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Message from
Lucy Brogden

Chair of the NMHC Advisory Board

Improving mental health and wellbeing in Australia
is a continuing and collaborative effort.

Thisyear Iwas delighted to be appointed as Chair of the
NMHC. Iwould like to take this opportunity to thank
the NMHC’s outgoing chair, Professor Allan Fels AO,
for histireless contributions toimproving mental
health outcomesforall Australians. Professor Fels

was thefirst chairofthe NMHC, and lam honoured
tocontinuetodrive the workhe commencedand
contribute toachievingthe NMHC’s vision of ensuring
mental health and wellbeingisa national priority.

Wealsofarewelled Commissioners Professor lan Hickie AM
and MrSamuel Hockey. Professor Hickie was appointed
tothe NMHCwhenitwas establishedin 2012, and
providedinvaluable guidance and advice onthe
reportingand advisory role ofthe NMHC. Asayoung
person with lived experience of mentalillness, Mr
Hockey broughtavaluable perspective to our work
atthe NMHC. Ithank both outgoing Commissioners
fortheir dedication and commitment toimproving
mental health and wellbeing for Australians.

On 5th September 2018, the NMHCwas
pleasedtoannounce the commencement of

four new Commissioners: Ms Kerry Hawkins,
Rabbi Mendel Kastel OAM, Ms Christina McGuffie
and Professor Maree Teeson. We are pleased
tohave such awide range of experience and
knowledge to contribute to the work of the NMHC.

Since mytime asa Commissioner and now Chair

of the NMHC Advisory Board, | have witnessed
necessary reformsin mental health and suicide
preventionthat seek toaddress some of the widely
known challengesimpacting the experiences of
consumersand carers. While more work needs
tobedone, attitudes are changingandthereisa
strong culture of continuousimprovement.

Significantreformsare currently underwayin
parallelacross the mental health and disability sectors.
Theseincludethe role of the Primary Health Networks
(PHNS) in planning and commissioning mental health
andsuicide prevention services at the regional

level. Aregional approach to service planningand
deliveryisalready delivering better outcomes. We are
encouragedtosee PHNs particularly adopting a co-
designapproach totheir planningand commissioning.
We continue to monitorand provideinputinto the

roll out of the National Disability Insurance Scheme.

In August 2017, the Fifth National Mental Health and
Suicide Prevention Plan (Fifth Plan) was endorsed

by the Council of Australian Governments (COAG).
TheNMHChasakeyroleinreportingonthe
implementation progress of the Fifth Plan.

Transformation under these reforms will take
time. The NMHClooks forward to working
collaboratively across the different systems
andthesectortosupportthese reforms.

Preventionand earlyintervention are fundamental
toany efforttoreduce theimpact of mentalillness.
Akey priority for the NMHCis building the evidence
base forthe benefits of investing in promotion,
preventionand early intervention initiatives.

This evidence base mustinclude notonly the
benefitsfortheindividual’s mental health, butalso
the wider societaland economic benefitssuch as
improvements in productivity and efficiency.

We continue to monitor the implementation of key
projects, including our workinthe area of seclusionand
restraintand the Equally Well project that focuses on
the physical health of people living with mentalillness.

The NMHCis working on developing and implementing
aNational Workplace Initiative, which will establish
afoundationforall Australian businessesto provide
psychologically safe workplaces that keep people
well, support recovery and offer opportunities for
more Australiansto participatein work. Notonly do
mentally healthy workplaces benefitemployees,
theyalso benefitemployers and the wider community.
We believe that the National Workplace Initiative

will provide the necessary practical guidance
forsupporting mental health and for promoting

and sustaining a healthy workplace culture.

Thankyoutothe Ministerfor Health

the Honourable Greg Hunt MP, the Australian
Government, state andterritory governments,
andourkey stakeholders who continue to
demonstrate genuine commitmentto reform.

e for

LucyBrogden
Chair of the NMHCAdvisory Board
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Message from
Maureen Lew1is

Interim CEO of the NMHC

[ am proud to present the NMHC’s Monitoring mental
health and suicide prevention reform: National Report 2018.

Firstly, lwould like to acknowledge and thank
DrPeggy Brown, former CEO of the NMHC.
DrBrown, alongside our fellow Commissioners
and staff, hasinformed efforts toimprove
Australia’s mental health and suicide prevention
systems. Centraltothe NMHC’s work is giving
consumersand carers genuine opportunities

to participate and engage in decisions that
affecttheminleading contributing lives.

Thisyear we welcomed the 2018—19 Budget
announcement of $12.4 million over four yearsto
strengthenourroleinidentifying whatisandis not
workingin mental health and suicide prevention
systems, and to provide advice to governments and
the community, to achieve better outcomes for
people who need mental health support. The NMHC
was charged with the responsibility of monitoring and
reporting onthe implementation of the Fifth Plan.

To achieve this, the NMHC established an officein
Canberratoensure the NMHC’s ongoing engagement
with key policy-makers and Australian Government
officialsin the development of our reports.

The Australian Government’s budget went further
than this, with the investment of $338.1 million
overthe nextfouryearsinarange of commendable
initiatives. Thisincludes furtherinvestmentin

suicide prevention, digital mental health services,
mental health services foraged care, mental health
workforce capacity and social connectedness, and
$125 million over 10 years for mental health research.

While we acknowledge there is much more to

be done, we believe this firmly demonstrates a
commitment to making the mental health of our
nation atop priority and will further enable delivery
of improved services and programs. We will continue
tomonitorand reportontheseinitiatives, aswell as
the key mental health and suicide prevention reforms
beingimplemented across Australia.

There have been many other achievements this
year. Supporting the growth of leadership among
consumers, carers, mental health professionals and
othersoutside the traditional boundaries of the
mental health sectoris one of them. In collaboration
with the University of Melbourne, consumers,
carersand mental health professionals, we proudly
launchedthefirst Australian Mental Health Leaders
Fellowship. We anticipate that these emerging
leaders will be equipped to make a difference and
betterinfluence positive outcomes for mental health,
in whichever setting they work in.

Finally, lwould like to sincerely thank my colleagues at
the NMHC, our Commissioners, fellow mental health
commissions across Australiaand New Zealand, and
allorganisations, individuals, consumers and carers
who make ongoing and significant contributions to
the mental health and suicide prevention sector.

By working together we can continue to make real
change atalllevels of the system, and improve the
lives of those impacted by mentalillness.

Fl bt

Maureen Lewis
Interim CEO of the NMHC
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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 systems 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.

Our vision

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.



Executive
summary

Mentalillness and suicide are significant public
health issues both in Australia and internationally.
Almost half of all Australians will experience a
mentalillness in their lifetime.

The nature of mentalillness is complex and
multidimensional. We know that mental

illness affects not only mortality, butalso

people’s social and emotional wellbeing.
Itinfluences people’s ability to live a contributing
life through personal, social and economic factors,
and the ability to contribute and feel connected
within a community.

The Monitoring mental health and suicide
prevention reform: National Report 2018 considers
the status of Australia’s core national mental
health and suicide prevention reforms, and their
impact on the wellbeing of consumers and carers.
The key findings of the report are outlined below.



Key mental health and suicide
prevention reforms

In 2014, the National Mental Health Commission
(NMHC) conducted a national review of mental
health programsand services: Contributing lives,
thriving communities —National Review of Mental
Health Programmes and Services (the Contributing
Lives Review). Some recommendations from

the Contributing Lives Review have commenced
implementation, while anumberhave been
incorporatedin the Fifth National Mental Health
and Suicide Prevention Plan (Fifth Plan).

Primary Health Networks (PHNs)

PHNs have a significantrolein planning,
commissioning and integrating mental health and
suicide prevention services ataregional level.
Astheyare well placed to take a holisticapproach

to meeting the needs of their regional population,
PHNs can play an essential role in the commissioning
of mental health and suicide prevention services
through a stepped care model.

The NMHC supportsthe certainty of long-term
funding for PHNs to allow time to develop long-
termsolutionsand, inturn, to provide longer-term
contracts through the commissioning process.

PHNs should continue to work collaboratively with
local partnersto develop strategiesto ensure that
their commissioning processis robust and minimises
unintended consequences.

The NMHC will continue to monitorand reportonthe
delivery of services under PHNs.

National Disability Insurance Scheme (NDIS)

The NDISisacomplexsocial reformand such
transformation takes time and requires the joint
effort of all governments. The NDIS was never
intended to replace community mental health
services, nor detract fromthe responsibility of other
systems (such as health, education and justice) to
respond to the needs of people with mentalillness.

Akeyissue forthe future willbe how the NDIS
interacts with other systemsto provide coordinated
support for people with a mentalillness.

The NMHC notes the ongoing work of the National
Disability Insurance Agency (NDIA) in responding to
feedback from participants, their families and carers.
The NDIA willbe making a number ofimprovements
tothe NDIS participant pathway including working
with Mental Health Australiatoimplementa

psychosocial disability pathway. The NMHC will

be monitoring the timely implementation of the
psychosocial disability pathway and the rates of NDIS
accessforeligibleindividuals.

For people who areineligible for the NDIS, supports
will be available from the Australian Government
through the Continuity of Supportand National
Psychosocial Supports measures. While there is
clarityaround the supportavailable through these
measures, the key issue will be how consumers access
thissupport. PHNs have asignificant role to play in
implementing these measures. The NMHC will be
monitoring how these measures areimplemented.

The NMHCis concerned about the lack of information
onthe Provider of Last Resort arrangements (PLR)
and would encourage the NDIAtoreleaseits PLR
policy asa matter of urgency. Given the complex
needs of the participants who are likely to be
affected by thin markets, and the roll out of the full
scheme nearing completion, clarification of PLR
arrangements should be prioritised.

Suicide prevention

Suicide prevention initiatives currently being
implemented in Australia may have a significant
impact onthe future directions of suicide prevention
planningandinvestment.

In particular, the local area suicide prevention trials
areanopportunity to gaininsightsaboutthe process
and outcomes of systematicimplementation of
suicide prevention programs targeted to local at-risk
groups.

Astheimplementation of the initiativesisin the early
stages, thereare currently no outcomes available
forreporting. However, the ongoing monitoring of
these initiatives will be important to determine not
only whetherthe initiatives are effective in reducing
Australia’s suicide rate, but also whetheramore
coordinated approach across governments has been
achieved.

Thetrial sitesare animportant development, but
they do not cover the whole country and do not have
the capacity or responsibility to addressissues such
asdatagaps. The NMHC remains concerned that, at
alllevels of government, significant gaps persistin
the collection and distribution of key real-time data.
Thereisalsoalack of appropriate care and support
forpeoplein crisis, and insufficient training on suicide
prevention for people working in the health, allied
health and community sectors.
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The Fifth National Mental Health and
Suicide Prevention Plan (Fifth Plan)

Reporting onthe progress of mental health reformis
essentialto show that the commitmentsin the Fifth
Planare beinghonoured and are making a difference.
To achieve this, the NMHC will produce an annual
reportonthe progress of implementing the Fifth
Planactions and performance against the identified
indicators. Thefirst of these reportsis expected to be
deliveredtothe Council of Australian Governments
(COAG) Health Councilin October 2018. Subject to
approval fromthe COAG Health Council, the report
willbe made public.

Mental health—related expenditure

Determining the true expenditure on mental health
iscomplex, as costs are distributed across health
and othersectors.

The mostrecentdataavailable indicatesthat, in
2015-16, the national recurrent expenditure on
mental health—related services was around $9.0
billion. Of this 59.8% (5.4 billion) was funded by state
and territory governments, 35.0% ($3.1 billion) by
the Australian Governmentand 5.2% (5466 million)
by private healthinsurance funds. This distribution
hasremainedrelatively stable overtime; in 2011-12,
60.5% of national spending came from state and
territory governments, 35.5% from the Australian
Governmentand 3.9% from private healthinsurance
funds.' This expenditure data does notinclude the
broader costs of mentalillness.

Looking at the direct expenditure on mental health
only provides part of the information to assess
whether expenditure on mental healthis effective.
Determining the true expenditure on mental
healthiscomplex, given the difficulty in capturing
allthe costs such as costsin other systemsor

costs borne by consumers.

In2018-19, the NMHC will undertake further work
toassess the level of mental health expenditure

in Australia, including work to assess the ability to
improve the capture ofindirect costs.

Mental health workforce

Issues related to the mental health workforce include
high staff turnover, the need for staff trainingin
suicide prevention, the need toincrease and develop
roles such as peer workers, the need to improve
Aboriginal and Torres Strait Islander representationin
the workforce, and the challenges of workingin rural

and remote locations. In 2018-19, the NMHC will
undertake further work onthe issues confronting the
mental health workforce.

Towards the elimination of
seclusion and restraint

Working towards the goal of eliminating seclusion
and restraint will require time, sustained and
increased effort, and leadership at all levels. Further
targeted workis needed toimplementthe cultural
and practice changes that will ultimately lead to
reducingand eliminating seclusion and restraint.

Throughout 2018-19, the NMHC will be working
with the Australian College of Mental Health Nurses
and other key stakeholdersto develop a National
Framework for Ensuring Safety in Care and Safety for
Staffin Australian Mental Health Services.

Consumer and carer engagement

and participation

Supporting consumers and carersto effectively
engage and participate will remain a key focus of

the NMHC’s work. This willinclude consultation

and engagementonarange of issues, froman
individual accessing mental health services, to the
contribution of consumersand carers to mental
health service planning, delivery and engagement

on mental health reforms. The NMHC will work

with the National Mental Health Consumer and
Carer Forum and the Safety and Quality Partnership
Standing Committee to develop a consumer and carer
engagement and participation guide. The guide

will focus on strengthening the involvement of
consumersand carersin safety and quality initiatives
in mental health services, and enhance opportunities
for partnerships with consumersand carers at all
levels of decision-making.

Mental health outcomes

The Contributing Lives Review noted the need foran
outcomes-focused mental health system, with more
people getting the services they need, whenand
where they need them.

The National Outcomes and Casemix Collection
datafortheyears of 2007-08 to 2015—-16 indicates
that the majority of consumersinboth inpatient
and community-based mental health settings
experienced significantimprovementin their
mental health and psychosocial functioning.
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The Your Experience of Service (YES) survey was
designed to gatherinformation from consumers
about their experiences of care. It aims to help mental
health servicesand consumers to work togetherto
build better services. Itisanticipated that pooled
datafromthe YES survey will be available for three
jurisdictionsin 2019, providing valuable insight into
the consumer experience of mental health services.

Itisimportant that outcome measures are
meaningful to the clinician, consumerand
community, as well as being consistent across
servicesandjurisdictions. Ongoing monitoring
of outcomesforconsumersand carersshould
remain a national priority.

Prevention and early intervention

Prevention and early intervention in mental health
is clearly linked with improved long-term outcomes
across all aspects of life.

The NMHCisseekingto build onthe evidence base for
the benefits ofinvesting in promotion and prevention
initiatives. Such investment can resultin benefits for
theindividualin terms of their mental health, and
economic benefitsin the form ofimprovementsin
productivity and efficiency. This work will progress
through the NMHC’s Economics of Mental Health —
Australian Best Buys project.

Housing and homelessness

Reformsintheareaof housingand homelessness
require collaboration between the Australian
Government, state and territory government
agencies, community sector services, and consumers
andcarers. The NMHC has engaged the Australian
Housingand Urban Research Institute to develop a
paperoutlining practical next steps for bringing these
stakeholders togetherand facilitating coordinated
activity across the mental health, housingand
homelessness sectors.

Physical health

The fact that Australians living with mentaliliness are
experiencing poorer physical healthand dying earlier
thanthe general populationis anational priority.

