrialledin fourindependentlocal area Territory Government.

suicide prevention trials, across a total of 29 sites.
Thetrials have different community needs, models,
timeframes and funding.

Thetrials were established in response to criticism
that Australia’s suicide prevention efforts were
lackingin coordination, and that successful suicide
Thetrialsinclude: prevention requires a multilevel, multifactorial
approach, involving both health and non-health
sectors, and government and non-government
agencies.'®*

e 12 National Suicide Prevention Trials, funded
by the Australian Government Department
of Health

e 12 Victorian place-based trials, funded by the
Victorian Government

Evaluations of both the trial site planning and

implementation process, and outcomes within

local communities are currently underway.

e 4lLifeSpan Black DogInstitute researchtrials, Thefinal reports are expected in mid-2021.
funded by the Paul Ramsay Foundation

Box 22: Suicide preventioninveterans

Veteransare atincreased risk of suicide. From e ensurethereareactivitiesin each life stage that
2002 to 2016 male veterans had an age-adjusted addressthe needs of those who are mentally
suicide rate 18% higher than for all Australian healthy (promotion and prevention activities),
men.'®* There has been a heightened focus on areatrisk (earlyintervention) and have a mental
veterans’ mental health and suicide inrecentyears iliness (treatment)

andtheintroduction of a range of new policiesand
programs, including a Veteran Suicide Prevention
Pilot, an early intervention measure for people in
the Coordinated Veterans’ Care programand a
suicide prevention trial called Operation Compass,
in Townsville 148

e ensurethatsystemsarein placetoidentifyand
supportatriskindividuals and thatthereisan
identified focus on the prevention on suicide

e ensurethatthe needs of family members of
veterans, including those of deceased veterans,

areappropriately identified
The final report of the Productivity Commission

inquiry into compensation and rehabilitation
forveterans, A better way to support veterans,
foundthatanew Veteran Mental Health Strategy

¢ beevidence based, incorporating outcomes
from trialsand research on veterans’ mental
health needs

isrequiredto build andimprove on recent policy e setout priorities, actions, timelines and ways
changesandtrials. to measure progress

The proposed Veteran Mental Health Strategy * committhe Australian Government

would: Department of Defence and Department

Veterans’ Affairs to publicly report on progress

¢ covermental health activitiesin each of the life towards the goals of the strategy. 14

stages of military personnel — recruitment, in
service, transition and ex-service
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Conclusion

Suicide has a significantimpact on families, communities
and society, prompting multiple governmentsto set
themselvestargets of zerosuicide.

The NMHCis encouraged by the current
developmentsin Australia’s suicide prevention
sector, including moving towards coordinated
prevention initiatives, committing to the regular
production of detailed data on suicide attempts
and deaths, and trialling alternatives to emergency
departments for people in suicidal crisis. However,
governments must work together to strengthen
Australia’s suicide prevention infrastructureina
number of areas, including:

e systems, structuresand co-designed strategies
that facilitate cross-portfolio and cross-
government collaboration and acknowledgement
oftheir shared responsibility in preventing suicide,

Recommendation 23:In acknowledgement of
their shared responsibility for preventing suicide,
any future national suicide prevention strategies
be co-designed and co-governed by all relevant
portfolios under the Australian Government,
including health, education, justice, social services
and employment.

Recommendation 24: The Australian Government
work with the state and territory governmentsto
committoanational Aboriginal and Torres Strait
Islander suicide prevention plan, thatis led by the
knowledge and expertise of Indigenous people.

Recommendation 25: The Australian Government
work with state and territory governments to
ensure that all evaluations of initiatives to improve
emergency department care extend beyond
measures of process and impact on hospital

staff, toinclude impact on meaningful outcomes
forconsumersand carersasaprimary outcome
measure.

Recommendation 26: The Australian Government
work with the Safety and Quality Partnership
Standing Committee to ensure that the mental
health supplement to the National Safety and
Quiality Health Service Standardsincludes detailed
requirements and guidance onthe care required
by people at risk of suicide.

particularly for Aboriginal and Torres Strait
Islander people

¢ adequate supportoptions for people experiencing
suicidal crisis

¢ mandated meaningful service standards forthe
carereceived by people atrisk of suicide

e datacollectionandreporting systemsaround
the characteristics of Australia’s suicide
prevention sector, including data on suicide
prevention expenditure, workforce and program
and service activity

¢ |onger-term fundingfor suicide prevention
activitiesandtheir evaluations.

