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Foreword

The Fifth National Mental Health and Suicide
Prevention Plan (Fifth Plan) establishes a national
approach for collaborative governmentaction to
improve the provision of integrated mental health
andrelated servicesin Australia. Endorsed by the
Council of Australian Governments (COAG) Health
Councilin August 2017, the Fifth Plan has now
completedits second year ofimplementation.

Reporting onthe progress of mental health
reformisessentialin orderto knowthatthe
commitmentsin the Fifth Plan are being honoured
and are making a difference. The National Mental
Health Commission (NMHC) has been given
responsibility for deliveringan annual report,

for presentation to health ministers, onthe
implementation progress of the Fifth Plan actions
and performance against the identified indicators.

Theinaugural Fifth Planimplementation progress
report (2018 Progress Report) was presented
tothe COAG Health Councilin October 2018.

lam proudto presentthe second reporton
implementation progress, the Fifth National
Mental Health and Suicide Prevention Plan, 2019:
Progress Report 2 (2019 Progress Report).

The 2019 Progress Report outlines progress achieved
by stakeholders against each of the Fifth Plan’s 32
actionsasat30June 2019. Thereportalsoincludes
performance indicators designed to collectively
provide a picture of how Australia’s mental health
systemis performing. This year, the NMHCis

pleased to present five additional performance
indicators that were unavailablein 2018.

Asreported by stakeholders, the majority of actions
appeartobe progressing on schedule. Although some
priority areas appear to have progressed further
thanothers, the NMHCis encouraged by the ongoing
effortsof allinvolved inimplementing the actions

of the Fifth Plan, and the continued engagement

by all stakeholders with consumers and carers.

Thereis more to measuring progress than simply
reporting onthe status of actions. The NMHCis
interested in understanding how the completion

of Fifth Plan actionsis changing mental health and
suicide prevention planning, delivery and evaluation.
Now that governance arrangementsarein placeand
the milestones of some actions have been achieved,

the NMHC can seek to understand and measure
the outcomes of these actions startingin 2020.

Outcomes willalso continue to be assessed from
the perspectives of consumersand carers, viathe
NMHC’s annual consumer and carer report. The
Fifth National Mental Health and Suicide Prevention
Plan, 2019: The consumer and carer perspective,
publishedin September 2019 presents baseline
dataonthe experiences of consumersand carers
astheyaccessthe mental health system. The
NMHC will use this baseline to track progress

and measure change from the perspective of
consumers and carers over the comingyears.

In seeking to understand the experiences of
consumersand carersin conjunction with
monitoring the progress of the Fifth Plan’s
implementation, the NMHC can measure progress
and, ultimately, determine whether the Fifth Plan
has been successfulinachievingits objectives.

Thankyoutoall the stakeholders who are working
togethertoimplementactions under the Fifth
Plan—the Australian Government, state and
territory governments, Primary Health Networks
and Australian Health Ministers’ Advisory Council
committees—fortheirvaluable contributions
tothisreport. Itisthrough the sustained and
collaborative efforts of stakeholders that
improvementsin mental health and suicide
preventionin Australia will be realised.

Christine Morgan
CEO of the NMHC
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Executive
Summary

The Fifth National Mental Health and Suicide Prevention
Plan (Fifth Plan) builds on the foundations of previous reform
efforts and establishes a national approach for collaborative
government action to improve the provision of integrated
mental health and related services in Australia. To achieve
this, the Fifth Plan identifies eight priority areas and 32
actions that are designed to improve the transparency,
accountability, efficiency and effectiveness of the Australian
mental health system. Ultimately, the Fifth Plan aims to
improve the lives of people living with a mental illness and
the lives of their families, carers and communities.

Reporting onthe progress of mental health
reformis essential in order to know whether the
commitmentsin the Fifth Plan are being metand
are making a difference. The National Mental
Health Commission (NMHC) has been given
responsibility for deliveringan annual report onthe
implementation progress of the Fifth Plan actions
and performance against theidentified indicators.
Thefirst of these reports, the Fifth National Mental
Health and Suicide Prevention Plan, 2018: Progress
Report (2018 Progress Report) was delivered to
the Council of Australian Governments (COAG)
Health Councilin October 2018 and described

the progress made towards the implementation

of the Fifth Plan actionsinits firstyear.