The Equally Well consensus statement focuses on
the physical health of people living with mental
iliness. The NMHC established the Equally Well
Implementation Committee (EWIC)in 2017 tolead
the national implementation of Equally Well. This
willinvolve partnering with private, publicand

community sectors, including consumersand carers.
With this broad support, EWICis well placed to link
the physicaland mental health sectorsand ensure
meaningful progress.

Improving the physical health of people living with
mentalillness and reducing early mortality is a Fifth
Plan priority. The NMHC will continue to monitor this
work to ensure Equally Well principles are embedded
across systems and governments, and to assistin
identifying shared measures of success that support
the pursuit of equity in health.

Conclusion

The sheer scope and ambition of reforms described
inthisreportis areflection of the complexity of
building contributing lives for people living with a
mentalillness.

Transformation through such social reform takes
time. Itrequires joint deliberate effortacrossall
governments, systems and sectors to keep people
living with mentalillness atthe centre of the
reform efforts.

The NMHCis uniquely positioned to monitor
the progress of these reforms and facilitate
cooperation between the stakeholdersinvolved.

The NMHC will continue to have an ongoing
monitoring and reporting role in the key reforms
ofthe NDIS, the PHNs, suicide prevention and
the Fifth Plan.

In2018-19, the NMHC priority areas for further
workinclude mental health expenditure, the mental
health workforce, reducing seclusion and restraint,
supporting consumer and carer engagement,
building participationin the nationalimplementation
of Equally Well, continued monitoring and reporting
work on housing and homelessness, and progressing
the Economics of Mental Health —Australian Best
Buys project.

Thisreportis only one mechanism thatthe NMHC
will be usingto monitorand report on Australia’s
mental health and suicide prevention systems. In
the future, the NMHC expectstoreleasereportsina
variety of formats that focus on key areas that affect
anindividual’s mental health and, more broadly, the
mental health system.

Monitoring mental health and suicide prevention reform: National Report 2018
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The size
of the
problem

The prevalence and impact of mental

illness and suicide in Australia




The prevalence
of selected mental
illnesses and suicide

Mental illness is defined
as a diagnosable health
condition that significantly
affects how a person feels,
thinks, behaves, and
interacts with other people.
Mental illness can vary

in severity and duration
and can have a significant
impact on the consumers
and carers concerned.’

Aperson experiencing poor mental health or high
levels of psychological distress may not meet the
criteriaforamentalillness?, but their condition may
stillhave a negative impact on their life. Poor mental
health may also be associated with suicidality—the
collective termfor suicidal ideation, suicide plansand
suicide attempts. While suicide ismore commonin
people withamentalillness, itis not confined solely
tothisgroup.?

Although population estimates of
mentalillness prevalence and burden

of disease are unable to represent

the diversity of consumer and carer
experiences, they can provide a sense of
the quantum of need for mental health
supports and services in Australia.

The remainder of this section outlines the prevalence
of selected types of mentalillness and suicide, the
burden of disease associated with mentalillness,
andtheincidence of psychological distress.

Mentalillness in adults

Itis estimated that close

to half (45.5%) of the Australian
population between 16 and 85 years
of age will experience acommon
mentalillness, such as anxiety,
affective or substance use disorder,
atsome stage in their lifetime.

Itisalso estimatedthat 20.0% of the population
experience acommon mentalillness each

year. Of these, anxiety disorders (such as social
phobia) are the most prevalent, affecting 1in 7
(14.4%) people, followed by affective disorders
(suchas depression) (6.2%), and substance use
disorders (such as alcohol dependence) (5.1%).?

Monitoring mental health and suicide prevention reform: National Report 2018
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Psychoticillness

Psychoticillnesses
are characterised
by distortions of
thinking, perception
andemotional
responses,
andinclude
schizophrenia,
schizoaffective
disorder, bipolar
disorderand
delusional disorder.
The most common
oftheseillnessesis
schizophrenia.®In
agiven 12-month
period, people with a
psychoticillnessare
estimatedtobein
contactwith public
specialised mental
health servicesata
rate of 4.5 cases per
1,000 population.

The prevalence
of psychotic
iliness is higher
in malesthan
infemales (3.7
cases per 1,000
compared

to 2.4 cases
per1,000).3

Mentalillness and self-harmiin
children and adolescents

Itisestimatedthataround 1in7(13.9%
childrenand adolescents between 4 and

17 years of age experiences amentalillness
each year. Attention deficit hyperactivity
disorder (ADHD) is the most common mental
illness. Inasurveyin2013-14, 7.4% of children
and adolescents were assessed as having ADHD
inthe previous 12 months. Anxiety disorders
are the next most common (6.9%), followed by
major depressive disorder (2.8%) and conduct
disorder (2.1%).*

Ofthe 13.9% of children and
adolescents with a mentalillness,
almost one-third (30.0% or4.2%
of all 4-17-year-olds) had two

or moredisorders atsome time
inthe previous 12 months.*

Inthe same survey, around 1in 10 adolescents
(10.9%) reported having ever self-harmed.
Aboutthree-quarters of these adolescents
(amounting to 8.0% of the adolescent
population) harmed themselvesin the
previous 12 months. In addition, 7.5% of
12-17-year-olds answered “prefer not to say”
tothefirst survey question on self-harmand
were not asked subsequent questions. As
such, the proportion of young people who
have ever self-harmed may be higher than
indicatedin these estimates. Around 7.5%

of young people between 12 and 17 years

of age had seriously considered attempting
suicideinthe previous 12 months.

Suicide

In2017,3,128
people died by
suicidein Australia,
making suicide the
13thleading cause
of death.

Aboriginal and
Torres Strait
Islander people
die by suicide
2.0times more
oftenthan
non-Indigenous
Australians.

Inthe five years from
2013t02017, death
by suicide was the
leading cause of death
for Aboriginal and
Torres StraitIslander
people between
15and 34 years of
age, and the second
leading cause for
those 35to 44 years
ofage.®
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Burden of disease

Burden of disease analysis
providesa measure of the impact
ofillnessand death from a disease
comparedtoadisease-free life.

Mental and substance use
disorders were responsible for
12.1% of the total burden of disease
in Australiain 2011, representing
the third most burdensome

group of diseases behind cancer
and cardiovascular diseases.

Mental and substance use disorders

were also the leading cause of non-fatal
burden, accounting foralmost one-quarter
(23.6%) of all yearslost due to disability.®

Just overone-quarter (26.0%) of the
burden due to mental and substance

use disorders was attributed to anxiety
disorders, andasimilar proportion (23.5%)
todepressive disorders. Afurther 12.2%
was attributed toalcohol use disorders.®

Psychological distress

Psychological distress can be described as
feelings of tiredness, anxiety, nervousness,
hopelessness, depression and sadness.
The Kessler Psychological Distress Scale
measures these emotional statesto
determine a person’s level of psychological
distress.” Psychological distress can be
experienced independent of a mental
iliness. For this reason, psychological
distressis useful for measuring a person’s
general wellbeing.®

In2014-15, 1in9 (11.7%) Australians
reported having high or very high levels
of psychological distress. This has
remained relatively stable overtime
(10.8%in 2011-12). People livingin areas
of greatest socio-economic disadvantage
were twice as likely to report high or

very high levels of psychological distress
comparedtothose livinginthe least
disadvantagedareas (17.7% compared with
7.3%, respectively,in 2014-15). Women
between 18 and 24 years of age had the
highest rate of psychological distress of
anyagegrouporsexin2014-15(20.0%).°

In 2012-13 almost one-third
(29.4%) of Aboriginal and
Torres Strait Islander people
reported high or very high
psychological distress.

Ahigher proportion of Aboriginal and
Torres Strait Islander women reported

high orvery high levels of psychological
distress, comparedto Aboriginaland Torres
StraitIslander men (34.8% comparedto
23.5%, respectively). Aboriginal and Torres
StraitIslander people were nearly three
times as likely as non-Indigenous people

to experience high or very high levels of
psychological distress.

Conclusion

Inresponse to the significant need for
mental health supportsandservicesin
Australia, governments have invested
substantial resources toimprove the
mental wellbeing of all Australians.
Section 1 of thisreport will outline key
contemporary reforms, and the progress
made against them since the NMHC's
Contributing Lives Review."

Monitoring mental health and suicide prevention reform: National Report 2018
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Key mental
health and
suicide

prevention

reforms

Section1




Introduction

In 2014, as tasked by the Australian Government, the
National Mental Health Commission (NMHC) completed
a review of mental health programs and services:
Contributing lives, thriving communities — report of the
National Review of Mental Health Programmes and
Services (the Contributing Lives Review).

The Contributing Lives Review looked at the
efficiency and effectiveness of mental health
and suicide prevention programs and services.
The NMHC made 25 recommendations on how
toimprove outcomes for people living with
amentalillness (see Appendix 1)."

In November 2015, the Australian Government
responded tothe NMHC’s recommendations.
Thisresponse set out a three-year reform package
thatincluded commitments to:

¢ implement flexible funding via
Primary Health Networks (PHNs)

e develop a digital mental health gateway

e integrate support for child mental health,
linking health, education and social supports

e integrate early intervention services
and supports for young people with
or at risk of mental illness

e integrate Aboriginal and Torres Strait
Islander mental health and social and
emotional wellbeing services

e implement a systematic regional approach
to suicide prevention and develop a new
national suicide prevention strategy

e package care arrangements to support
clinical care coordination for people
with severe mental illness and complex
needs in primary health care settings

e develop the Fifth National Mental Health
and Suicide Prevention Plan (Fifth Plan).”

What has happened so far?

Asthethree-yeartimeframedrawstoa
close, itistimely thatthe NMHCreports on
progress against these commitments. Some
ofthese recommendations have commenced
implementation, while anumber have been
incorporated into the Fifth Plan. The NMHC
willbe monitoring the latter as part of its

role onreporting ontheimplementation
progress of the Fifth Plan. Box 1 outlines the
progress to date of selected reforms.

The next chapters of this section of the report
describe some of the key reformsand reports
their progress, including the delivery of
services through the PHNs (chapter 1), the
National Disability Insurance Scheme (NDIS)
(chapter 2), suicide prevention (chapter 3)
andthe Fifth Plan (chapter4).
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Box 1: Progress on selected reforms

Flexible funding through
Primary Health Networks (PHNs)

The National Mental Health Commission
recommended the scope of PHNs be
extendedto provide theregional architecture
forequitable planning and purchasing of
mental health programsand services, and
forequitable access pathways.

From 1July 2016, PHNs were provided

with a quarantined flexible funding pool
for commissioning primary mental health
services. Additional funding of $85 million
from 2016—17 to 201819 for services for
Aboriginal and Torres Strait Islander people
wasalso quarantined.® The PHN flexible
funding poolis estimated to provide a total
of $385 millionin 2018-19.1

The digital mental health gateway

On 7 October 2017, adigital mental
health gateway called Head to Health
was launched. Head to Health isa website
that helps people easily access evidence-
basedinformation, advice and digital
mental health treatment options.”

Aspart ofthe 2018-19 Federal Budget, Head
to Health received a further $4.7 million that
will ensure its continued operation. This
funding will also support the development
andimplementation of a Head to Health
Telephone Support Servicein 2019-20."

Joined up support for child mental health

On8January 2018, the Australian
Government Department of Health
announceda $110 million investmentin
child and youth mental health.” Thisincludes
S46 million to beyondblue forits integrated
school-based Mental Health in Education
Initiative. With support from headspace and

Early Childhood Australia, the Mental Health
in Education Initiative will provide a single
end-to-end schooland service-based mental
health framework. Covering the continuum
from early childhood to secondary school,

it will support mental health promotion

and suicide prevention activity.”®

Integration of Aboriginal and
Torres StraitIslanderservices

In October 2017, the National Strategic
Framework for Aboriginaland Torres
StraitIslander Peoples’ Mental Health

and Socialand Emotional Wellbeing
2017-2023 was launched.” The framework
focuseson setting upacomprehensive

and culturally appropriate model of
stepped care. Itis designed to complement
the Fifth National Mental Health and
Suicide Prevention Plan (Fifth Plan).

A National Suicide Prevention
Implementation Strategy

Anactionunderthe Fifth Planistodevelopa
National Suicide Prevention Implementation
Strategy, which will operationalise
elements of systematic suicide prevention.
Anoverview of the systematic regional
approachtosuicide preventionisincluded
in chapter 3 of section 1inthisreport.?

The Fifth National Mental Health
and Suicide Prevention Plan

On 4 August 2017, the Fifth Plan was
endorsed by the Council of Australian
Governments (COAG) Health Council.

The Fifth Plan seeks to establish a national
approach for collaborative government
effortin eight priority areas over the period
201710 2022.%° An outline of the Fifth Plan
andits priority areas are discussedin
chapter4ofsection 1inthisreport.
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Chapteri1:

Primary Health Networks (PHNSs)

The NMHC’s Contributing Lives Review found that the
national mental health system was poorly planned,
fragmented, badly integrated and lacked accountability."
The Australian Government responded by providing the
newly formed PHNs with responsibility for planning,
commissioning and integrating mental health and
suicide prevention services at a regional level.”

What is expected under this reform?

The 31 PHNs do not directly provide services
themselves, rather they plan and commission
services using a stepped care model. Stepped care
isaplanning model that seeks to match individuals
tothelevelandtype of care they need, at the right
timeandintheright place. Thismeansthat PHNs
are expected to offer a hierarchy of interventions
acrossthe continuum of care, from the least to the
mostintensive, matched to the individual’s needs
and with flexibility to move between levels according
totheindividual’s needs at any given time.?'

Whilethe PHN roleis crucial, itis neverthelessa
single component of the complex mental health
systemthat spansacrossall tiers of government

and multiple other sectors. Under the Fifth Plan,
allgovernments have committed to working
togethertoachieveintegrated planningforservice
delivery ataregional level, with PHNs workingin
collaboration with Local Health Networks to identify
and address service gaps. The Fifth Planalso supports
aperson-centred care model, an approach that
ensures consumersand carers shape the way that
servicesare planned, delivered and evaluated.?®

What has happened so far?

Key challenges for the PHNs in coordinating and
commissioning servicesatalocal level

Akey challenge for PHNs in coordinating and
commissioning services atalocallevelisthe
balance between national consistency and regional
flexibility when applying a stepped care model.

Toimplementthe stepped care model, PHNs
needto develop theirownapproach to how the
commissioned services will be delivered.?

The Australian Government Department of Health
has funded the development of the National
Mental Health Service Planning Framework
(Service Planning Framework). Thisis a population-
based planning tool designed toidentify service
demand, toassistin planning, coordinating

and resourcing mental health servicesin both
inpatientand community environments.??

While the Service Planning Frameworkis a crucial
toolforservice planning, a number of issues
regarding trainingand use of the tool have been
raised by PHNs. Delaysinrolling out training

for PHN staffin how to use the Service Planning
Framework caused some early frustrations.

Somerural PHNs have found the Service Planning
Framework s not readily applicable toruraland
remote areas with more dispersed populations and
Aboriginaland Torres Strait Islander populations.
Thisissue has been acknowledged by the Service
Planning Framework’s developers (University

of Queensland), who have been funded by the
Australian Government Department of Health

to update the tooltoimproveits applicability to
Indigenousand ruraland remote populations.?
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The PHNs' service commissioning model
uses acompetitive process. This process
has raised some concerns, including:

e the need for more transparency in the
competitive commissioning process

e gaps in service provision —some successful
new service providers have had delays in
providing services because of the need to
recruit staff, and at the same time unsuccessful
providers have withdrawn their services

e some established local providers being replaced
by new large providers without local knowledge

e |oss of jobs, especially mental health nurses
who worked with unsuccessful service providers
(@ number of examples in Victoria were cited)

e negative impacts on and, in some cases,
probably irreparable harm to some
existing relationships that were very well-
established, particularly between general
practice and mental health nurses.?®

The NMHC acknowledges that some of theseissues
may be part of the transition to commissioning
services using the stepped care model. However,
some of these issues may be compounded by
contractlengthsfor commissioned services.