Building thisinfrastructure will ensure that Australia
achievesand maintains asuicide prevention sector that
isresponsive to the needs of people at risk of suicide,
and will help Australia move towards zero suicides.

Recommendation 27: The Australian Government
work with the Mental Health Principal Committee,
to oversee the development of best practice
suicide prevention guidelines that coverthe

full range of suicide prevention activities, from
primary prevention to postvention, in all settings.

Recommendation 28: The Australian Government
work with the state and territory governments on
the development of routinely collected dataon
suicide prevention expenditure, workforce and
program and service activity.

Recommendation 29: The Australian
Government, with the state and territory
governments commit to longer-term funding for
suicide prevention activities and evaluations of
these activities to better assess outcomes overa
longer period of time.

Recommendation 30: The Australian Government
committothe timely publicrelease of the
evaluation of the National Suicide Prevention

Trial. The Australian Government should also

work with the Victorian Government, Australian
Capital Territory Government and the Black Dog
Institute to encourage the timely publicrelease

of their evaluations of the local area suicide
prevention trials.
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Chapter4:

The Fifth National Mental Health
and Suicide Prevention Plan

The release of the Fifth National Mental Health and Suicide
Prevention Plan (the Fifth Plan) in August 2017 marked a
significant point in the history of mental health reform in
Australia. It is the first mental health plan to commit all
governments to work together to achieve integration in
planning and service delivery at a regional level.

The Fifth Plan also requires that consumersand carers
are centraltothe wayinwhich services are planned,
delivered and evaluated.

The aim of the Fifth Planis to establish a national
approach for collaborative governmentaction to
improve the provision of integrated mental health
andrelatedservicesin Australia. To achieve this, the
eight priority areas (Box23) and 32 actions of the
Fifth Plan are designed toimprove the transparency,
accountability, efficiency and effectiveness of the
Australian mental health system. Ultimately, the
Fifth Plan aims toimprove the lives of people with a
mentalillnessand the lives of their families, carers
and communities.

Reporting on the implementation
progress of the Fifth Plan

The NMHC was given responsibility for deliveringan
annualreport, to be presented to health ministers, on
theimplementation progress of the Fifth Plan actions
and performance against the identified indicators.

Tomeasure the progress ofimplementation, the
NMHC surveyed stakeholders (governments, Primary
Health Networks, Australian Health Ministers’
Advisory Council committees and state mental

health commissions) tasked withimplementing the
actions of the Fifth Plan. The NMHC delivered the Fifth
National Mental Health and Suicide Prevention Plan:
2018 progress report (2018 Progress Report) tothe
COAG Health Councilin October 2018.

The 2018 Progress Reportis thefirstinaseries
that will be published annually over the life of the
Fifth Plan, and outlines the progress achieved
againstactionsinthe Implementation Plan as of
30June 2018.Thereportalso presents baseline
dataforthe available performance indicators.
Giventherelative infancy of the implementation

Box 23: Fifth Plan priority areas

¢ Priority Areal—Achievingintegrated
regional planning and service delivery

¢ Priority Area2—Suicide prevention

¢ Priority Area3—Coordinatingtreatment
and supports for people with severe and
complex mentalillness

¢ Priority Area4—Improving Aboriginal and
Torres StraitIslander mental health and
suicide prevention

¢ Priority Area 5—Improving the physical
health of people living with mentalillness
andreducingearly mortality

¢ Priority Area6—Reducing stigmaand
discrimination

¢ Priority Area 7—Making safety and quality
centralto mental health service delivery

¢ Priority Area8—Ensuringthatthe enablers
of effective system performance and system
improvementarein place

of the Fifth Plan, the 2018 Progress Report did
not provide detailed analysis of progress to date.
With governance arrangementsand committee
structures well established in thefirstyear
ofimplementation, stakeholders now have
appropriate supportintheir rolesimplementing
Fifth Plan actions. The NMHC expectsto see
progress against the Fifth Planactionsin 2019.
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While the NMHCis required toreportonthe
implementation progress of the Fifth Plan,
reporting on progress from the perspectives of the
stakeholdersresponsible forimplementation cannot,
nor will ever be, the sole measure of success. The
Fifth Planrequires that consumersand carersare
centraltohow servicesare planned, delivered and
evaluated. All eight priority areas have statements
that specifically outline ‘what will be different for
consumers and carers?’, based on the successful
implementation of relevant actions. Understanding
how implementation of the Fifth Planis affecting the
experiences of consumersand carersis a priority for
the NMHC.