Aspartofitsreportingrole, the NMHC also sought
tounderstand whetherimplementation of the
Fifth Plan hashad animpact on how consumers
and carers experience mental health care. The
NMHC conducted a national survey to capture
the experiences of consumersand carersand
published the Fifth National Mental Health and
Suicide Prevention Plan, 2019: The consumer and
carer perspective (2019 Consumer and Carer
Report)in September 2019. The report established
abaseline against which the performance of the
Fifth Plan can be measuredintermsofitsimpact
onconsumers and carers. It provides the unique
perspectives of consumers and carers as they
interact with a system while it undergoes reform.

By monitoring the progress of the work of
stakeholdersresponsible forimplementing
the Fifth Plan, as well as seeking feedback from
consumersand carers across Australia, the
NMHCaims to gain a broader understanding of
whether thisreformis meetingits objectives.
Monitoring the implementation progress
ofthe Fifth Planisalso critical foridentifying
barriers, challenges and significant system
changesthat may impede progress orimpact.

Thisreportisthe secondin aseries that will be
produced annually over the life of the Fifth Plan.

It outlines the progress achieved against the Fifth
National Mental Health and Suicide Prevention Plan
Implementation Plan (Implementation Plan) as at 30
June 2019, and presents the available performance
indicatorsthatare designedto collectively provide
apicture of how Australia’s mental health system

is performing. Compared with the 2018 Progress
Report, thisyear’sreport presents a more thorough
and detailed analysis of progress. Thisis a result of
more activities commencingin the second year of
the Fifth Plan’simplementation, in addition toamore
targeted implementation progress survey process.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019



Monitoring and reporting on progress

To determine the progress of the implementation
ofthe Fifth Plan, the NMHC surveyed the
stakeholders namedinthe Implementation Plan
thatare responsible for delivering actions. These
stakeholdersincluded the Australian Government
Department of Health, state and territory
departments of health, national and state mental
health commissions, Primary Health Networks
(PHNs) and subcommittees of the COAG Health
Council. Stakeholders were asked questions
based on their specificrole in theimplementation
ofthe eight priority areas and 32 actions.

Formostactionsinthe ImplementationPlana
stakeholderisnamedasa Coordination Point. The
Coordination Point of each action was required
toratethe progressoftheactionasat30June
2019. Progress was measured on a4-pointscale:

e Yettocommence

e Commenced — not on track
e Commenced —on track

e Completed.

Theseratingsindicate whetheractionsare
progressing according to the milestone date
stipulatedinthe Implementation Plan. In
additiontorating progress, Coordination Points
and Implementers were asked to describe
activity towardstheimplementation of each
action. Implementers are the stakeholders
named under ‘roles’ foreach actionin the
Implementation Plan. The combination of ratings
and descriptions form the basis of this report.

The implementation progress reported by the NMHC

isbased onthe responses provided by stakeholders

and has not been independently verified. The NMHC

has used stakeholder responsesto describe the
implementation progress of each action without
furtherinterpretation. Insomeinstances, the
NMHC has suggested points for consideration
onthe basis of these descriptions—particularly
foractionswhere progressisyetto commence.

In addition, many stakeholders other than those
named in the Fifth Plan have animportantrolein
the mental health system. The Fifth National Mental
Health and Suicide Prevention Plan, 2019: Progress
Report (2019 Progress Report) does not capture
these stakeholder activities or perspectives.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

Implementation progress

Overall, the implementation progress of the
majority of actions across the Implementation
Planhasbeenreported as ‘commenced—on
track’. However, some areas have not progressed
asscheduledinthe Implementation Plan.

The status of each of the Fifth Plan’s 32 actions
asat30June2019is presentedinthetablein
Appendix A. Asummary of progress against actions
in each priority area of the Fifth Plan detailed in

the Implementation Planis provided below.

Governance

The majority of actionsin the governance
section were reported as ‘commenced—on
track’,and most of the required governance
arrangements have been established.

The NMHC understands that aworking group to
lead the review and renewal of the National Mental
Health Policy has recently been established by the
Mental Health Principle Committee (MHPC). The
review was due tocommenceinJanuary 2018, for
completionin December 2020. Itis understood
thatwork on the review will commence once
membership of the working group has been agreed,
taking into account ongoing reform activities.

Changestotheleadership of the Aboriginaland Torres
StraitIslander Mental Health and Suicide Prevention
Project Reference Group (ATSIMHSPPRG) appear

to have significantly affected the group’s ability to
implement the actions under Priority Area 4. Itis
expected that the work of the ATSIMHSPPRG can now
be progressed without further delay as the group’s
composition and focus of actions have been finalised.



Measuring and reporting on change

The majority of actions for Measuring and reporting
onchange were reported as ‘commenced—ontrack’.