Inthe recent Senate inquiryinto ruraland remote
mental health services, organisations commissioned
by PHNs with back-to-back one-year contracts
highlighted the challenge to delivering programs
andservicesinruraland remote regions, when
fundingis provided under 12-month contracts. This
periodisnotlongenoughtodemonstrateimproved
mental health outcomes or to retain staff.?®

Anumber of projects have been funded by the
Australian Government Department of Health
toaddressissuesthat have emerged through
PHNs’ experiencesin planningand commissioning
services. These projectsinclude the:

national assessment and referral project —
developing guidance and resources for the initial
assessment and referral of clients presenting
for mental health assistance in primary care

low-intensity services accreditation
project — developing recommendations
for an agreed accreditation process for
the delivery of low-intensity services to
ensure they meet best practice quality
and safety standards (undertaken by the
Australian Psychological Society)

experience measure for PHN mental health
services — developing a nationally consistent
approach to the measurement of consumers’
experience of mental health services.”

The Australian Government Department of
Healthisalso providing supportto PHNs through
mechanisms such asan online portal and
SharePoint, which enable PHNs to share knowledge
andresourcesand todiscussissuesacross the
networks.?® In addition, two national stepped care
workshopswere heldin 2018 to allow PHNs to
compare models, and identify issues or concerns
related toimplementing a stepped care model.

In 2018, the PHN Mental Health Advisory
Panel (the Panel) finalisedits report to the
Australian Government on the progress of
reforms by PHNs. The Panel will present its
findings to the Australian Government who
willthen consider the Panel’sreport.
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Engagement with stakeholders on service design

Local planning and development by
PHNs must involve consumers and
carers to ensure the stepped care model
provides arange of services to match
consumers’ needs at any pointin time.

The NMHC’s 2017 National Report on mental
health and suicide prevention noted that

some PHNs struggled to achieve meaningful
engagementand participation with consumers
and carers. Ayear later there has been marked
progress and national workshops now include
consumersand carers as workshop co-facilitators,
presentersand workshop participants.

The PHN Mental Health Lived Experience
Engagement Network (the Network) has been
established to create an environment that supports
theincorporation of lived experience in the work

of PHNs. The Network s currently conducting a
stocktake of PHN approachesto consumerand
carer engagement activity, and will distribute these
findingsamong PHNs. The Network also provides a
forum for PHNs to share theirideasforgood practice
in co-design and incorporating consumers and carers
within program commissioning cycles. In 2019, the
Network will develop a best practice report on co-
design with people with lived experience.

PHNs are also employing people with lived
experience in peer worker rolesto supportthe
delivery of commissioned programs and servicesin
asteppedcare model. To support the development
and promotion of the peer workforce, the NMHC
has developed PHN peer workforce guidance, and
will also be developing peer workforce development
guidelines as a Fifth Plan action.

Engaging Aboriginal and Torres Strait
Islander communitiesinregional planning

One of the prioritiesfor PHNs is engaging
Aboriginaland Torres Strait Islander communities
and community controlled organisationsin
co-designingall aspects of regional planning

for Aboriginaland Torres Strait Islander mental
health and suicide prevention services. There has
beensome early successin building partnerships
between PHNs and Aboriginal community
controlled organisations (see Case study).

In contrast, some PHNs have primarily
commissioned mainstream providers rather

than community controlled health services
toprovide servicesto Aboriginaland Torres

Strait Islander communities. Leading Aboriginal
organisations consider thisapproachto be flawed,
and believeit will resultin poorer outcomes for
Aboriginaland Torres Strait Islander people.

Itisimportant for PHNs to recognise and supportthe
cultural determinants of Aboriginal and Torres Strait
Islander mental health and social and emotional
wellbeing, in addition to clinical approaches.?® Recent
research by the Lowitja Institute highlights the need
foraspecific definition of mental health for Aboriginal
and Torres StraitIslander people, as mentalillness is
more likely to occur when social, cultural, historical
and political determinants are out of alignment.?

Psychosocial supportand NDIS

Apressingissue for PHNsistheinclusion of
psychosocial supportservicesintheir commissioning
work. The provision of psychosocial support

services was initially out of scope for PHNs. The
landscape changed when concerns were raised
acrossthe sectorabout people with a mental

illness who may not receive supportunder the

NDIS. PHNs will commission psychosocial support
servicesto support people whoare notableto
receive supportunderthe NDIS (see chapter 2).
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Conclusion

The NMHC acknowledges the significant role

that PHNs have in planning, commissioningand
integrating mental health and suicide prevention
servicesataregional level, despite being a relatively

new initiative in only its third year ofimplementation.

PHNs are well placed to take a holistic
approach to meeting the needs of their
regional populationand can playan
essential role in commissioning mental
health and suicide prevention services
through a stepped care model.

The NMHC supportsthe certainty of long-term
funding for PHNs to allow time to develop long-
termsolutionsand, inturn, to provide longer-term
contracts through the commissioning process.
The NMHCalso supports the broader sharing by
PHNs of their experiences beyond the current
online portal and national workshops.

PHNs should continue to work collaboratively
withlocal partnersto develop strategiesto
ensure thattheir commissioning processis robust
and minimises unintended consequences.

The NMHC will continue to monitorand report
onthedelivery of services under PHNs.

Case study: Western Queensland
Primary Health Network—regional
alliance to deliver culturally
competent primary mental

health care?®

Western Queensland Primary Health
Network (WQPHN) covers a region about
three times the size of Victoria, and

nearly 20% of their 76,000 population is
Aboriginal and Torres Strait Islander. The
sparse distribution of people in this region
isamong small towns, with few service
providersand poor transport options.

Anearly priority for WQPHN was to partner
with the four established Aboriginal and
Torres StraitIslander Community Controlled
Health Services (AICCHS). The Nukal Murra
Alliance was established, founded on the
common understandingthat Aboriginal
and Torres Strait Islander mental health
and wellbeing and mainstream primary
mental health services are both specialist
areasof practiceand are to be respected.
This ‘best of both worlds” approach led

to connections across the two areas of
practice. Directinvestmentinthe AICCHS
sectorand promotion of co-commissioning
resultedin expansion and better

linkage of services, general practice and
specialist providers to deliver culturally
competent primary mental health care.
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Chapter 2:

National Disability Insurance Scheme (NDIS)

The National Disability Insurance Scheme is designed to
provide Australians who have a severe and permanent
disability with choice and control over the services they
need, and the certainty of lifetime support.

This chapter looks at the consequences of the scheme for
people with a psychosocial disability and their supporters.

What is expected under this reform?

The goal ofthe NDISistoimprove socialand economic
outcomes for people with disability and their carers.
Itaimsto dothisthrough individually funded support
for people with severe and permanent disability,

and funding through information, linkages and
capacity (ILC) building for people with disability

inthe community.?®

The scheme moves beyond the traditional welfare
model of support by operating on the basis of
insurance principles—investing early, taking a
lifetime approach, and promotinginnovationin
supportdesignanddelivery.

The NDIS replaces a disability support
system that was unfair, fragmented,
inefficientand underfunded. According to
the Productivity Commission, the previous
disability support system gave people with
adisability little choice and no certainty

of access to appropriate supports.3°

The NDIS does not replace the support thatis
availablein other systems such as health, education,
justice, employment and housing. Itis crucial that the
NDIS interacts with and connects to existing systems
to provide coordinated support for people with a
mentalillness.

In 2011, the Productivity Commission originally
estimated that at full scheme the NDIS would support
around 410,000 Australians with a disability.

Approximately 14%, or around 57,000, of these
participants were expected to have a significant
and enduring primary psychosocial disability.3°
Since then, the National Disability Insurance Agency
(NDIA) has estimated that, accounting for population
growth, at full scheme 460,000 Australians with a
disability will be participants of the NDIS, of which
64,000 will have a primary psychosocial disability.*'
The NDISis projected to be at “full scheme’in
201920, except for Western Australia, whichiis
expectedto beatfull scheme by 2020-21.

Inrelation to mental health, the roll out of the NDIS
has been complicated. Thisis because of the late
inclusion of mental health in designs for the scheme,
unclear roles and responsibilities across and between
systems (such as health) and governments, and the
complexnature of mentalillness and psychosocial
disability.

Atthe systemslevel, the mental health and disability
sectorsin Australiaare not well integrated, with
different governance arrangements, funding
measures, delivery models, and approachesto care
andsupport. The NDIS brings these two sectorsinto
much closer contact with each other, especially for
people with functionalimpairments arising from
amentalillness. Thisisa welcome change, butits
implementationis proving challenging.
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What has happened so far?

Asof30June 2018, there were 183,965
active participants with an approved
planinthe NDIS.*2 This equates to
around 40% of the 460,000 participants
expectedtobeinthe schemein2019-20
—an ambitious target given that the full
roll out of the scheme (with the exception
of Western Australia) is less than one
year away. Of those participants with an
approved plan, 9,255 (5.4%) identified as
Aboriginal and Torres Strait Islander.??

Participants with a psychosocial disability

Thereare 13,482 (8% of current participants)
participantsin the scheme with a primary
psychosocial disability*?, compared to the

projected 64,000 (14% of all participants) anticipated
atfullscheme. Currently, the national proportion

of participantsin the scheme with a primary
psychosocial disability is lower than the projected
rate, butthe proportionvaries between the states
andterritories. Two of the jurisdictions for this
cohort (Victoriaand the Australian Capital Territory)
areclosertothe projected 14%rate (see Table 1).
The differences between the states and territories
canbe explained by the different phasing-in
schedules of the participantsin each jurisdiction.

Itisanticipatedthatthe proportion of participants
with psychosocial disability is expected toincrease as
clientstransitiontothe NDIS from existing Australian
Government mental health programs (Partnersin
Recovery, Dayto Day Living, Personal Helpersand
Mentors, and Mental Health Respite: Carer Support).3

The Australian Government hasimplementeda
streamlined access processto assistindividuals to

transitiontothe NDIS. However, to meet theroll
outscheduleforthe NDIS, thereisariskthatthe
NDIA may seek to make planning decisions quickly
inshorttime frames. Of particular concerntothe
NMHCis the potentialimpact on people with a
psychosocial disability who experience additional
barrierstoaccessingandimplementing plans.

The NMHC notes the recent Australian Government
announcement thatincludesincreased staffing for
the NDIAand changestothe NDIStoimprove the
experience of people seeking to access the NDIS.2*
Further details about the proposed changes to
improve the NDIS are discussed below. The NMHC will
continue to monitoraccess rates and the quality of
experience for people with a psychosocial disability
who seek toaccess the scheme.

The NMHC has heard from some individuals that
because the Australian Government mental health
programsare transitioning to the NDIS, the scope
ofthe services provided to consumers who are still
inthese programsis not always the same quality as
previously experienced.

Individuals not engaging with the NDIS

The latest data shows that forindividuals receiving
existing state, territory and Commonwealth disability
services, 20,483 were unable to be contacted,
declinedto enterthe scheme, or withdrew from

the access process.* This datais not broken down
forindividuals with a psychosocial disability, and
itisnotknown whythese individuals declined to
transitiontothe NDIS or withdrew their request.

Intheir latest report®, the NDIA states thatitis
undertaking anumber of initiatives to connect with
theseindividuals, including working with state and
territory governments. Thisisanimportant cohort
tounderstand, regardless of the disability type.
The NMHC will be seeking to understand how many
individuals within the cohort have a psychosocial
disability and how they can be encouraged to
transition tothe NDIS.

Table 1: Active participants with psychosocial disability and approved plans asat 30 June 2018

NSW Vic

Numbers of participants with psychosocial
disability across states and territories

6,284
(7%)

4,389
(11%)

Qld WA SA Tas ACT NT

1,276 | 365 227 85 798 58
8% | (8%) | (1%) %) | (13%) | (7%)

Source: National Disability Insurance Agency, COAG Disability Reform

Councilquarterlyreport, 30 June 2018.
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Supportforindividualsineligible for the NDIS

For people accessing Australian Government mental
health programs (Partnersin Recovery, Day to Day
Living, Personal Helpers and Mentors) who are not
eligible forthe NDIS, the Australian Government

is providing $109.8 million over four years for
PHNs to deliver equivalent supportfrom 1 July
2019.*Thisis known as a ‘continuity of support’
arrangement for existing clients. Itis expected
thatabout 8,800 individuals from Partnersin
Recovery, Day to Day Living, and Personal Helpers
and Mentorswho areineligible for the NDIS will
receive continuity of support under this funding.
Individuals from the Mental Health Respite: Carer
Support program will receive continuity of support
through the new Integrated Carer Support Service.?®

The continuity of support funding will be
delivered alongside the $160 million National
Psychosocial Supports (NPS) measure targeted
at people with severe mentalillness who

are notsupportedbythe NDIS, but who are
notinany existing Australian Government
program.®®The Australian Government’s
share of the NPS measure will be implemented
through specific funding provided to PHNSs.

These two announcements by the Australian
Government provide certainty on the nature of
support which will be available forindividuals who
areineligible for the NDIS. However, consumers
need information to help them navigate which
services they might be abletoaccessinthe
eventtheyare noteligible for the NDIS.

Itisimportant that the NDIS links with
the health system to refer individuals
to appropriate servicesiftheyare
deemed to beineligible for the NDIS.

The NMHC will be monitoring the
implementation of these arrangements.

Involving PHNs in the provision of psychosocial
servicesisasignificant shiftin policy, as the delivery
of this support was originally outside of their scope.
Although PHNs are well placed to take a holistic
approach to meeting the needs of clients who

arenoteligible forthe NDIS, they face challenges

in commissioning psychosocial servicesand
integrating these services into existing systems that
provide supportfor people with a mentalillness.

The NMHC will be seeking to understand what
supportthestatesand territories are providing for
peoplewhoareineligible forthe NDIS, including
supportfor peoplein existing state and territory
programs which are or have transitioned.

Provider of Last Resort

The transition to a market-based system brings new
challengesfor delivering servicesin thin markets.

Where thereisinsufficient market supply of
providersorincases where providers have failed to
provide care, the NDIAis responsible for providing
alternative providers to scheme participants under
the Provider of Last Resort (PLR) arrangements. In
these cases, the NDIA will directly commission and
procure disability supports for the participant.?”

PLR arrangements are essential for the delivery

of servicesto participantslivinginrural and
remote areas, participants with complex needs,
participantsinvolvedinthe criminal justice system,
participants from culturally and linguistically
diverse backgrounds, and Aboriginal and Torres
StraitIslander participants. However, until the NDIS
hastransitioned nationally, states and territories
areresponsible forleading PLR arrangements.*’

While the NDIAintendstolead anintegrated
responsein collaboration with state and territory
governments through the transition to the
fullscheme, the Joint Standing Committee’s
inquiry intothe transitional arrangements for
the NDIS found thatthe PLR arrangements
remain unclearandincomplete.®®

Theinquiry noted that negotiations between the
NDIAand state and territory governments over PLR
arrangements have not yet progressed, and urged
the NDIAto consider these arrangements well
before the transition iscomplete. The committee
alsorecommended thatthe NDIA publicly
releaseits PLR policy asa matter of urgency.
Initsresponsetotheinquiry, the Australian
Government supported this recommendation.
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The NMHCis concerned about the lack of information
onthePLRarrangementsand would encourage

the NDIAtoreleaseits PLR policy as a matter of
urgency given the complex needs of the participants
who are likely to be affected by thin markets.

NDIS Commission

The NDIS Commission was established in
mid-2018 toimprove the quality and safety of
NDIS supportsandservices. Asanindependent
agency, the NDIS Commission will regulate

the NDIS market, support the resolution of
complaints, and promote the NDIS principles of
choice and control by empowering participants
toexercise theirrightsasinformed consumers.