To assess whether the changes being made under
the Fifth Plan are leading to genuine improvements
for consumersand carers, the NMHC developed a
public survey and invited mental health consumers
and carersto participate and share their experiences.
The results from this public consultation formed

the basis of the report Fifth National Mental Health
and Suicide Prevention Plan 2019: The consumer and
carer perspective (2019 Consumer and Carer Report),
that was published in Septemberthis year. The key
findings of the 2019 Consumer and Carer Reportare
outlinedin Box 24.

Annual monitoring and reporting on outcomes for
consumersand carers, in addition to the stakeholders
identified in the Fifth Plan Implementation Plan, will
allow the NMHCto assess whether the reformis
achievingits objectives.

Asboththe 2018 Progress Reportand the 2019
Consumerand Carerreportarethefirstinaseries,
they will be used as the baseline for ongoing
reporting. Assuch, the NMHCis not able to use them
for comparative analysis at this time. Itis clear that
improvements still need to be made across all Fifth
Plan priority areas, and that these improvements
may take time before they translate into tangible
improvements for how consumersand carers
experience mental health care.

The NMHC hopes that, asimplementation of the
Fifth Plan progresses, the two reports will be used
toidentify the key achievements and areas for
improvementinthe mental health systemasadirect
result of thereform.

Takentogether, the Fifth Planimplementation
progressreportsandthe consumerand carer
reportwill assist the NMHC to understand

Box 24:2019 Consumer and Carer Report—
key findings

The aim of the Fifth National Mental Health and
Suicide Prevention Plan 2019: The consumer and
carer perspective (2019 Consumer and Carer Report)
was to establish a baseline of consumerand carer
experiences of mental health services. Of the

546 survey responses received, 64% were from
consumersand 36% were from carers.

Thereportfound several keyissuesthat were
consistentacross priority areas of the Fifth National
Mental Health and Suicide Prevention Plan, including:

e awareness, availability and adequacy of services
(Priority Areas 1,2 and 3)

¢ consideration of consumer needsin conjunction
with their mental health needs, such asincome
support, adequate housing and physical health
(Priority Areas 3and 5)

e service qualityissues (Priority Areas 1, 2, 3,and 8).

High levels of stigma and discrimination were also
reported across multiple priority areas. Respondents
indicated that stigma and discrimination are still
prevalentinthe broader community, as well as within
the health system. The stigma and discrimination
experiencedinthe mental health systemis
particularly concerning. Respondents reported that
the quality of care that they, or the person they care
for, received over the last 12 months wasimpacted
by encountering negative, unhelpful, or uncaring
attitudesamong health providers (Priority Areas 1,
2,3,7,and8).

Aboriginaland Torres StraitIslander respondents also
reported experiencingissues with service availability
and adequacy, with the majority of Aboriginal and
Torres Strait Islander respondentsindicating that
service providers ‘rarely’ or ‘never’ considered all of
their needs (clinical, socialand emotional), provided
culturally appropriate care, or provided appropriate
supportto navigate the system.

The NMHCacknowledges that the sample size from
the consumerand carersurveyissmalland thatthe
results therefore might not be representative of the
broader consumerand carer populationin Australia.
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whethertheimplementation progress reported
by stakeholders namedin the Fifth Planis
translatinginto positive changes for consumers
and carers as they access mental health services.

The Fifth Plan Consumerand Carer reports could also
provide Fifth Plan stakeholders with valuable insights
into potential areas forimprovement and further
development.

Box 25: Fifth Plan—NMHC actions

Consumer and Carer Guide

Itis essential that consumersand carersare
engaged in decisions that affect their ability to
lead a contributing life. The NMHCis developing
aguide forconsumersand carersto support
their participationin safety and quality initiatives
within mental health services. The guide will
focus on supporting consumers and carers to
engage effectively on safety and quality issues at
agovernance level. Itis expected that consumer
and carer participation in higher-level decision-
making about the planning and delivery of mental
health services will contribute to organisational
culture change, as well as driving service-level
improvementsin consumer and carer-focused
safety and quality practices. The guideisdue to
be published by the end of 2020.