The NMHCnotesthereisadelayinthe
development of a Fifth Plan evaluation plan.
Although the evaluation of the Fifth Planis

not due for completion until June 2022, the
commissioning of this evaluation, including
clearing the evaluation plan through the Mental
Health Information Strategy Standing Committee
(MHISSC), was required by December 2018.

Given that the Fifth Planis now enteringits third
year ofimplementationand thatthe development
of an evaluation will require engagement with
multiple stakeholders, the NMHC urges the
Australian Government Department of Health
tocommence thisactionasa priority.

Priority Area 1: Achievingintegrated
regional planning and service delivery

The majority of actions for achievingintegration of
regional planning and service delivery were reported
as ‘commenced—ontrack’. Thisis particularly
significant given the complexity of this priority area.

The developmentand release of Joint Regional
Planning for Integrated Mental Health and Suicide
Prevention Services: a Guide for Local Health Networks
and Primary Health Networks (Guide for Joint
Regional Planning), in October 2018 is particularly
important as the guidance will enable PHNs and LHNs
to ensure that Fifth Plan priority areas (specifically
priorityareas 2, 3,4 and 5) are considered in their
regional mental health and suicide prevention plans.

The work currently underway by the University

of Queensland (commissioned by the Australian
Government Department of Health) to address the
limitations of the National Mental Health Service
Planning Framework (NMHSPF) Planning Support
Toolforrural, remote and Aboriginal and Torres Strait
Islander populationsisintended to resultin wider
use of the tool. Thisis particularly significant given
that anumber of stakeholders reported limitations
ofthetoolacross priorityareas 1,3and 8inthe
2018 Progress Report. The Australian Government
has recognised the limitations of the tool, and that
addressing these limitations will increase the tool’s
ability to be used consistently across jurisdictions.

Consistent with the 2018 Progress Report, the
PHNsreportalack of funding and resources
needed to supportintegrated regional planning
andservice delivery. They report this as being
asignificant barrier to progress. PHNs describe
regional planningasacomplexandresource-
intensive exercise that would particularly benefit
from additional stafftolead the process, as

well asfunding to developinitiatives to support
integrated regional service planning and delivery.

The NMHC notes that Action 2.5 of the
Implementation Plan requires PHNs and LHNs to
develop comprehensive regional plans by mid-2020.
However, there appear to be variations across PHNs
astowhenthisaction will be delivered. Some PHNs
reportedthatthey expecttorelease afoundational
plan by mid-2020, with comprehensive plans not
expected until 2022. This is consistent with the
Guidancefor Joint Regional Planning released
onthe Australian Government Department

of Health website but not with the milestone

date specified in the Implementation Plan.

The majority of stakeholders reported strong
engagementacross the sector. However, asmall
number of PHNs reported alack of engagement

by state and territory governments, and LHNs, as
significant barriersto progress. The NMHC notes
that the Fifth Plan marks the first time that all
governments have committed to working together
toachieveintegrationin planningandservice
delivery attheregional level. For this reason, itis not
surprising that some stakeholders have experienced
difficultiesin clarifying the roles, responsibilities and
expectationsinvolved inimplementing this reform.
Giventhat the implementation of the Fifth Plan has
completedits secondyear, however,the NMHChopes
that these difficulties can be resolved promptly, and
that stakeholders can work together to successfully
implement Priority Area 1 of the Fifth Plan.
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Priority Area 2: Effective suicide
prevention

Implementation of Priority Area 2 is progressing
well, with allactions reported as ‘commenced—on
track’. Of particular significance is the development
of the National Suicide Prevention Implementation
Strategy. The National Suicide Prevention
Implementation Strategy for Australia’s Health
System 2020—2023 embodies a systems approach to
suicide prevention and requires all health ministers
to attemptto collaborate with non-health portfolios.

The provision of training to health providers
andthelocal community by state and territory
governments, and the additional funding dedicated
tosuicide prevention are noteworthy, as it
demonstratesthe commitment of jurisdictions
toinvestin suicide prevention activities.

Priority Area 3: Coordinating treatment
and supports for people with severe and
complex mentalillness

The NMHC notes that no Coordination Points have
been named to oversee the implementation of
the actions under Priority Area 3. This makes it
difficult torate progress, asthereis nooverarching
committee to coordinate the implementation

of each action, and the NMHC must rely on self-
reported progress updates from stakeholders.
Despite this complexity, the actions under

Priority Area 3 appearto bein progress.