The NDIS Commission will replace the individual
quality and safeguarding arrangements that currently
operatein each state and territory, commencing on:

e 1July 2018 in New South Wales
and South Australia

e 1 July 2019 in the Australian Capital
Territory, the Northern Territory,
Queensland, Tasmania and Victoria

e 1 July 2020 in Western Australia.*°

The experience of consumers and carers

Unlike many other disabilities,
psychosocial disability and mentalillness
aredirectly affected by life experiences.
In some cases, thisincludes the
experience of navigating the NDIS itself.

The NMHChas heard a variety of stories about
people’s experiences with the scheme. Many
experiences have been positive, andin some cases
life-changing, for both the participants and their
carers. Unfortunately, some accounts of participants’
attemptsto engage with the scheme are less positive,
with participants reporting significant distress as
aresult of asubsequent review of their plan orthe
inability to access services.

The NMHC's experience resonates with the findings
of aplethoraof reviews and reports released over the
past three years highlightingimplementation issues
with the NDIS, particularly asit relates to mental
health and psychosocial disability.

Some opportunities forimprovement have
beenidentified, including:

e clarifying the eligibility criteria
for psychosocial disability

¢ holding face-to-face meetings when developing
a plan (rather than telephone-based meetings)

e improving understanding and knowledge
of planners and assessors on the needs
of people with psychosocial disability

e ensuring that the tools used by the
NDIA to conduct assessments are fit for
purpose and deliver consistent results

e ensuring systems are in place so that
participants only have to tell their story once

¢ introducing flexible packages to
facilitate a timely adjustment to support
when an individual’s needs change
in line with an episodic illness

¢ including families and carers more effectively
in the assessment and planning processes

e reducing waiting times and delays
in receiving plans and services

e ensuring that information about the NDIS
is available as needed and that assertive
outreach ensures that hard-to-reach
cohorts are effectively engaged.

Improved experience for NDIS consumers and carers

The NMHC notes the ongoing work of the NDIA in
responding to feedback from participants, their
familiesand carers, and the mental health sector
more broadly.

The NDIA willbe making a number of improvements
tothe participant pathway thatis scheduled to be
rolled out across Australiain the second half of 2018.
Improvements to the participant pathway include:

e clearer links to other systems to make
sure individuals get the supports they
need from other systems, such as
housing, education and health
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e stronger connections between NDIS Local
Area Coordinators and NDIA planners

e improved disability awareness and
cultural competency training for NDIA
planners and Local Area Coordinators

e face-to-face planning support

e implementation of a ‘complex support
needs pathway’ to assist participants
with complex support needs and
improve their access to services

e better connections between
participants and providers, including
improvements to the provider finder

¢ service enhancements for Aboriginal and
Torres Strait Islander people; the lesbian,
gay, bisexual, transgender, intersex and
queer (LGBTIQ+) community; people
living in remote locations; and culturally
and linguistically diverse communities

e improvements to systems, including
updates to the participant and provider
portals and the NDIS website.*

Anew psychosocial disability pathway will also be
implemented to address the needs of participants
with a psychosocial disability. This follows a review
undertaken by the NDIA which involved engaging
Mental Health Australia to facilitate workshops with
participants of the scheme and service providers.

Fromthese consultations, Mental Health Australia
recommended thatthe NDIAimplementa
psychosocial disability strategy which includes:

e pathway reform with a pre-engagement
phase that includes assertive outreach and
personalised NDIS engagement support

¢ the development of a staff competency
framework that builds psychosocial
disability skills within the NDIA

¢ reforms to the reference packages for
people with a psychosocial disability
to improve the quality of plans.*?

The NMHC will be monitoring the
timelyimplementation of the tailored
psychosocial disability pathway.

Conclusion

The NDIS was neverintended toreplace
community mental health services,

nor to detract from the responsibility
of other systems (such as health,
education and justice) torespond to the
needs of people with mentalillness.

Akeyissueforthe futureishowthe NDISinteracts
with these systems to provide coordinated support
for people withamentalillness.

For people who areineligible for the NDIS, supports
will be available from the Australian Government
through the Continuity of Supportand National
Psychosocial Supports measures. While there is
clarity around the supportavailable through these
measures, the key issue will be how consumers access
this support. PHNs have a significant role to playin
implementing these measures. The NMHC will be
monitoring how these measures areimplemented.

The NMHC recognises thatthe NDIA has a significant
challengeinassessing individuals for their eligibility
and making timely planning decisions to meet theroll
outtimetable, while at the same time implementing
changes tothe scheme toimproveits functioning.
The NMHC also acknowledges the focus of the NDIA
onimproving the experience for people with a
psychosocial disability who are seeking to access the
NDIS. However, the key to ensuring the participant
experience isimproved willbe how soon changes can
be made.

The NMHCis concerned about the lack of information
onthePLRarrangements, and would encourage the
NDIAtoreleasesits PLR policy asa matter of urgency.
Giventhe complex needs of the participants who are
likely to be affected by thin markets, and the roll out
ofthe full scheme nearing completion, clarification of
PLR arrangements should be prioritised.

Transition to full scheme has entailed the particular
challenge of scaling up to national coverage —that s,
bringing geographically and circumstantially diverse
populationsinto afundamentally different scheme.
Such transformation takes time and requires the joint
deliberate effort of all governments.
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Chapter3:
Suicide prevention

Despite ongoing work to improve suicide prevention
efforts in Australia, there has been no significant
reduction in the suicide rate over the last decade.

The currentapproachto suicide prevention has been
widely criticised as being fragmented, with unclear
rolesandresponsibilities across governments.

Inaddition, anumber ofimportant gaps have
beenidentified, including the absence of data
onreal-time suicide attempts and deaths, lack of
appropriate care and supportfor peopleincrisis,
andinsufficient training for professionals providing
services and supportto people at risk of suicide.
Inresponse, the Australian Government has:

e established the National Suicide Prevention
Leadership and Support Program. This program
aims to deliver national suicide prevention
activities, increase the capacity of individuals
and communities to respond to suicide, and
support research on suicide. Under the program,
more than $43 million has been allocated to
16 projects from April 2017 to June 2019.444
Funded projects include the National Leadership
in Suicide Prevention Research Project led by
The University of Melbourne; the Community
Radio Suicide Prevention Project led by the
Community Broadcasting Association of
Australia; and the MindOUT National LGBTI
Mental Health and Suicide Prevention Project
led by the National LGBTI Health Alliance.**

e committed to funding a suicide prevention
campaign trial, called the Better Off With You
Campaign, targeted at people who experience
suicidal ideation. This campaign aims to
challenge the perception of people who are
suicidal that they are a burden on other people.

e committed to providing $12 million over
four years for a National Suicide Prevention
Research Fund. This fund is designed to
provide sustainable financial support for
Australian suicide prevention research and to
ensure outcomes have the greatest impact
by addressing nationally agreed priorities.*

State and territory governments have also
implemented initiatives under their respective
suicide prevention strategies. Forexample:

e the Victorian Government is trialling the
Hospital Outreach Post-suicidal Engagement
(HOPE) initiative, an assertive outreach
support program for people who are leaving
hospital following a suicide attempt*®#

e the South Australian Government has
established a Premier’s Council on Suicide
Prevention, which has been tasked with reducing
the state’s suicide rate by improving policy
and services for people at risk of suicide.*®

Governments have agreed to expand the latest
iteration of the National Mental Health Plan toinclude
asignificantfocus on suicide prevention. The plan was
subsequently named the Fifth National Mental Health
and Suicide Prevention Plan. Under the Fifth Plan
governments have established anew governance
committee, the Suicide Prevention Project Reference
Group. This group has been tasked with developing
aNational Suicide Prevention Implementation
Strategy that sets the directions for future planning
andinvestmentin suicide prevention, with the final
strategy expected to bereleased by 2020.

Multiple governments and asingle researchinstitute
have independently established fourlocal area suicide
preventiontrials, across a total of 29 sites. The trials are:

¢ the National Suicide Prevention Trial (NSPT),
funded by the Australian Government
Department of Health (12 sites)*

e place-based suicide prevention trials, funded
by the Victorian Government (12 sites)*®

¢ the LifeSpan trial, funded by the Paul
Ramsay Foundation and facilitated by
the Black Dog Institute (four sites)*

¢ a place-based suicide prevention pilot
funded by the Queensland Mental
Health Commission (one site).°

The remainder of this chapter will focus on these
localareasuicide prevention trials, which are
expectedtoinform future approachestosuicide
prevention across Australia. *"*?
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Whatis expected under this reform?

Although the approaches adoptedin each of these
trials may vary, all of the suicide prevention trial
sites have the shared purpose of bringing together
important stakeholderstoimplement evidence-
based suicide prevention initiatives in a systematic
and coordinated way, with the goal of reducing the
suicide rate intheir community.

What has happened so far?

Although the information available about each of
thetrialsvaries, and all trialsarein the early stages
of implementation, there has been significant

investmentinthe suicide prevention trials to date.

National Suicide Prevention Trial

The NSPT alone involves 11 PHNs covering 12
trial sites, with each site receiving approximately
S4 million overfouryears (until June 2020).

Each of these trial sitesis required to identify
priority populations for targeted service
deliveryandis responsible for selectingand
implementing a systematic model of suicide
prevention that meetslocal needs.*

Seven ofthe 12 NSPT sites have identified Aboriginal
and Torres Strait Islander people as one of their
target populations, in recognition of the significantly
higher rate of suicide in this population. Other target
populationsinclude men (six sites); youth (four
sites); lesbian, gay, bisexual, transgender, intersex
and queer (LGBTIQ+) people (two sites); fly-in-fly-
out (FIFO) workers (one site); and ex—Australian
Defence Force personnel (onesite).

Anumber of systematic models of suicide
prevention are being used at NSPT sites. Eight of
the 12 sites elected toimplement the LifeSpan
model, three sites are implementing the European
Alliance Against Depression (EAAD) model and
onesiteisdeveloping a custom model. Each

of these models has different areas of focus.

See Table 2 foracomparison of the models.

NSPT sites began planning and development

in 2016—17, and commenced activitiesin
2017-18. Alltrial sites have developed and
submitted individual work plans to the Australian
Government Department of Health.

Victorian place-based suicide prevention trials

The Victorian Government has partnered with
PHNs across Victoriatoimplement 12 place-based
trials of suicide prevention startingin 2016—-17.
Each trial siteis required to develop a plan based
ontheir currentassessment of the needs and
concernsin their community. The plan mustinvolve
the simultaneousimplementation of multiple
evidence-based strategies (see Table 2) thatare
tailored appropriately tothe local community.
The Victorian Department of Health and Human
Servicesisactingasacentral coordination point
andis providing supportto each trial site.

Asat30June 2017, each of the trial sites had
commenced reviewing the high-risk priority groups
intheir communities and establishing how best to
tailorinterventionsto supportthese groupsand
meetlocal needs.

LifeSpan trial sites

In December 2015, the Black Dog Institute received
funding from the Paul Ramsay Foundation to deliver
the LifeSpan approachto suicide preventionin four
sitesin New South Wales and to scientifically assess
theimpact of LifeSpan. The trial involves four sites
implementing nine evidence-based strategies
(seeTable 2) intheirlocal region simultaneously.
Roll out of the four sites has been staggered; two
sites startedin September 2017 and two started

in August 2018.>* Each site has atwo-and-a-half
year trial period.

AsatSeptember 2018, all four sites had completed
their establishment phase and commenced their
implementation phase.*®
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Table 2: Comparison of focus areas of the models used in suicide prevention trials

LifeSpan model*®

Improving emergency and follow-up care
forsuicidal crisis

Usingevidence-based treatment
forsuicidality

Equipping primary care toidentify
andsupportpeopleindistress

Improving the competency and
confidence of frontline workers
to deal with suicidal crisis

Promoting help-seeking, mental health
andresilienceinschools

Training the community to recognise and
respond to suicidality

Engaging the community and providing
opportunitiesto be part of the change

Encouraging safe and purposeful
mediareporting

Improving safetyand reducing
accesstomeans of suicide

Victorian place-based trial framework®*®

Appropriate and continuing care once
peopleleave emergency departments
andhospitals

High-quality treatment for people with
mental health problems

Training general practitionerstoassess
depressionand other mentalillnesses,
andsupportpeople atrisk of suicide

Suicide preventiontrainingforfrontline
staffevery threeyears, including police,
ambulance and other firstresponders

School-based peersupportand mental
health literacy programs
Gatekeepertraining for people likely to

comeinto contact with at-riskindividuals

Community suicide prevention awareness
programs

Responsible suicide reporting by media

Reducingaccesstolethal meansof suicide

European Alliance Against Depression
(EAAD) model>*

‘Emergency cards’ thatguarantee direct
accessto professionals duringcrisis,
distributedto high-risk groups

Equipping general practitioners to
identifyand treatdepressionand
suicidality

Educational workshops for
community facilitatorsand
stakeholders, including media

General publicdepression
awarenesscampaign

Notes

Models have been presented toalign the most similar componentsinasingle row.

The EAAD modeldisplays blank cells where it does not containanamed componentthatis similarto the other models.

Conclusion

Suicide prevention initiatives currently being
implemented in Australia may have a significant
impactonthe future directions of suicide
prevention planning andinvestment.

In particular, the local area suicide prevention
trials represent an opportunity to gain insights
about the process and outcomes of systematic
implementation of suicide prevention
programs targeted tolocal at-risk groups.

Astheimplementation of the initiativesisin the early
stages, there are currently no outcomes available
forreporting. However, the ongoing monitoring of
these initiatives will beimportant to determine not

only whetherthe initiatives are effective in reducing
Australia’s suicide rate, but alsowhetherthereisa
more coordinated approach across governments.

Thetrial sitesare animportant development, but
they do not cover the whole country and do not have
the capacity or responsibility to addressissues such
asdatagaps. The NMHCremains concernedthat,
atalllevels of government, significant gaps persist
inthe collection and distribution of key real-time
data. Thereisalsoalack of appropriate care and
supportfor peopleincrisis, and insufficient training
onsuicide prevention for people workingin the
health, allied healthand community sectors.
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Box 2: Suicide prevention reform for current and ex-serving members
of the Australian Defence Force (ADF) and their families

On 28 March 2017, the NMHC presented to
the Australian Government our Review into
the suicide and self-harm prevention services
available to current and former serving

ADF members and their families (the ADF
Review).”> The ADF Review focused on the
type and efficacy of the self-harm and suicide
prevention services that are available, and
looked at prevalence rates and potential
barrierstoaccessingservices.

The ADF Review found that, although many
actions had beenimplemented toimprove
mental health and suicide prevention
servicesand outcomes, a number of
issues persist. The NMHCidentified 23
recommendations forimprovementtothe
services and systemsin place to support
currentand former serving members of
the ADF, and their families. The NMHC
noted that many of these were not new or
uniqueinsights, butratherareissuesthat
have beenidentified in previousinquiries
and investigations.

Inthe Australian Government’s response
tothe ADF Review in 2017, the Australian
Governmentagreed with the NMHC
that continued attentionis neededto
ensure efforts are effective in preventing

suicide and self-harmamong Australia’s
currentand former serving personneland
theirfamilies.*® Subsequently, the ADF
Review was used to inform the Defence
Mental Health and Wellbeing Strategy
2018-2023, that will target four areas:

Improving suicide prevention and mental
health support for current serving ADF
members, veterans and their families

2 Improving the transition process for
ADF members moving from military
life into post-service civilian life, and
providing targeted support to families

3 Improving family support through
engagement of families and
family-sensitive practice

4 Transforming the Department of
Veterans’ Affairs systems, processes
and organisational culture to better
respond to the needs of Australia’s
veterans and their families.