Peer Workforce Development Guidelines

Peerworkers are integral to ensuring that the
voices of consumersand carersare central to

the work of the mental health system. There
isstrong policy supportand direction for
strengtheningthe role of the consumerand
carer peer workforces, but significant challenges
remain. Theseinclude stigmaand discrimination,
unclear role definitions for peer workers, lack

of dedicated resources for recruitment of peer
workers, lack of peer supervision and professional
developmentopportunities, inappropriate and

NMHC Fifth Plan actions

The NMHC has been tasked with leadinga number of
actionsinthe Fifth Plan Implementation Plan (Box 25).
Theseinclude developing a consumer and carer
guide to support the participation of consumersand
carersinsafety and quality initiatives in mental health
services, developing Peer Workforce Development
Guidelines, and developing a mental health

research strategy.

complexaward structures and remuneration,
andthe needforadditional datato measure the
growth and effectiveness of the workforce.

The NMHCis currently coordinating the
development of Peer Workforce Development
Guidelines. The guidelines will provide formalised
guidance for governments, employers and the
peerworkforce about the support structures
required to sustain and grow the workforce. Work
isalso under way through the Mental Health
Information Strategy Standing Committee to
develop national mental health peer workforce
data underthe Fifth Plan.

National Mental Health Research Strategy

Innovationin our responses to the complexities
of mental health and suicide requires ongoing
andtargeted research. The NMHCis leading

the development of the National Mental Health
Research Strategy and has established a steering
committee thatincludes consumers and

carers, representatives of states and territory
governments, research funding bodies, and
prominentresearchersto develop the strategy.
The strategy willinclude a principles-based
framework, and aims to improve health outcomes
by supporting the translation of researchinto
evidence-based practice. The NMHC anticipates
completion of the strategy by the end of 2020.
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Conclusion

Reporting onthe progress of mental health reform
isfundamental to understanding whetherthe
commitments madein the Fifth Plan are being
honoured and are making a difference.

By monitoring the progress of the stakeholders
responsible forimplementing the Fifth Plan, as well as
consumersand carersacross Australia, the NMHC will
gain abroader understanding of whether the reform
is successfully meetingits objectives. Monitoring
theimplementation progress of the Fifth Planiis

also essential foridentifying barriers, challenges or
significant system change that mayimpede progress.
However, itisimportant to note that the Fifth Plan
was endorsed by health ministers, and therefore the

actionsunderthe planarelargely for governments
and associated stakeholderstoimplement. For
thisreason, the Fifth Planis limited in its ability to
influence non-governmentand private organisations.

Asimplementation of the Fifth Plan progresses
incrementally over the comingyears, the NMHC
expectstoseechangesin Australia’s mental health
system. The NMHC will continue to survey and
reportonthe experiences of consumersand carers
toensure thatthese changesresultin genuine
improvements for people living with mentalillness.

The upcoming Fifth Plan progress report for the
2018-19 period will be delivered to health ministers
inearly 2020.
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Concluding

statement

Mental illness and suicide in Australia continue to be issues
despite substantial investments in the mental health system.
Current national reforms such as the National Disability
Insurance Scheme, Primary Health Networks, and the

Fifth National Mental Health and Suicide Prevention Plan

are key to strengthening Australia’s mental health system.

It is clear that the implementation of these reforms is
challenging. However, the NMHC acknowledges the continued
commitment of all governments to ensuring that mental
health and suicide reforms lead to sustained positive change

for consumers and carers.

Throughout thisreportthe NMHC has identified a
number of areas where improvements can be made.
The NMHC has recommended a number of actions
that governments and other stakeholders can
beginimplementinginthe short-term, toimprove
outcomes for consumersand carers.

As part of the NMHC’s ongoing monitoring and
reporting, the NMHC will liaise with governments and
otherrelevant stakeholdersto seek responses about
how they will progress these recommendationsinthe
future. The progress of adopted recommendations
will be reported againstin the National Report 2020.
The NMHC will also continue to monitor the key
national reformsthatarein progress.