The NMHC notes that all state and territory
governments have an agreement with the
Australian Government Department of Health for
psychosocial supportservices, and that guidance
material outlining expectations for coordinated
treatmentand supports for people with severe
and complex mentalillness has been provided to
LHNs and PHNs. As noted by the South Australian
Government, however, there may be a need for
further guidance. Although additional guidelines
will be developed under Action 9, thisactionis not
scheduled for completion until 2020. The NMHC
expectsthatthese guidelines willinvolve consultation
with PHNs to ensure the best possible alignment
between current practice and future expectations.

The NMHC acknowledges the complexity of
theintersection of the Fifth Plan with the NDIS.
Goingforward, the NMHC will seek to understand
how agreements for psychosocial support
servicesare resulting in outcomes for people
living with severe and complex mentalillness.

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

Anumber of actions under this priority area
were reported as ‘yetto commence’. Thisis
concerning given thatimplementation of the
Fifth Plan has completed its second year.

Asnotedin ‘Governance’, changesin the structure

of ATSIMHSPPRG, including the resignation of the
ATSIMHSPPRG Chairand the subsequentdelayin
recruiting a replacement, have significantly affected
the group’s ability toimplement the actions under
Priority Area 4. In addition, the ATSIMHSPPRG revised
the Priority Area 4 actions and agreed to adjust

the focus of some of the actions. This has delayed

the commencement of a number of actions.

The NMHC anticipates that the work of the
ATSIMHSPPRG can progress without further

delay now that anew Chair has been appointed

and secretariat support provided. The NMHC
acknowledges the expertise of the ATSIMHSPPRG,
andthevalue of adjusting the focus of specificactions
tomore appropriately address Aboriginal and Torres
StraitIslander mental health and suicide prevention.

Action 13.5involves scoping the development

of mental health key performance indicators

for Aboriginaland Torres Strait Islander primary
healthcare. The MHISSC has requested that this
action be coordinated by the ATSIMHSPPRG due to
its expertise. Given that this action was scheduled
tocommencein 2018 andis due for completionin
2021, the NMHCis concerned thatthe ATSIMHSPPRG
does not have sufficient time to deliver this work.

Giventheimportance and scale of the actions
within Priority Area 4, andin light of the barriers
reported by stakeholdersinimplementing this
priority area, the NMHC urges the MHPC to
considerthe resourcing of the ATSIMHSPPRG to
ensure thatthe actions can beimplemented.
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Priority Area 5: Improving the physical
health of people living with mentalillness
and reducing early mortality

Implementation of this priority areais progressing
well, and all actions were reported as ‘commenced —
ontrack’.

The NMHC acknowledges the achievements of
stakeholdersinworkingtoimprove the physical
health of individuals living with mental illness.
Thisincludesthe delivery of arange of programs
and strategiesto support physical health needs
by LHNs, and PHNs commissioning targeted
servicesin partnership with local organisations.

Asmore PHNs and LHNs release their joint regional
mental health and suicide prevention plansin
2020, the NMHC will gain a more comprehensive
picture of how joint service planning activity

will focus on the treatment of physicalillness

in people living with mentalillness.

Priority Area 6: Reducing stigma and
discrimination

Anumber of actions within this priority area were
reportedas ‘yetto commence’ or ‘commenced —
notontrack’. The NMHCacknowledges that the
actions within this priority area are dependent
onthe completion of Action 18, namely,

the development of options foranationally
coordinated approach to reduction of stigma
and discrimination, with afocus on mentalillness
thatis poorly understood in the community.

Consultations on options for a nationally coordinated
approach were scheduled for completion by late
2018.The Australian Government Department of
Health reported that these consultations will not
take place until the first half of 2020. Given that
subsequent actions within Priority Area 6 cannot
commence until Action 18 iscompleted, the NMHC
urgesthe progress of thiswork as a priority.

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

The majority of actions under this priority were
reported as ‘commenced—ontrack’.

The NMHC acknowledges that the Safety and Quality
Partnership Standing Committee (SQPSC) isunable
to progress the development of a mental health
supplementtothe National Safety and Quality Health
Service (NSQHS) Standards (Action 22), until a process
forrevising the National Standards for Mental

Health Services (NSMHS) (Action 21.4) has been
finalised. The NMHC notes the progress towards the
implementation of a process for revising the NSMHS
(Action 21.4). Asreported by the SQPSC, the NMHC
recognises the value of broadening representation
inthe project advisory group being established

by the SQPSCto ensure coverage of all relevant
service delivery sectors. Once representatives

are confirmed, the NMHC expectsto see progress
made towards the commencement of the mental
health supplement to the NSQHS Standards.