The NMHC will continue to engage

with the ADF as they implement the
Defence Mental Health and Wellbeing
Strategy 2018—-2023 toimprove the
wellbeing of currentand former serving
members of the ADF, and their families.
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Chapter 4:

The Fifth National Mental Health
and Suicide Prevention Plan

The Fifth Plan builds on the foundation established by
previous National Mental Health Plans and sets out a
national approach for collaborative government effort

over the period 2017 to 2022.%°

What is expected under this reform?

The Fifth Plan sets out to achieve outcomesin

eight priority areas that align with aimsand policy
directionsin the National Mental Health Policy.
These priority areas do not reflect all theaimsand
policy directionsin the National Mental Health Policy
butalign with those that are well positioned for
changeintermsofboth needand opportunity.

The priority areasin the Fifth Plan are:

e Priority Area 1 — Achieving integrated
regional planning and service delivery

e Priority Area 2 — Suicide prevention

e Priority Area 3 — Coordinating treatment
and supports for people with severe
and complex mental iliness

e Priority Area 4 — Improving Aboriginal
and Torres Strait Islander mental
health and suicide prevention

e Priority Area 5 — Improving the physical
health of people living with mental
illness and reducing early mortality

e Priority Area 6 — Reducing
stigma and discrimination

¢ Priority Area 7 — Making safety and quality
central to mental health service delivery

e Priority Area 8 — Ensuring that the enablers
of effective system performance and
system improvement are in place.?®

The Fifth Planisaccompanied by an Implementation
Planthat setsoutwhoisresponsible forthe
actionsagreedinthe plan, and how the plan will be
implemented and coordinated across governments.

Actions withinthe Implementation Planaimto
achieve specificoutcomes under each of the priority
areas, setthe direction for change, and provide a
foundation for longer-term system reform.

The Fifth Plan alsoidentifies 24 performance
indicators, designed to collectively provide a
picture of how Australia’s mental health systemis
performing. These indicators range from measures
of the health status of the population to measures
ofthe delivery of mental health care.?®

What has happened so far?

The NMHCisresponsible for deliveringan annual
report, to be presented to health ministers, onthe
implementation progress of the Fifth Plan actions
and performance against the identified indicators.
Toinformthereport, the NMHC conducted a survey
of stakeholdersresponsible foractions under

the Fifth Plan Implementation Plan. Stakeholders
were asked to report theirachievements, barriers

to progress, enablers of progress, and the level of
engagement of consumersand carersinundertaking
their Fifth Planactions. Thefirst report, describing
the progress achieved asat 30 June 2018 and baseline
data forthe 13 available performance indicators, is
expectedto be delivered to the COAG Health Council
in October2018.

Conclusion

Reporting onthe progress of mental health reform
isessential to show that the commitmentsinthe
Fifth Planare beinghonoured and are making a
difference. The first of the NMHC’s annual reports
ontheimplementation progress of the Fifth Plan
actionsand performance against the identified
indicatorsis expected to be made publicly available
following COAG Health Councilapproval. The NMHC
will continue to engage consumers, carers and other
key stakeholdersinits ongoing work to monitor the
impacts of reforms under the Fifth Plan.
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The funding of mental health services in Australia is a
shared responsibility between the Australian Government

and states and territories.

State and territory governments fund and deliver
public mental health servicesin hospitals, or fund
services delivered incommunity settings.

The Australian Government funds mental health
servicesthrough the Medicare Benefits Schedule,
the Pharmaceutical Benefits Scheme and the
Repatriation Pharmaceutical Benefits Scheme.

The Australian Government funds various programs
andservices that support people with a mental
illness. Thisincludes funding for PHNs to coordinate
and commission services atalocal level, the NDIS,
income support, socialand community support, and
workforce participation programs.

Private hospitals, private insurersand non-
governmentorganisationsalso have arolein funding
ordelivering mental health services.

This section will consider the performance of the
mental health system through inputs, outputsand
outcomes. It will consider:

inputs of expenditure to address and improve
the mental health of Australians and how
expenditure responds to service demands

the size and composition of the mental
health workforce and how workforce
challenges are being addressed

use of seclusion and restraint in
mental health service delivery

participation of consumers and carers
and how they can be further supported
to be involved in policy and service design
to drive improved system outcomes

use of performance measures such as the
National Outcomes and Casemix Collection
(NOCC) and Your Experience Survey (YES) to
assess progress and achieve better outcomes.
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Chapteri1:

Mental health-related expenditure

Mental health expenditure refers to the costs incurred in the
prevention and treatment of mental illness.

Expenditureisreportedinterms of the person,
institution or organisation (including various
levels of government) whoincurs the cost, rather
than by who provides the funding.®’

Mental health funding (who provided the funds)
isadistinct but related concept to mental health
expenditure and both conceptsareimportantto
understanding the financial resources usedinthe
health system.

Quantifying the expenditure on mentalillness

in Australiaisimportanttounderstand whether

the expenditureis sufficientand whetheritis
improving outcomes for consumers. Robust data
onexpenditure and prevalenceis also essential to
inform judgments about the value of both publicand
private investments, as well as to show the interplay
of changesin policy and funding over time.

How muchis spent on mental health?

Providing an estimate of mental health
expenditureis a difficult task.

There are multiple data sourcesand an endless
variety of potential inclusions and exclusions to cover
the full breadth of expenditure.

Abroadview, as taken by the NMHCin the
Contributing Lives Review, incorporates costs

and expenditure beyondthose traditionally used
todefinethe ‘mental health sector’, such asthe
Disability Support Pension, Carer Paymentand
allowances." This perspective recognises the nature
oftheinvestment required to achieve good mental
health acrossthe sector, and that theimpact of
reformsand system change in one domain can have
both positive and negative effects in other domains.

Another methodistolook attheimpact of
mentalillnessinterms of economiccostand lost
productivity. One approachto capturingthe
estimated costs of mentalillness in Australia maps
expenses against mental health—specific services as

well asthe costsaccruedinjustice, housing, disability,
employmentandincome supportsectors. Using

this method, the cost of mentalillnessin Australia

has previously been estimated as equivalentto 4%

of gross domestic product (GDP). Based on 2016-17
GDP data, this equates to approximately $70 billion.>®

Some of the datarequired to take a broad perspective
on mental health expenditureis not routinely publicly
available. Thisreport has used the data providedin
the Australian Institute of Health and Welfare report
Mental health services in Australia. This data does not
include broader costs such as the Disability Support
Pension, Carer Payment and allowances, or costsin
other systemssuch as justice or housing.

The most recent data availableindicates
that,in 2015-16, the national recurrent
expenditure on mental health—related
services was around $9.0 billion."

Of this, 59.8% ($5.4 billion) was funded by state and
territory governments, 35.0% (53.1 billion) by the
Australian Government and 5.2% (5466 million) by
private health insurance funds.' This distribution has
remained relatively stable overtime; in 2011-12,
60.5% of national spending came from state and
territory governments, 35.5% from the Australian
Governmentand 3.9% from private health insurance
funds (see Figure 1)!

Currently, data on suicide prevention expenditure,
and program and service activity are not
systematically collected and publicly reported at
the national or state and territory levels. This may
be partlyaddressed by data on suicide prevention
activitiesat 12 PHN trial sites thatis due to be
reportedin2019-20.>°

In 2015-16, the Australian Government’s total
expenditure under the National Suicide Prevention
Strategy was $49.1 million, anincrease from

S1.9 millionin 1995-96.%°
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Figure 1: Proportion of mental health—related expenditure, by source of funding, 2011-12 to 2015-16
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Source: AIHW. Mental Health Servicesin Australia. Expenditure on mental health-related services; www.aihw.gov.au/mhsa

What does the amount of expendituretell ¢ where the money is spent, in terms of both

us about the mental health system?

Thetotal government direct expenditure on mental
healthin Australiais billions of dollars annually,

and has grown substantially over the last 20 years.
Figure 2 showsthe growthindirect expenditure

by the Australian Governmentand the states and
territories on mental health services.

direct and indirect costs (Figure 2 only includes
direct expenditure on mental health services
and does not capture indirect costs, such as
social support payments including the Disability
Support Pension, or expenditure in other
systems such as education, justice or housing)

¢ the cost-effectiveness of current

services and treatments

Despite this spending, the prevalence
of mentalillness has barely changed
over the same period.?

Anaturalinference fromthisis that the expenditure
is eitherinsufficient orineffective, or possibly both.

While thisis unlikely to be entirely accurate, we need
moreinformation to answer the question effectively,
including abetter understanding of:

e the best balance of services and treatments
to cater effectively for the broad spectrum of
mental iliness and the relative disease burden
across urban, rural and remote Australia.
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There arealsoanumberofgapsin publicly
available data which affect the ability to more fully
understand mental health expenditure. These gaps
inthe datainclude:

e major costs incurred by consumers, such as out-
of-pocket costs associated with clinical services,
pharmaceuticals, paid carers, ambulance
and patient transport, counselling, insurance
premiums, and excesses payable for treatment®®

e specific disaggregation of non-Medicare
funded mental health services delivered
by health professionals, which flow
through private health insurance

e data for Medicare-funded services marked
as general practice items (data is limited to
reporting of mental health—specific items)

e emergency department costs which are
not routinely reported by reason for stay
e corporate expenditure on mental
health programs such as the
Employee Assistance Program

e lack of routine reporting on carer
payments/allowance by disability type

e the complexity of accounting for spending
related to mental health in other sectors such
as housing, aged care, education and justice

¢ spending and service delivery in the community
and non-government organisation sector

¢ PHN activity/investment that has
not yet been fully quantified.

The way forward

Looking at the direct expenditure on mental health
only provides part of the information to assess
whether expenditure on mental healthis effective.
Determining the true expenditure on mental health
iscomplex, given the difficulty in capturingall the
costs (such as costsin other systems or costs borne
by consumers).

Inthe next 12 months, the NMHC will undertake
further work to assess the level of mental health
expenditurein Australia, including work to assess
the ability toimprove the capture of indirect costs.

Figure 2: Expenditure on mental health-related services, by source of funding, 1996—-97 to 2015-16
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Chapter2:

Mental health workforce

Delivering safe and high-quality mental health
services requires strong multidisciplinary teams,
comprising a range of professionals from one or more
organisations, with coordinated joint care planning

and delivery of supports.

Amultidisciplinary mental health workforce
could consist of mental health nurses, general
practitioners, psychiatrists, pharmacists,
psychologists and allied health professionals,
Aboriginal health workers, peer workers and
health educators.

Who makes up the mental
health workforce?

In Australia, the mental health workforce is
engaged by public, private and community-
managed organisations, within arange of settings
including hospitals, community mental health
services, educational settings and correctional
facilities. These facilities are located across
metropolitan, regional and remote areas

of Australia.' However, uneven geographic
distribution of the workforce remainsanissue.
Thisisillustrated, forexample, by the distribution
of psychiatrists across Australia’s regions.

The World Health Organization’s target for
improving mental health outcomesis aworkforce
rate of 10 psychiatrists per 100,000 people.”’

While thistargetis achieved for major citiesin
Australia, the distribution of staff acrossinner
regional, outer regional, remote and very remote
locationsrangesfrom 4.0to 6.6 full-time equivalent
employed clinical psychiatrists per 100,000
population (see Figure 3). Itisimportant to note that
evenwhere targetsare achieved atthe level of a
major city, the distribution of staff within a major city
may still be uneven.

Figure 3: Full-time equivalent (FTE) employed clinical psychiatrists, per 100,000 population,

by remoteness, 2016
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Source: AIHW. Mental Health Servicesin Australia. Mental health workforce; www.aihw.gov.au/mhsa
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What are the challenges for the
mental health workforce?
High staff turnover

The high turnover of mental health professionals
isafactorthat may affect future mental health
workforce shortages.

Stress and burnout, an ageing workforce,
excessive workloads, insecure tenure,
limited career paths, and reduced time for
training, mentoring and supervision are
all contributing factors to high turnover.®?

Many mental health professionals report limited
opportunity to work at the top of their scope of
practice”, which limits career progression, variety
inwork experience and retention rates.®? To deal
with the uneven spread of the workforce, innovative
supervision and support opportunities are required
when mental health professionals are posted
inregional and remote areas.®® Mental health
professionals operatingin private practice may

also experienceisolation.®*

Arecentreport by the Lowitja Institute
recommended that supportfor Aboriginaland Torres
Strait Islander mental health professionals should be
apriority. Aboriginal and Torres Strait Islander health
professionals often experience a lack of professional
and employer support, particularlyin relationto
follow-up care. Providing this care would strengthen
the wellbeing of the mental health workforce by
addressing and preventing burnout.?”’

Trainingin suicide prevention

Working with suicidal clients can be stressful for
mental health professionals. Self-perceived lack
of competence in working with suicidal clients can
increase practitioner anxiety, self-doubt, fear of
litigation, and defensive practice, and clinicians
may avoid working with people at risk of suicide
entirely.t>¢¢

Training can increase the understanding
and confidence of the workforce

and ultimately improve the quality

of service delivery, resultingin

better client outcomes. &5768.69

Health workers, emergency services workersand
otherswho may comeinto contact with people at risk
of suicide need to be able to access regular, consistent
trainingin suicide prevention thatis tailoredto
theirrole and/orthe service they provide. Itisalso
importantto ensure that workforces receive training
and support to better manage the impacts associated
with theirroles, and to consider self-care, supervision
and support mechanisms.”

Workingin ruraland remote locations

The mental health workforceinruraland remote
areas experience many challengesincluding fewer
options for referral, lack of specialist services, lack
of career opportunities, long hours with on-call
requirements, and substandard accommodation.®?
Inadequate remuneration, lack of professional
developmentopportunities, loss of anonymity

in small communities, lack of opportunities for
spousesand children, and professionalisolation
also contribute to difficulties in the recruitment and
retention of experienced professionals.”” Remote
areaworkforce safety is also of particular concern,
as staff may experience inadequate staffing levels,
night calls and violence in the workplace.”?
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Aboriginal and Torres Strait Islander
representationinthe workforce

For Aboriginal and Torres Strait Islander people,
strong Aboriginal community controlled health
servicesareanimportantcomponent of a culturally
responsive mental health and social and emotional
wellbeing system.”®

Aboriginal community controlled health
organisationsarethe largest overallemployer
of Aboriginaland Torres Strait Islander staff
(including health professionals and health
workers) with most of the estimated 6,000
staff Australia-wide being Indigenous.

Across Australia, there are only about
170 Indigenous medical practitioners,
730 allied health professionals and
2,190 nurses.” One of the priorities of
the Fifth Planis for governments to plan
andinvest in promoting and growing
the workforce of Indigenous doctors,
nurses and allied health professionals.

In October 2017, the National Strategic Framework
for Aboriginal and Torres Strait Islander Peoples’
Mental Health and Social and Emotional Wellbeing
2017-2023 wasintroduced.”” This framework
complementsthe Fifth Plan and contributesto the
vision of the National Aboriginal and Torres Strait
Islander Health Plan 2012—-2023.

Peer workforce

The mental health peer workforce isanimportant
element of the wider mental health workforce
and of the multidisciplinary team environment.?°
The challenges faced by the peer workforce are
similar to the broader mental health workforce,
but canbe amplified foranumber of reasons.

The peer workforce faces stigma and discrimination,
which canleadtothe peer workerrole not being
valuedinallservices. Thereisalack of resources
tomeetdemand, lack of peer supervisionand
professional development opportunities,
inappropriate and complexaward structures

and remuneration, and minimal opportunity
forcareer progression. Thereisalso alack of

accurate datato monitor and evaluate the
growth and effectiveness of the workforce.

The peer workforce requires support from
governmentsto ensure a safe working environment
free from stigma and discrimination, with

adequate supportstructures, toguarantee the
workforce grows and retention ratesimprove.”