Although there have been many previous
inquiriesinto Australia’s mental health system, the
Productivity Commission inquiry is unique because
itislooking atthe social and economic benefits
ofimproving mental health. This Productivity
Commissioninquiry presents a significant
opportunity to rethink how governments should
investin mental health services. The NMHC will
continue to engage with the Productivity Commission
andlooksforward tothe release of itsdraft report
expected by the end of 2019.
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Acronyms and abbreviations

ACCHS Aboriginal Community Controlled Health Services

ADF Australian Defence Force

AIHW Australian Institute of Health and Welfare
AMS Aboriginal Medical Services

CMHA Community Mental Health Australia
COAG Council of Australian Governments

CoS Continuity of Support

D2DL Dayto Day Living

FifthPlan The Fifth National Mental Health and Suicide Prevention Plan
LHN Local Health Networks
MHLEEN  Mental Health Lived Experience Engagement Network

NDIA National Disability Insurance Agency
NDIS National Disability Insurance Scheme
NIAA National Indigenous Australians Agency
NMHC National Mental Health Commission
NPS

Measure  National Psychosocial Support measure
NSQHS

Standards National Safety and Quality Health Service Standards
PHaMs Personal Helpers and Mentors

PHN Primary Health Network

PIR Partnersin Recovery

WHO World Health Organization

YES Your Experience of Service
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Glossary

Affective disorders

Acategory of mentalillnesses. The common feature
among affective disordersis mood disturbance.
Depression, dysthymia and bipolar affective disorder
arealltypes of affective disorder.

Anxiety disorders

Acategory of mentalillnesses that are marked

by the experience of intense and debilitating
anxiety. Panicdisorder, social phobia, agoraphobia,
generalised anxiety disorder, post-traumatic stress
disorderand obsessive compulsive disorder are all
types of anxiety disorder.

Australian Mental Health Leaders Fellowship

Anational programthat supportsthe development
of leadership skillsamong emerging leaders with a
passion and commitment to mental health. These
leadersinclude consumers, carers, mental health
professionals and others outside the traditional
boundaries of the mental health sector, including
emergency service workers, students and early
careerresearchers, and professionalsinindustry,
finance and the justice system.

Burden of disease

The quantified years of healthy life lost, either
through premature death or living with a disability
duetoillnessorinjury. Burden of disease isa measure
oftheimpact of adisease orinjury ona population.

Carer

Inthisdocument, the term carer referstoan
individual who provides ongoing personal care,
support, advocacy and/or assistance toa person
with mentalillness.

Co-design
An approachtodesignthatincludesall stakeholders

(forexample, consumers, carers, researchers, health
workers, clinicians, funders, policy makers).

Community supports

Non-clinical services, provided inacommunity
setting, that assist people with mentalillnessto live
meaningfuland contributing lives. These may include
servicesthat relate to daily living skills, self-care and
self-management, social connectedness, housing,
education and employment.

Complex support needs pathway

Animprovementtothe NDIS aimed at providing
specialised supportto participants living with a
disability who need a higher level of specialised
supportsintheir plan. Participants under this
pathway are identified by the complexity of their
situations and personal factors, such as being
homeless or returning to the community from
livingin residential aged care.

Consumers

People whoidentify as having a living or lived
experience of mentalillness, irrespective of whether
they have a formal diagnosis, who have accessed
mental health services and/or received treatment.
Consumersinclude people who describe themselves
asa ‘peer’, ‘survivor’ or ‘expert by experience’.

Continuity of Support measure

Aprogramthat provides psychosocial supportto
people whoare currently accessing services from PIR,
D2DLor PHaMS and have been assessed as ineligible
forthe NDIS.

Current mental healthissue

Aderived category used in the Specialist
Homelessness Services (SHS) Collection. SHS clients
areidentified as having a current mental healthissue
if any of the following apply:

¢ theclientindicated at the beginning of a support
period that they were receiving services or
assistance for their mental healthissues, or had
receivedtheminthe past 12 months

e theclient’sformalreferral sourcetothe specialist
homelessness agency was a mental health service

¢ theclientreported ‘mentalhealthissues’asa
reason for seeking assistance

¢ theclient’sdwellingtype either a week before
presentingto an agency, or when presentingtoan
agency, was a psychiatric hospital or unit

e theclienthadbeeninapsychiatrichospital or unit
inthe past 12 months

e atsomestageduringtheclient’s support period,
aneed wasidentified for psychological services,
psychiatric services or mental health services.
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Day to Day Living (D2DL)

D2DLwasa program providing funding toimprove
the quality of life for individuals with severe and
persistent mentalillness by offering structured and
socially based activities.