Increasing and developing the mental
health peer workforce will support
the staffing mix of broader clinical

and community services, improve
awareness of recovery-orientated and
trauma-informed service delivery, and
lead to more positive outcomes and
experience of service for consumers,
carers, family and friends.

Additionally, governments could consider supporting
the creation of a national peer work association, or
similar, to further professionalise the peer workforce.

The way forward

The NMHC will undertake further work on the issues
confronting the mental health workforce as an area of
focusforthe next 12 months. Itisanimportantissue
forthe NMHC given the strong link between safe and
high-quality mental health service delivery and the
size and composition of the workforce.

Aspart of Fifth Plan reporting, the NMHC will report
onanumberofactions underthe Fifth Plan that relate
tothe mental health workforce. These actionsinclude
development of a Workforce Development Program
toguide strategies thataddress future workforce
supplyanddrive increased recruitmentand retention
of skilled staff. Governments will also develop peer
workforce development guidelines.?°
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Chapter3:

Towards the elimination
of seclusion and restraint

Everyone accessing a mental health service has a right to
receive safe and evidence-based care and to be treated with
dignity and respect. This means that best practice standards
and guidelines on reducing restrictive practices must be

adopted across the nation.

While there are some signs of progress, more
needstobedone. The NMHCrepeatsits call to
allgovernmentsto review their use of restrictive
practices and increase their efforts towards
eliminating the use of seclusion and restraint.

Whatis the current situation?

Seclusionreferstothe confinementofan
individualinaroom orareafrom which

free exitis prevented. Restraint refersto
therestriction of anindividual’s freedom of
movement by physical or mechanical means.

Thereis widespread agreement that the
use of seclusion and restraint is not only
ahumanrightsissue, butalso hasno
therapeuticvalue, results in emotional and
physical harm for both consumers and staff,
and can be a sign of a system under stress.'

The seclusionandrestraint rate in Australia’s public
sectoracute mental health hospital servicesis
declining.In 201617, there were 7.4 seclusion events
per 1,000 bed daysin publicsectoracute specialised
mental health hospital services, downfrom 13.9in
2009-10 (see Figure 4). There were also 8.3 physical
restraintevents per 1,000 bed days (comparedto 9.2
in 2015-16) and 0.9 mechanical restraint events per
1,000 bed days (comparedto 1.7in 2015-16). While
there are some promising signs, the average duration
of seclusion (5.8 hoursin 2016—17) remains high, and
seclusion rates overall could be improved.

Following recent renewed focusinthisarea, itis
encouragingtosee action beingtakentoreducethe use
of seclusionand restraint. Forexample, the responses
of both the New South Wales and South Australian
governmentstorecentinquiries demonstratea
commitmenttoimplement, fund and monitorallthe
recommendations from the reviews conducted into
thetragiceventsin their respective states.

Figure 4: Rate of seclusion eventsin publicsectoracute mental health hospital services, 2009-10t0 201617

Rate per 1,000 bed days
16
13.9
14
12.1
12 1
9.8
10 1

8 d

6 d

4 d

2

0 T T T T

8.2 8.1
w 7.4

2009-10 2010-11 2011-12 2012-13

2013-14 2014-15 2015-16 2016-17
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The way forward

Working towards the goal of eliminating
seclusion and restraint will require time,
and sustained and increased effort

and leadership at all levels. Further
targeted workis needed toimplement
the cultural and practice changes that
will ultimately lead to reducing and
eliminating seclusion and restraint.

The NMHC strongly supports work that will:

ensure the consumer and carer voice
is central to all change strategies

promote the importance of clinical
leadership in effecting change

adopt a national approach to the
regulation of seclusion and restraint

agree to uniform definitions, targets
and reporting frameworks

ensure monitoring and reporting of seclusion
and restraint practices and interventions are
prioritised by the executives of health services

provide adequate resources to address staff
ratios, the physical environment and equipment

invest in staff by training and educating
mental health practitioners about
multi-intervention strategies.

The NMHC urges all jurisdictions to use the National
principles to support the goal of eliminating
mechanical and physical restraint in mental

health services™ and the National principles for
communicating about restrictive practices with
consumers and carers.’® These principles are intended
toguide and supportthe developmentand review
of detailed jurisdictional operational guidelines as
appropriate across a range of service settings. The
principlesareintended to apply to all mental health
servicesin Australia.

Throughout 2018-19, the NMHC will be working
with the Australian College of Mental Health Nurses
and other key stakeholders to develop a National
Framework for Ensuring Safety in Care and Safety
for Staffin Australian Mental Health Services.

This follows previous work to identify factors that
affect the decisions of frontline workers such as
mental health nursesto use seclusion and restraint.
This workindicated that, despite best practice
techniques beingavailable toreduce or eliminate
seclusion and restraint, national system-wide
implementationisinconsistent.”” The planned
framework will acknowledge that different
environments require different responses, but
thatallneedtoaddressleadershipand promote
aculture of safety.
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Chapter 4:
Consumer and carer

engagement and participation

Meaningful engagement and participation of consumers and
carers is critical to improving mental health outcomes. When
people are actively included in decision-making processes,
there are benefits not only to their own recovery and health,
but also improvements to services and systems in health and

community sectors.™

The engagement and participation of consumers
and carers continuesto gain focus throughout
mental health and related sectorsin Australia.”
Increasingly there are mechanisms for engagement
and participation beingimplemented at the

service level as well asregionally, forexample,
through some PHNs. At a national level, the Fifth
Planrecognisestheimportance of collaborative
partnerships with consumersand carers, and
commits all governmentsto a process of equitable
and authentic co-design with consumersand carers
inthe implementation of Fifth Plan actions.?°

What consumer and carer

engagementis underway?

Engagementand participation activities with
consumersand carers currently underwayinthe
sectorare numerousand varied. These activities
include consultation and collaboration with
consumersand carers to develop frameworks,
guidelines, models and policies to supportand
improve mental health and wellbeing. Consumers
and carerscan also engage and participate inthe
sectorthrough mechanisms such as the National
Mental Health Consumer and Carer Forum, the PHN
consumer and care advisory groups, and the Private
Mental Health Consumer and Carer Network.

The NMHC’s Engage and Participatein
Mental Health Project reviewed the
available frameworks and mechanisms for
supporting and enhancing opportunities
forengagement and participation. The
projectinvolved over 1,000 consumers,
carers, families, support people and

other stakeholders who shared their
knowledge and experience.”

Genuine andinclusive engagement and participation
hasits challenges. Barriersto engagementand
participationinclude inadequate resourcing,
powerimbalances, onlyinvolving a small number

of individuals, and the use of language that

people may either not relate to or be shamed by.”
However, a growing understanding of the benefits

of engagement and participation has seen progress
being made. Some of these benefitsincludea
stronger sense of citizenship, personal benefits of
involvementin one’s own recovery, wider social
connectionsand networks, and areductionin stigma.

The way forward

Supporting consumers and carers to effectively
and safely engage and participate will remain a key
focus of the NMHC’s work. The NMHC will work
with the National Mental Health Consumer and
Carer Forum and the Safety and Quality Partnership
Standing Committee to develop a consumerand
carerengagement and participation guide. The
guide will focus on strengthening the involvement
of consumersand carersin safety and quality
initiatives in mental health services, and enhance
opportunities for partnerships with consumers
and carers at all levels of decision-making.
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Chapters:

Mental health outcomes

The Contributing Lives Review noted the need for an
outcomes-focused mental health system, with more people
getting the services they need, when and where they need
them." It is reasonable for consumers and carers to expect
that contact with mental health services will improve their

mental health and wellbeing.

Itiscritical that mental health service providers can
measure patient outcomes and the quality of their
services. Use of patient-rated outcome measures
and clinician-rated outcome measures will ensure
that services cantrack changesinthe patients’
clinical symptoms and outcomes. Not only will these
measuresaid in consumer choice, they will also assist
in monitoring service quality and effectiveness of
treatment, and aidin clinical decision-making.®°

How are mental health
outcomes measured?

In 2002, inresponse to the Second National Mental
Health Plan, the National Outcomes and Casemix
Collection (NOCC) was established as one means of
measuring whether mental health care leadstoa
change foraconsumer. NOCCis a national collection
of clinician-and consumer-rated measures of
consumer symptoms and functioning at key points of
care within public specialised clinical mental health
services.?®

NOCCdata forthe years of 2007-08to 2015-16
indicates that the majority of consumersin both
inpatientand community-based mental health
settings experienced ssignificantimprovementin their
mental health and psychosocial functioning.

Inthe inpatient setting, more than 70%
of consumers experienced significant
improvement after completed
episodes of care (see Figure 5),
compared to more than50% in the
community mental health setting.

These resultsindicate that, nationally, services are
generally achieving positive outcomes!

However, itisimportant to note that the data showed
aconsistent proportion of consumers who displayed
nosignificant change orasignificant deterioration

in outcomes following mental health carein both
inpatientand community settings. This outcome
warrants furtherinvestigation.

Whilethe NOCCis largely focused on clinician-rated
outcomes, itis crucial that the consumer’s perspective
regardingtheir experience of careisalso considered.
In 2010, the Australian Government Department of
Healthfunded the national Consumer Experiences of
Care projecttodevelop a new consumer experience of
care measure forusein public mental health services.®
Led by the Victorian Department of Health, the project
was supported by an Expert Advisory Group drawn
fromthe Mental Health Information Strategy Standing
Committee. This project developed and produced

the Your Experience of Service (YES) survey that was
subsequently made available for use in the sector
in2015!

The YES surveyis designed to gatherinformation
from consumers about their experiences of care. It
aims to help mental health services and consumersto
work togetherto build better services. Box 3 provides
asummary of YES survey data collected in New

South Walesin 2016-17. Itis anticipated that pooled
datafromthe YES survey will be available for three
jurisdictionsin 2019. This pooled data should provide
much needed insightinto the consumer experience
of mental health services.

The way forward

Despite the positive results discussed above,
improvementsto services can always be made.
[tisimportantthat outcome measures are meaningful
totheclinician, consumerand community, as well

as being consistent across services and jurisdictions.
Ongoing monitoring of outcomes for consumers

and carers should remain anational priority.®
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Box 3: Your Experience of Service survey results

New South Wales has committed to providing
allconsumers of mental health services with the
opportunityto provide feedback on their experience
of care. New South Wales has achieved this through
the Your Experience of Service (YES) survey and

has made YES survey data available for the last
twoyears. More than 22,000 YES questionnaires
werereturnedin 2016—17in New South Wales.
Most people reported a positive experience of

care, witharound two out of three people reporting

their experience as either ‘very good’ or ‘excellent’.
People treatedin hospitals reported a less positive
experience than those who received community
care. Importantly, Aboriginal and Torres Strait
Islander people reported less positive experiences
incommunity services, but thiswas notseenin
hospital settings. When compared to other age
groups, people under 18 years old reported a more
positive experience in community care, buta

more negative experience in hospital care.®

Figure 5: Change in consumers’ outcomes, completed inpatient care, 2007-08 to 2015-16
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Social
determinants

of health

Section 3




Some of the most powerful root causes of health inequalities
are 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.

These conditions are collectively referred toasthe
social determinants of health.2* Social determinants
canstrengthen orundermine the health of individuals
and communities.®®

Evidence from the World Health Organization shows
thatactionsto address four social determinants of
health, which include early childhood development,
fairemployment and decent work, social protection,
andtheliving environment, are likely to have the
greatestimpact onhealth.2®There s significant
overlap between these areas and the domains under
the NMHC’s Contributing Life Framework. The
Contributing Life Framework is a curated set of social
determinants that guide a whole-of-person, whole-
of-system, whole-of-life approach toimproving the
mental health of Australians (see Figure 6).

Theterm ‘contributing life’ firstappearedin the
NMHC’s 2012 National Report card on mental health

Figure 6: Contributing Life Framework

and suicide prevention and is defined as a life enriched
with close connections to family and friends; good
health and wellbeing to allow those connections to
be enjoyed; having something to do each day that
provides meaning and purpose—whetheritbeajob,
supporting othersorvolunteering; andahometo
livein, free fromfinancial stressand uncertainty.®’
Inshort, it means thriving, notjust surviving.

This section will discuss a number of social
determinants from the World Health Organization
andthe Contributing Life Framework; future
reports will focus on other social determinants.
The focus of this sectionis on prevention and early
intervention, whichis critical toimproving long-
term outcomes across education, employment,
social relationships, community participation and
family life. This section also looks at theimportance
of having stable housing and the interaction of
physical health with mentalillness.
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Chapteri1:

Prevention and early intervention

Experiences during the early years of life can have lifelong
effects on a person’s achievements, social adjustment,
physical and mental health, and life expectancy.

Thereisoverwhelming evidence to show how
importantinfancy, childhood and adolescenceisto
determining opportunities and outcomes for people
throughout the lifespan.

Mentalillnessininfancy, childhood oradolescence

can have enduring consequences if left unresolved,
including reduced social and economic outcomesin
adulthood.®®

Adverse outcomes of mentalillness caninclude
reduced self-esteem or confidence, reduced
educational and occupational opportunity, increased
risk of substance abuse, increased family conflict,
family breakdown and homelessness.®® Prevention
andearlyinterventionininfant, childand adolescent
mentalillness are crucial for addressing these adverse
outcomes and preventing and reducing mentalillness
inadulthood.

Whatis the state of play?

The prevalence of mentalillnesses among children
is significant, even among very young children.

Estimates show thatin 2013-14
approximately 560,000 Australian
children and adolescents between 4 and
17 years of age had a mentalillness.*

Research has shown that the first symptoms of
mentalillness typically precede the full onset of
theillness by two to fouryears®°°, and that poor
mental health in childhood and adolescence can
lead tomentalillnessinadulthood. With more than
half of lifetime mental iliness developing before the
age of 14 years”', prevention and early intervention
atthe earliest stage can make a huge difference.

Preventionand early intervention strategies
implemented ininfancy and early childhood are
more effectivein addressing risk factors, limiting
the severity or progression of theillness, reducing

symptoms, and reducing adverseimpacton
development.t&°°This s particularly significant
for diagnostic groups that have relatively high
prevalenceinadulthood if notidentified and
treated earlier, such as conduct disorders, anxiety
disorders, depression, and self-harm and suicide.®®

Parentsand primary caregivers play acritical role

in prevention and early intervention. However, itis
essential thatthey are equipped with the tools to
identify and supportchildren at risk of mentalillness.

Arecent poll conducted by The Royal
Children’s Hospital Melbourne found that
the majority of Australian parents are not
confidentinidentifying or responding to
signs of a mentalillness in their child.*?

Despite the overwhelming evidence in favour of
earlyintervention, about one-third (35%) of parents
reportedthata child’s mentalillness might be best
left alone to work itself out over time.*?

The pollalso found that less than half of parents
(44%) reported being confident they would know
where to go for helpif their child was experiencing
social, emotional or behavioural difficulties.®> More
work needsto be donetoensure that the mental
health workforce isappropriately trained to educate
and empower familiesto support children’s mental
health.

Evidence shows that mentalillness not only affects
academic performance at primary, secondary and
tertiary levels®*°* butalso levels of participation
and attendance at school. The Second Australian
Child and Adolescent Survey of Mental Health

and Wellbeing found that mentalillness had
significant effects on school attendance. For
4—17-year-olds, absences due to major depressive
disorderaveraged 20 days peryear, and absences
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duetoanxiety averaged 12 days peryear.*

Absences were even higherin adolescents, with
12-17-year-olds missing, on average, 23 days per
year due to major depressive disorderand 20 days
peryearduetoanxiety.* The effect of mental
illnessin adolescence onschool attendance and
participation could potentially be prevented through
early detectionandinterventionin childhood.

In 2017, the Australian Government provided
funding for a new integrated school-based Mental
Healthin Education initiative for Australian children
from early learning centrestothe end of secondary
school.” An additional $46 million was provided

in 2018 to continue this initiative.’® Although
thisinvestment is significant, more work needs
tobedonetoestablish mental health support
much earlierinthe life cycle—for new mothers

and families, forinfantsandin early childhood.

The way forward

Prevention and earlyinterventionin mental
healthisclearly linked with improved long-term
outcomesacross all aspects of life. By addressing
the critical gap for 0—12-year-old children through
localandintegrated community action, children’s
developmentand wellbeing will be holistically
supported and optimised.

A national approach toimprove
coordination and integration of services
among different providersis fundamental
to enabling a healthy start to life for
children. Integrating maternal and child
health servicesinto ‘childspaces’, or
children’s wellbeing centres, is one such
example that could be explored by PHNs
in collaboration with local communities."”

Childspaces would essentially wrap services
around the needs of the child. They would bring
togetherarange of services to deliver evidence-
based, cost-effective practice forinfantand child
mental health, including support for parents

and primary caregivers. Placing these services
inaccessible locations such as schools or early
childhood centres would help remove barriers to
care, and also reduce stigma and discrimination
associated with accessing mental health services.

By investinginthe early years of life, we pave the
way for better outcomes in later life. Improving
mental health from early childhood results
inincreased participationin educationand

the workforce, and higher job productivity,
supporting stronger economic growth.

The NMHCis seeking to build on the evidence base for
the benefits ofinvesting in promotion and prevention

initiatives. Such investment can resultin benefits for
theindividual in terms of their mental health, as well
aseconomic benefitsinthe form ofimprovements
in productivity and efficiency. This work will progress
through the NMHC’s Economics of Mental Health—
Australian Best Buys project.”’
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Chapter 2:

Housing and homelessness

The feeling of safety, stability and security that comes

from having a home is a fundamental part of leading a
contributing life.*” Due to the isolation and trauma associated
with homelessness, the lack of a home may make a person
more vulnerable to mental illness.*®

Whatis the state of play?

Datafromthe Specialist Homelessness Services
(SHS) collectionindicates that the number of people
with a current mental health issue who are accessing
specialisthomelessnessagenciesisincreasing. The
number of people with a current mental healthissue
receiving assistance from SHSincreased by 73.0%
between 2011-12 and 2016—-17. Over the same
period, the number of Aboriginal and Torres Strait
Islander clientsincreased by 139.3%.!

The way forward

In 2017, the NMHC conducted a national consultation
on housingissuesin relation to mental health, and
subsequently engaged the Australian Housing

and Urban Research Institute (AHURI) to research
opportunities and tools to leverage policyin
thisarea.*®In brief, the research findings noted the
needfor:

e Dbetter policy integration between housing,
homelessness and mental health sectors

e scaling up of effective existing programs
that integrate housing and mental health

e early intervention to stabilise people in their
existing tenancies and avoid evictions

e improved hospital discharge planning to avoid
discharging people into homelessness.”

Such reforms will require sustained and cross sectoral
collaboration between the Australian Government,
state and territory government agencies, community
sectorservices, and consumersand carers.

Inaddition to the forthcomingfinal report
ontheabove findings, AHURI’s work with the
NMHC will also deliver a Prospectus Paper.
The paper will outline practical next steps for
bringing together stakeholders andfacilitating
coordinated activity across the mental health,
housingand homelessness sectors.

In2018-19, the NMHC will continue its support for
these efforts, and maintain afocus on monitoring
andreporting of developmentsin this area.
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Chapter3:
Physical health

People living with mental illness experience poorer

physical health and die earlier than the general population.
Improving physical health for people living with a mental
illness, and reducing mortality as a consequence, is a priority

under the Fifth Plan.%°

In2017,the NMHCreleased the Equally Well
consensus statementthat articulatesavisionto
improve the physical health outcomes of people
living with mentalillness, with public supportofall
governments./%®

Whatis the state of play?

Mental health and physical health are inextricably
linked. The evidence regarding the reduced life

expectancy for peopleliving with a mentalillnessis
Clear 20,101,102,103

Thereis evidence that the mortality

gap has been widening for people with
severe mentalillness over the last few
decades'™*, and that people across the
continuum of severity of mentalillness
are experiencing poorer physical health
outcomes than the general population.'®

Australians living with a mentalillness typically do
not have the same level of accessto, or experiences
with, physical health care services. Recentresearch
hasidentified barriersto people living with a mental
illness accessing quality physical health careand
support. These barriersinclude:

¢ |ess professional support to manage
their condition and lower confidence
to do so (compared to people with
other chronic conditions)

¢ lack of affordability, with some people
forgoing some types of treatment due to
cost and difficulties paying medical bills

e acceptability of services, with people
experiencing lower levels of trust in services

e availability of services, including waiting periods
for primary or specialist appointments and
perceived availability of after-hours care

e appropriateness of services, including problems
with coordination of care, communication,
absence of written plans, and lack of
involvement of consumers in decision-making

e approachability of services, including
people having no affiliation with a regular
doctor and experiences of poor care and
not being treated with respect.’®

Aboriginaland Torres Strait Islander people living
with mentalillness experience multiple layers of risk
and discrimination leading to poor physical health
outcomes. The NMHC notes that the challenges for
people living with mentalillness in negotiatingand
accessing the health system are compounded for
Aboriginaland Torres Strait Islander people.

The way forward

The fact that Australians living with mentalillness
are experiencing poorer physical health and dying
significantly earlier than the general populationis a
national priority. No single initiative, organisation,
workforce or government can comprehensively
addressthe problem. Therefore, collective action
underthe shared vision of the Equally Well initiative
isimperative.

The NMHC established the Equally Well
Implementation Committee (EWIC)in 2017 to

lead the nationalimplementation of Equally Well.
This willinvolve partnering with private, public

and community sectors, including consumersand
carers. With this broad support, EWICis well placed
tolinkthe physical and mental health sectors and
ensure meaningful progress.

Improving the physical health of people living with
mentalillnessand reducing early mortality is a Fifth
Plan priority. The NMHC will continue to monitor this
workto ensure Equally Well principles are embedded
across systemsand governments, and to assistin
identifying shared measures of success that support
the pursuit of equity in health.
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Concluding
statement

The sheer scope and ambition of reforms described
in this report is a reflection of the complexity of building
contributing lives for people living with a mental illness.

Transformation through such social reform takes
time. Itrequires a joint deliberate effortacross
allgovernments, systems and sectorsin keeping
people living with mentalillness at the centre of
reform efforts.

Acting as a catalyst for change, the NMHC will
continue to have an ongoingrole in monitoring
andreportingon Australia’smental health and
suicide prevention reforms.

In2018-19, the NMHC priority areas for further
workinclude mental health expenditure, the mental
health workforce, reducing seclusion and restraint,
supporting consumer and carer engagement,
building participationin the nationalimplementation
of Equally Well, continued monitoring and reporting
work on housingand homelessness, and progressing
the Economics of Mental Health—Australian Best
Buys Project.”

Thisreportisonly one mechanism that the NMHC
will be usingto monitor and report on Australia’s
mental health and suicide prevention systems. In
the future, the NMHC expectstoreleasereportsina
variety of formatsthat focus on key areas that affect
anindividual’s mental health and, more broadly,
the mental health system.
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Appendixi:

Summary of Australian Governmentresponse
to Contributing Lives, Thriving Communities —
Review of Mental Health Programmes and Services

NMHC’s Contributing Lives Review

Australian Governmentresponse

Strategicdirection Recommendation

1. Setclearrolesand 1. AgreetheAustralian Government’srole

accountabilities inmental healthis through national
toshapeaperson- leadershipandregionalintegration,
centred mental includingintegrated primaryand
healthsystem mental health care.

2. Develop,agreeandimplementa
National Mental Health and Suicide
Prevention Plan with statesand
territories, in collaboration with people
with lived experience, theirfamiliesand
supportpeople.

3. Urgentlyclarify the eligibility criteria
foraccesstothe NDIS for people with
disability arising from mentalillness
andensurethe provision of current
fundingintothe NDIS allowsfora
significant Tier 2 system of community

supports.

2. Agreeand 4. Adoptasmallnumberofimportant,
implement national ambitiousandachievable national
targetsandlocal targetstoguide policy decisionsand
organisational directionsin mental health and suicide
performance prevention.

measures

5. MakeAboriginaland Torres Strait
Islander mental health a national
priorityandagree an additional COAG
Closing the Gap target specifically for
mental health.

6. TiereceiptofongoingAustralian
Government funding for government,
NGO and privately provided servicesto
demonstrated performance, and use of
asinglecareplanande-Healthrecord
forthose with complexneeds.

Selected reform commitment* (Response report section number)

Atthenational level, the Australian Government will seek the support of states and territories to
implementarrangements forregional planningandintegration, building the capacity of PHNs to
lead these effortsin partnerships with Local Health Networks (LHNs) and other key stakeholders
including non-government organisations (including those providing community based mental
healthandalcoholand otherdrugservices), Aboriginaland Torres Strait Islander organisations
andconsumers (4.1).

The Australian Governmentreaffirmsits commitmentto leading national mental health policy
direction, particularlyinthose areas where anational approach s efficient and effective. This
nationalleadership role will, asthe National Mental Health Commission suggests, translate to
supporting effective change andintegration ataregionaland local level.

Thiswillinvolve strengthening and broadening the Commonwealth’s leadership role froma
funderofand participantin mental health reformto actively facilitatingenduringchange ata
nationalandregionallevel by promoting key partnerships, evidence and accountability (4.6).

The Government will move toimmediatelyimplementanew national suicide prevention
strategy (5.7).

Establishmentofjoined up assessment processes and referral pathways to ensure those
consumerswith severe and complex mentalillness receive the clinical and disability services
theyneed(5.1).

The Government will give priority toresolving the fragmentation of service delivery for people
with severe and complex mentalillness who are being managed in primary care, and address
theirneed forcoordinated clinical care and social supports by enhancing regionally based clinical
assessmentarrangements for people with severe and complex mentalillnessand linking these
to Local Hospital Networksand NDIS assessmentand referralto help match people to the service
pathway which best meetstheirneeds(5.8).

Continued developmentand promotion of specific consumer focused performance
measurementtoolswillalsobe embedded in efforts to monitor, review and improve programme
efforts (4.1).

Mental healthisalsoahigh priority within the Implementation Plan for the National Aboriginal
andTorres StraitIslander Health Plan 2013-2023 (5.6).

Essentialtoregional integration efforts will be arobust system of communication between
providersand with consumers, including moving towards shared use of digital records, utilising
myHealth Record (4.2).

Promoting the use of asingle e-health recordtolink servicesand enhance communication
between providersand consumers with mentalillness (5.8).
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NMHC’s Contributing Lives Review

Australian Governmentresponse

Strategicdirection

3. Shiftfunding
prioritiesfrom
hospitalsand
income support
tocommunity and
primary health care
services

4. Empowerand
supportself-care
andimplement
anew model of
stepped careacross
Australia

Recommendation

7.

10.

11.

12.

13.

14.

Reallocate aminimum of $1 billionin
Australian Governmentacute hospital
fundinginthe forward estimates over
the five yearsfrom 2017-18 into more
community-based psychosocial,
primaryand community mental
healthservices.

Extendthe scope of Primary Health
Networks (renamed Primary and
Mental Health Networks) as the key
regionalarchitecture forequitable
planningand purchasing of mental
health programmesandservicesand
integrated care pathways.

Bundle up programmesandboostthe
role and capacity of NGOsand other
service providersto provide more
comprehensive, integrated and
higher-level mental health servicesand
supportforpeople, theirfamiliesand
supporters.

Improve service equity forruraland
remote communities through
place-based models of care.

Promote easy accesstoself-help
optionsto help people, theirfamilies
and communities to support
themselvesandeach other, and
improve ease of navigation for stepping
throughthe mental health system.

Strengthenthe centralrole of GPsin
mental health care throughincentives
foruse of evidence-based practice
guidelines, changestothe Medicare
Benefits Schedule and staged
implementation of Medical Homes for
Mental Health.

Enhanceaccesstothe Better Access
programme forthose who need it most
through changed eligibility and
paymentarrangementsandamore
equitable geographical distribution of
psychological services.

Introduceincentivestoinclude
pharmacists askey members of the
mental health careteam.

Selected reform commitment* (Response report section number)

QOutlaysonhospital funding should reduce over the medium tolong term through embedding
earlyinterventionin mentalhealth reformand better planningand targeting primary and
community care services. Thiswill be a priorityissue for the Commonwealth to take to
negotiations with statesand territoriesin the context of the Fifth National Mental Health Plan
andtomonitorthroughouttheimplementation of the Plan (4.4).

The Governmentwill provide bothleadership and flexible funding ata regional level by building
the capacity of PHNsto lead, planandintegrate the delivery of mental health services at the local
levelin consultation with LHNs, non-government organisations, Indigenous organisations and
NDIS providers. PHNs will commission all regionally delivered Commonwealth mental health
programmes forthe Department of Health into the future, providing a flexible pool from which
totargetneedsagainstastepped careapproach (5.1).

The Australian Government will respond to fragmentation and inefficiencies through anew
regionalapproachtointegratedservice planningand delivery, acrossthe spectrum of services.

Thisnew approach will be supported by commissioning of services through a new flexible
funding pool which will progressively roll together primary mental health care programmes.
Responsibility for this pool of funding will sit with PHNs (4.2).

PHNs provide core architecture for health service integrationand are already playingan
importantrolein commissioning mental health programmes such as Accessto Allied
Psychological Services (ATAPS) and Mental Health Servicesin Ruraland Remote Areas (MHSRRA)
which offerapaymentapproach thatallows targeting of mental health servicesto priority
groups.

Additional mental health programme funding will be redirected to PHNs from 2016 to enable
commencementoftheirenhancedrolein mental health and suicide prevention activity. Over
time, anincreased pool of programme funding will be redirected to PHNs to commission services
totargetlocalneeds, includingthe need forinnovative and integrated service deliveryinrural
areas(5.1).

The new role for PHNs, including the flexible funding pool, together with the new digital mental
health gateway, will provide core infrastructure upon which to refocus existing primary mental
health care programmesto achieve bettertargeted stepped care services to meet consumer
needs(5.3).

The Government will maintainitsinvestmentin primary mental health care, but will redesign
existing programmes over athree year period to better match differentlevels or ‘steps’ of
consumer need by strengthening supportto GPsin undertaking assessmentto ensure people
arereferredtotheservice which besttargets their need, particularlyinrelationtothe
assessment of people with severe and complex mentalillness (5.3).

The Government will maintainitsinvestmentin primary mental health care, but will

redesign existing programmes over athree year period to better match differentlevels or
‘steps’ of consumer need by exploring options for the modification of the COAG Better Access
to Psychiatrists, Psychologists and General Practitioners through the Medicare Benefits
Schedule Initiative (Better Access) to better target the needs of people with moderate to severe
mentalillness (5.3).

The Australian Governmentresponse does not explicitly mention the role of pharmacistsin
managing mentalillness. However, the NMHC acknowledges that in the Sixth Community
Pharmacy Agreement, the Australian Governmentallocated funds for the Staged Supply
Programme, whichisaservice thatis particularly targeted to patients with a mentalillness or
drugdependency.
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NMHC’s Contributing Lives Review

Australian Governmentresponse

Strategicdirection

5. Promotethe
wellbeingand
mental health of
the Australian
community,
beginningwitha
healthystarttolife

6. Expand dedicated
mental health
andsocialand
emotional
wellbeing teams
for Aboriginal
and Torres Strait
Islander people

7. Reducesuicidesand
suicide attempts by
50 percentoverthe
nextdecade

Recommendation

15. Build resilience and targeted
interventions for families with children,
both collectively and with those with
emerging behaviouralissues, distress
and mental health difficulties.