Funding for D2DL has transitioned into the Continuity
of Support measure as part of changes to the way

in which psychosocial supportis provided with the
introduction of the NDIS.

Depression

Amentalillness characterised by periods of low mood
and significantimpairment due to symptoms such as
loss of interest and enjoyment, reduced energy and
concentration, and changesin sleep and appetite.

Discrimination
The unjust or prejudicial treatment of a person based

onthegroup, class or category to which the personis
perceived to belong.

Earlyintervention

Identifying signs and risks of mentalillness early,
followed by appropriate, timely intervention and
supportthat can reduce the severity, duration and
recurrence of mentalillnessandits associated social
disadvantage.

Information, Linkages and Capacity Building

The component of the NDIS that provides
information, linkages and referrals to efficiently
and effectively connect people with disability, their
familiesand carers, with appropriate disability,
community and mainstream supports.

Lived experience

Inthisreport, lived experience refers to people who
have either current or past experience of mental
illnessasaconsumerand/oracarer.

Local Health Network (LHN)

Alegal entity established by a state or territory
government to devolve operational managementfor
public hospitals, and accountability for local service
delivery, tothelocallevel. An LHN can contain one or
more hospitals.

Maintain Critical Supports program

Aprogramunderthe NDISto provide a safety net for
participants whose needs cannot be addressed using
existing provider options.

Mental health

The World Health Organization defines mental

health as a state of wellbeing in which every person
realises their own potential, can cope with the normal
stresses of life, can work productively and fruitfully,
andisableto contribute to theircommunity.

Mentalillness

Awide spectrum of diagnosable health conditions
thatsignificantly affect how a person feels, thinks,
behaves, andinteracts with other people. Mental
iliness canvaryinboth severity and duration. In this
report ‘mentalillness’is used in place of ‘mental
health problem’, ‘mental health disorder’, ‘mental
ill-health” and ‘mental health disease’.

Mentally Healthy Workplace Alliance

Anationalapproach by business, community and
governmentto encourage Australian workplaces to
become mentally healthy for the benefit of the whole
community and businesses, bigand small.

National Disability Insurance Scheme (NDIS)

The NDIS provides individualised support packages
foreligible people with permanent andsignificant
disability, their families and carers. Roll out
commencedon 1July 2016 andis expectedto be
complete by 2020.

National Multicultural Mental Health Project

Alsoknown as Embrace Multicultural Mental Health
orthe Embrace Project, the National Multicultural
Mental Health Project provides a national focus on
mental health and suicide prevention for people from
culturally and linguistically diverse backgrounds.

National Psychosocial Support measure

Provides psychosocial supportto people with
severe mentalillnesswho are not currently receiving
supportsthrough another program, and to people
who have not yet tested their eligibility for the NDIS,
orare waitingforan access decision or approved
support planunderthe NDIS.

NDIS Quality and Safeguards Commission
Anindependentagency established toimprove the
quality and safety of NDIS supportsand services.
Non-government organisations

Private, not-for-profit community-managed
organisations that receive government funding
specifically forthe purpose of providing community
supportservices.
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Partnersin Recovery (PIR)

Aims to support people with severe and persistent
mentalillness with complex needs, and their carers
and families, by getting multiple sectors, services
and supportsthey may comeinto contact with (and
could benefit from) to workin a more collaborative,
coordinated and integrated way.

Funding for PIR has transitioned into the Continuity
of Support measure as part of changes to the way
in which psychosocial supportis provided with the
introduction of the NDIS.

Peerworkforce

The supply of people who are employed, either
part-time or full-time, on the basis of their

lived experience, to provide supportto people
experiencingasimilar situation.

The people who make up the peer workforce may
be called peer workers, consumer workers, carer
workers or lived experience workers.

Performanceindicators

Aconcise list of indicators used to measure
effectivenessin achieving outcomes.
Personal Helpers and Mentors (PHaMs)

Provides practical assistance for people aged 16 years
and over whose lives are severely affected by mental
illness. PHaMs helps people overcome social isolation
andincrease connections with their community.