16. Identify, developandimplementa
national frameworkto supportfamilies
and communitiesinthe prevention of
trauma from maltreatment during
infancyand early childhood, and to
supportthoseimpacted by childhood
trauma.

17. Use evidence, evaluationand
incentivestoreduce stigma, build
capacityandrespondtothediversity of
needs of different population groups.

18. Establish mental healthandsocialand
emotional wellbeing teamsin
Indigenous Primary Health Care
Organisations (including Aboriginal
Community Controlled Health
Services), linked to Aboriginaland
Torres StraitIslander specialist mental
health services.

19. Establish 12 regions across Australia as
thefirst wave for nationwide
introduction of sustainable,
comprehensive, whole-of-community
approachestosuicide prevention.

Selected reform commitment* (Response report section number)

The Government willwork across portfolios tojoin up child mental health programmestoreduce
theimpact of mentalillnesson children. This will be achieved through the following
interconnected activities:

¢ asingleintegrated endtoendschool based mental health programme

e easyaccessforchildrenandyoungpeopletotelephone and web-basedinformationand
advice

¢ anational workforce supportinitiative assisting clinical and non-clinical professionals and
services who work with children, toidentify, supportand refer children, toidentify, support
andreferatriskandto promote resilience building (5.1).

The Government will explore opportunities to use available youth mental health funding to
provide earlyinterventionforabroadergroup of young people who presentto primary care
services with severe mentalillness oratrisk of such (5.5).

The National Framework for Protecting Australia’s Childrenisalsoanimportantelementin
framing governmentresponsesto the mental health needs of a particularly vulnerable group of
childrenandyoung people. Actions within the Third Action Plan under the Framework have a
focusonearlyinterventionand prevention, includinginthe early years of life.

The Government willwork across portfolios tojoin up child mental health programmestoreduce
theimpact of mentalillnesson children, commencing with the early yearsand going through to
adolescence (5.4).

The Government will alsolook to undertake communication activities which develop greater
sectorawareness of the availability and effectiveness of digital mental health services, and
reduce the stigma associated with havinga mental healthissue (5.2).

The Commonwealth willincrease access to culturally sensitive mental health services for
Aboriginaland Torres Strait Islander people and work with PHNs to better planandintegrate
servicesinthe comprehensive primary healthcare context (5.6).

Workwillimmediately commence onintegrating Aboriginal and Torres StraitIslander mental
healthandsocialand emotional wellbeing services (5.1).

The Australian Government willincrease access to culturally sensitive mental health services for
Aboriginaland Torres Strait Islander people and work with PHNs to better planandintegrate
servicesinthe comprehensive healthcare context (5.6).

The Government will move toimmediatelyimplementanew national suicide prevention

strategy with four critical components:

¢ nationalleadershipandinfrastructureincluding evidence based populationlevel activity and
crisissupportservices;

e asystematicandplannedregionalapproachtocommunity based suicide prevention, which
recognises the take-up of local evidence based strategies. Thisapproach will be led by PHNs
who willcommission regionally appropriate activities, in partnership with LHNs and other
localorganisations;

¢ refocusingeffortsto preventIndigenoussuicide; and

e workingwith state and territory governments to ensure effective post discharge follow up for

peoplewho have self-harmed orattempted suicide, in the context of the Fifth National Mental
Health Plan (5.7).
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NMHC’s Contributing Lives Review

Australian Governmentresponse

Strategicdirection

8. Build workforce
andresearch
capacitytosupport
systems change

9. Improve access
toservicesand
supportthrough
innovative
technologies

Recommendation

20.

2

=

22.

2

w

24.

25.

Improve research capacity and impact
by doubling the share of existingand
futureallocations of research funding
formentalhealth overthe next five
years, with a priority on supporting
strategicresearchthatrespondsto
policy directionsand community
needs.

. Improve supply, productivity and

accessformental health nursesandthe
mental health peer workforce.

Improve education and training of the
mental healthandassociated
workforceto deploy evidence-based
treatment.

. Require evidence-based approaches

onmental healthand wellbeingtobe
adoptedinearly childhood workerand
teachertrainingand continuing
professional development.

Improve emergency access to theright
telephone-andinternet-based forms of
crisissupport,andlink crisissupport
servicestoongoingonlineand offline
formsof information/education,
monitoringand clinicalintervention.

Implement cost-effective second and
third generation e-mental health
solutions that build sustained self-help,
linkto biometricmonitoring, and
providedirectclinical support
strategies orenhance the effectiveness
of local services.

Selected reform commitment* (Response report section number)

The Australian Government will also play akeyrolein supporting professionals, providersand
organisationsthrough the provision of key nationaland regional data and tools, and through
supportingthe coordinationand translation of mental health research efforts (7).

The Government will give priority toresolving the fragmentation of service delivery for people
with severeand complexmentalillnesswho are being managedin primary care, and address
theirneed forcoordinated clinical and social supports by enhancing services delivered by mental
health nurses (5.8).

The Government will work across portfolios to join up mental health programmestoreduce the
impact of mentalillness on children. This will be achieved though partnership approachesata
regionallevel between clinical and non-clinical supportservices, including Family Mental Health
SupportService providers, supported atanational level by the workforce supportinitiative (5.4).

Specific prioritiesforregional service integration and deliveryled by PHNs willinclude
development of region-specific, cross-sectoral approachesto early intervention to support
childrenandyoung people with, or atrisk of, mentalillness (5.1).

The Government willwork across portfolios to join up child mental health programmestoreduce
theimpact of mentalillnesson children, commencing with the early yearsand going through to
adolescence. This will be achieved through a national workforce supportinitiative assisting
clinicaland non-clinical professionals and services who work with children to identify, support
andrefer childrenatriskandto promote resilience building. Thisinitiative will particularly
support providersworking with children who would benefitfrom early intervention, including
those who have experienced trauma, and will support professionalsin working with parents and
families of these children (5.4).

Akeyreformelementofthe response will be utilising Australia’sinnovative digital mental health
servicesto offeranew, easytoaccess gatewaytoservices, andto make it easy toconnectwith
the particularservice which best matches the needs of the consumers (4.5).

The Gateway will bring together and streamline access to existing evidence based information,
advice and digital mental health treatmentand will connect people tothe services they need
through acentralised telephone and web portal. It will promote use of low costand evidence
basedinterventionsfor consumerswho would most benefit from them.

Enhancementstothe Gateway will be explored to more comprehensively reflect the potential
fordigital service deliveryin mental health over time, to support fully integrated information and
service pathways becoming available for both consumersandservice providers (5.2).

*Responses have beenselected for brevity and may notrepresentthe Australian Government’s full commitment against each recommendation.

Sources

National Mental Health Commission. Contributing Lives, Thriving Communities—Review of Mental Health Programmes and Services. Sydney: NMHC, 2014.

Australian Government Department of Health. Australian Government response to Contributing Lives, Thriving Communities—Review of Mental Health
Programmesand Services. Canberra: Australian Government Department of Health, 2015.

Australian Government Department of Health and The Pharmacy Guild of Australia. Sixth Community Pharmacy Agreement. Canberra: Australian Government
Department of Health, 2015.
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Appendix 2:
Acronyms and abbreviations

AICCHS

AIHW

ACT
ADF

ADHD

CEO
COAG
EAAD

EWIC

FIFO

Fifth Plan

GDP
GP
ILC

LGBTIQ+

LHN

NSW

Aboriginal and Torres Strait Islander

Community Controlled Health Services

Australian Institute of Health and
Welfare

Australian Capital Territory
Australian Defence Force

Attention Deficit Hyperactivity
Disorder

Chief Executive Officer
Council of Australian Governments
European Alliance Against Depression

Equally Well Implementation
Committee

Fly-in-fly-out workers

The Fifth National Mental Health
and Suicide Prevention Plan

Gross domestic product
General practitioner(s)
Information, linkages and capacity

Lesbian, gay, bisexual, transgender,
intersexand queer

Local Hospital Network

New South Wales

NDIA
NDIS
NMHC

NOCC

NPS
NSPS
NSPT
NT
MHA

MHSRRA

PHN
PLR
Qld
SA
SHS
Tas
Vic
WA

YES

National Disability Insurance Agency
National Disability Insurance Scheme
National Mental Health Commission

National Outcomes and Casemix
Collection

National Psychosocial Supports
National Suicide Prevention Strategy
National Suicide Prevention Trial
Northern Territory

Mental Health Australia

Mental Health Servicesin Ruraland
Remote Areas

Primary Health Network

Provider of Last Resort
Queensland

South Australia

Specialised Homelessness Services
Tasmania

Victoria

Western Australia

Your Experience of Service
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Appendix 3:
Glossary

Affective disorders

Affective disorderis a category of mentalillnesses. The common

feature among affective disordersis mood disturbance.
Depression, dysthymia and bipolar affective disorderare all
types of affective disorder.

Anxiety disorders

Anxiety disorders are a category of mentalilinesses thatare
marked by the experience of intense and debilitating anxiety.
Panicdisorder, social phobia, agoraphobia, generalised
anxiety disorder, post-traumatic stress disorder and obsessive
compulsive disorder are all types of anxiety disorder.

Australian Mental Health Leaders Fellowship

The Australian Mental Health Leaders Fellowshipis a national
program that supportsthe development of leadership skills
amongemerging leaders with a passion and commitment
tomental 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 career researchers, and
professionalsinindustry, finance and the justice system.

Burden of disease

Burden of disease is the quantified years of healthy life lost,
eitherthrough premature death or living with a disability due to

illness orinjury. Burden of disease isa measure of theimpactofa

disease orinjuryonapopulation.

Carer

Inthisdocument, the term carer refersto anindividual who
provides ongoing personal care, support, advocacy and/or
assistance toaperson with mentalillness.

Co-design
Anapproach todesignthatincludesall stakeholders (for

example, consumers, carers, researchers, health workers,
clinicians, funders, policy-makers).

Community supports

Non-clinical services, providedina community setting, that assist

people withamentalillness to live meaningfuland contributing
lives. These may include services that relate to daily living skills,

self-care and self-management, social connectedness, housing,

educationand employment.

Consumers

People whoidentify ashavingaliving or lived experience of
mentalillness, irrespective of whether they have a formal
diagnosis, who have accessed mental health services and/
orreceived treatment. Thisincludes people who describe
themselvesasa ‘peer’, ‘survivor’ or ‘expert by experience’.

Current mental healthissue

Aderived category used in the Specialist Homelessness Services
(SHS) Collection. SHS clients are identified as having a current
mental healthissueif any of the following apply:

the client indicated at the beginning of a support period that
they were receiving services or assistance for their mental
health issues, or had received them in the last 12 months

the client’s formal referral source to the specialist
homelessness agency was a mental health service

the client reported ‘mental health issues’
as a reason for seeking assistance

the client’s dwelling type either a week before
presenting to an agency, or when presenting to
an agency, was a psychiatric hospital or unit

the client had been in a psychiatric hospital
or unit in the last 12 months

at some stage during the client’s support period,
a need was identified for psychological services,
psychiatric services or mental health services.

Depression

Depressionisamentalillness characterised by periods of low
mood and significantimpairment due to symptoms such asloss
ofinterest and enjoyment, reduced energy and concentration
andchangesinsleep and appetite.

Early intervention

Identifying signs and risks of mental illness early followed by
appropriate, timely intervention and support which can reduce
the severity, duration and recurrence of mentalillnessandits
associated social disadvantage.

Lived experience

Inthisreport, lived experience refers to people who have either
current or past experience of mentalillness as a consumer and/
oracarer.

Local Health Network (LHN)

AnLHN s alegal entity established by a state or territory
governmentin orderto devolve operational management for
public hospitals, and accountability for local service delivery, to
thelocallevel. An LHN can contain one or more hospitals.
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Mental health

The World Health Organization defines mental health asa state
of wellbeing in which every person realises their own potential,
can cope with the normal stresses of life, can work productively
andfruitfully, andis able to contribute to their community.

Mentalillness

Mentalillnessis awide spectrum of diagnosable health
conditions that significantly affect how a person feels, thinks,
behaves, andinteracts with other people. Mentalillness can
varyin both severity and duration. In thisreport ‘mentaliliness’
isusedin place of ‘mental health problem’, ‘mental health
disorder’, ‘mentalill-health’ and ‘mental health disease’.

National Disability Insurance Scheme (NDIS)

The NDIS provides individualised support packages for eligible
people with permanent and significant disability, their families
and carers. Rolloutcommenced on 1July 2016 and is expected to
be complete by 2020.

National Mental Health Service Planning Framework

Amodelthatallows usersto estimate need and expected
demand for mental health care and the level and mix of mental
health services required foragiven population. The model can
be usedto help plan, coordinate and resource mental health
servicesto meet Australia’s population needs.

Non-government organisations (NGOs)

Private not-for-profit community-managed organisations that
receive government funding specifically for the purpose of
providing community support services.

Peer workforce

The supply of people who are employed, either part-time or full-
time, onthe basis of their lived experience, to provide support to
people experiencing a similar situation.

The people who make up the peer workforce may be called
peerworkers, consumer workers, carer workers and/or lived
experience workers.

Performanceindicators

Aconcise list ofindicators used to measure effectivenessin
achieving outcomes.

Poor mental health

Low levels of mental health that are not diagnosable.

Prevalence of mentalillness

The proportion of people in a population who meet diagnostic
criteriaforany mentalillness atagiventime.

Primary Health Network (PHN)

APHN isanadministrative health region established to
deliveraccessto primary care services for patients, as well

as co-ordinate with local hospitals toimprove the operational
efficiency of the network. The six key priorities for targeted
work for PHNs are: mental health, Aboriginal and Torres Strait
Islander health, population health, health workforce, eHealth
andaged care.

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 hospitaland relevant medical and paramedical practitioners.

Psychosocial disability

Atermusedinthe context of the National Disability Insurance
Scheme (NDIS) to describe a disability arising from a mental
illness, that is likely to make the person eligible for an individual
support package underthe scheme.

Publichospital

Ahospital controlled by a state or territory health authority. In
Australia, publichospitals may offer free diagnostic services,
treatment, care and accommodation.

Recovery

Recoveryisdifferentforeveryone. Forthe purposes of this
report, recoveryisdefined asbeing able to createandlive a
meaningfuland contributing life, with or without the presence
of mentalillness.

Restraint

Therestriction of an individual’s freedom of movement by
physical or mechanical means.

Seclusion

The confinement of an individual at any time of the day or night
aloneinaroomorareafromwhichfree exitis prevented.
Social and emotional wellbeing

Aholisticconceptthat reflects the Aboriginal and Torres Strait
Islander understanding of health and recognises the importance
of connectiontoland, culture, spirituality, ancestry, family and
community and how these affect the individual.

Socio-economicdisadvantage

Reduced accessto material and social resources, and
subsequent capacity to participatein society, relative
to othersinthe community.
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Stepped care

Stepped careisan evidence-based, staged system comprising a
hierarchy of interventions, from the least to the mostintensive,
matched to the individual’s needs. Within a stepped care
approach, anindividual will be supported to transition up to
higherintensity services ortransition down to lower intensity
servicesastheirneeds change.

Stigma

Stigmais a mark of shame, disgrace or disapproval on the basis
ofanindividual’s characteristics, which resultsin that individual
being rejected, discriminated against, and/or excluded from
participatingina number of different areas of society.

Substance use disorders

Substance use disorders are a category of mentalillnesses that
relate to problemsarising from the use of alcohol or drugs.

Suicide
Deliberately ending one’s own life.

Thin market

Isamarket where the number of providers or consumersis too
smallto supportthe competitive provision of services.
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