Funding for PHaMs has transitioned into the
Continuity of Support measure as part of changesto
the way in which psychosocial supportis provided
with theintroduction of the NDIS.

Poor mental health

Low levels of mental health that are not diagnosable.
Poor mental health may be associated with suicidality.
Postvention

Anintervention conducted afterasuicide, largely
taking the form of support for the bereaved (family,
friends, professionals and peers).

Prevalence of mentalillness

The proportion of people in a population who meet
diagnostic criteriaforany mentalillness ata giventime.

Primary Health Network (PHN)

Anadministrative health region established to deliver
accessto primary care services for patients, as well

as co-ordinate with local hospitals toimprove the
operational efficiency of the network. The seven

key priorities for targeted work for PHNs are: mental
health, Aboriginal and Torres Strait Islander health,
population health, health workforce, digital health,
aged care, and alcoholand otherdrugs.

Private hospital

Aprivately owned and operated hospital, catering
for patients who are treated by a doctor of their own
choice. Patients are charged fees foraccommodation
and other services provided by the hospital, and
relevant medical and paramedical practitioners.

Provider of lastresort
See Maintain Critical Supports program.

Psychological distress

One measure of poor mental health, which can
be described as feelings of tiredness, anxiety,
nervousness, hopelessness, depression and sadness.

Psychosocial disability

Atermusedinthe context of the NDIStodescribe a
disability arising from a mentalillness that is likely to
make the person eligible foranindividual support
package underthe scheme.

Psychosocial disability service stream

The pathway through which people with psychosocial
disability are able toaccess the NDIS.

Psychosocial support

Referstosupport provided to enable people to live
orremaininthe community as opposed to clinical
treatment or medication. Psychosocial supportcan
referto support provided by non-clinical but trained
mental health workers and peer workers, and as one
toonesupportoringroups. Thistype of support may
be considered withinthe range of supports offeredin
anNDISplan.

Psychoticillnesses

Psychoticillnesses are characterised by distortions
ofthinking, perception, and emotional responses.
They include schizophrenia, schizoaffective disorder,
bipolardisorder, and delusional disorder.
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Public hospital

Ahospital controlled by a state or territory health
authority. In Australia, public hospitals may offer
free diagnosticservices, treatment, care and
accommodation.

Recovery

Recoveryis differentforeveryone. Forthe purposes
ofthisreport, recoveryis defined as being able to
create and live ameaningful and contributing life,
with or without the presence of mentalillness.

Restraint

Therestriction of anindividual’s freedom of
movement by physical or mechanical means.

Seclusion

The confinement of anindividual atany time of the
dayornightaloneinaroom orareafromwhich free
exitis prevented.

Socialand emotional wellbeing

Aholisticconcept that reflects the Aboriginal and
Torres StraitIslander understanding of health, and
recognises theimportance of connectiontoland,
culture, spirituality, ancestry, family and community,
and how these affect theindividual.

Socio-economicdisadvantage

Reduced access to material and social resources, and
subsequent capacity to participatein society, relative
toothersinthe community.

Stepped care

Anevidence-based, staged system comprising a
hierarchy of interventions, from the least to the
mostintensive, matched totheindividual’s needs.
Inastepped careapproach, anindividual will be
supportedtotransitionto higherintensity services or
lower intensity services as their needs change.

Stigma

Amarkofshame, disgrace or disapproval on the basis
of anindividual’s characteristics, which resultsin
thatindividual being rejected, discriminated against,
and/or excluded from participating in a number of
different areas of society.

Substance use disorders

Acategory of mentalillnesses that relate to problems
arising fromthe use of alcohol or drugs.

Suicidality

Atermthat coverssuicidal thoughts, suicide plans,
and suicide attempts.

Suicide

Deliberately ending one’s own life.

Support coordination

An additional support provided to NDIS participants
thataimsto develop a participant’s ability to connect
with their supports, develop the skills necessary to
understand andimplementtheir plan, and—where
necessary—provides additional targeted supportto
participantsin highly complex or high risk situations.

Thin market

Amarketinwhichthe number of providers or
consumersistoo smallto supportthe competitive
provision of services.
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