The NMHC notes the high costinvolvedinthe
implementation of the World Health Organization
(WHO) QualityRights Guide and training tools (Action
27),and the MHPC’s decision not to supportthe
initial proposal, asreportedin the 2018 Progress
Report. The MHPC has since agreed that this action
isthe responsibility of individual jurisdictions and
will not attempt to progress thisaction further.
Giventhe prohibitive cost ofimplementing the WHO
QualityRights Guide however, itis unlikely that states
andterritories willadopt this model. On this basis,
the NMHCis unclearasto the value of keeping this
actioninthe Implementation Planand suggests that
governments revise theinclusion of thisactionin the
Fifth Plan or explore alternative models for national
implementation of comparable traininginstead.
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Additionally, the NMHC acknowledges the

change to the Coordination Point of Action 25,
ensuring that services funded by the Australian
Governmentand states and territories have safety
and quality monitoring and publicreporting. The
NMHCencourages stakeholders to work together
toensurethattherolesand responsibilities
forthisaction are clear, and that this change

does not negatively affect future progress.

The NMHC notes the completion of Action 21.2,
with the MHISSCreporting thatit has revised

the National Mental Health Performance
Framework. The revised framework will support
the monitoringand reporting of performance and
quality across all mental health service sectors.

Priority Area 8: Ensuring that the enablers
of effective system performance and
systemimprovementarein place

The NMHCis pleased to note that the majority of
actions were reported as ‘commenced—ontrack’.
Progress was reported for the development of
the National Mental Health Research Strategy,
the Peer Workforce Development Guidelinesand
the National Digital Mental Health Framework.

Inagreement with the MHPC and the Australian
Government Department of Health, the NMHC
acknowledges theimportance of aligning the
development of the Workforce Development
Program (Action 31) with the National Mental
Health Workforce Strategy led by the Australian
Government Department of Health.

Outputs from the NMHSPF will also inform the
development of the Workforce Development
Program.Asreportedinthe 2018 Progress Report,
the ongoingimprovement of the NMHSPF to ensure
thatitincludesrural, remote and Aboriginaland
Torres StraitIslander populationsisimportant if
jurisdictions are to be able to use the framework fully.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

The NMHC notes the work currently underway
by the University of Queensland to address
the limitations of the NMHSPF. Thisis also an
important considerationin the development
of the Workforce Development Program.

Keyimplementation developments
since 2017-18

Overall, stakeholders reported that key initiatives
are progressing through the relevant COAG Health
Council committee structures. Thisincludes the
National Mental Health Research Strategy, Peer
Workforce Development Guidelines, Safety and
Quality Engagement Guide, the National Digital
Mental Health Framework and the National Suicide
Prevention Implementation Strategy. These are
substantial pieces of work that have required
thejoint efforts of multiple stakeholders.

Of note, since the 2018 Progress Report, all
governments have entered into an agreement

with the Australian Government Department of
Health for psychosocial support services through
the National Psychosocial Support measure. The
purpose of the National Psychosocial Support
measureisto provide psychosocial supportservices
to people with severe mentalillness who are not
more appropriately funded through the NDIS.

Stakeholders again reported that the
expertise of Australian Health Ministers’
Advisory Council (AHMAC) committees and
effective stakeholder engagement were key
enablers ofimplementation progress.

Additionally, it appears that consumerand
carerengagementinimplementation of
the Fifth Planis occurring mainly through
representation on governance committees.
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Amaterial barrier reportedinthe 2018 Progress
Report was the availability of guidance for the
development of joint regional mental health

and suicide prevention plans. Stakeholders
reportedthey were unable to progress with their
regional planning until guidance was provided
that outlined expectations for PHNs and LHNs
across anumber of priority areas, including:

e coordinated treatment and supports for
people with severe and complex mental
illness (Action 7, Priority Area 3)

e integrated planning and service delivery
for Aboriginal and Torres Strait Islander
peoples (Action 10, Priority Area 4)

¢ |ocal treatment planning and clinical governance
for the treatment of physical illness in people
living with mental illness, by including it as part
of joint service planning activity (Action 16.1,
Priority Area 5) and joint clinical governance
activity (Action 16.2, Priority Area 5).

This guidance (Guide for Joint Regional Planning)
has since been developed by the Integrated
Regional Planning Working Group and released
through the Australian Government Department
of Health website, and a number of PHNs

and LHNs have subsequently progressed the
development of theirjoint regional plans.

Areasin need of attention

The Implementation Plan specifies that
comprehensive joint regional plans are to be
delivered by mid-2020. However, the Guide for Joint
Regional Planning recognises that for PHN and LHN
regions that are faced with complicationstojoint
regional planning, it may be more appropriate to
publicly release afoundational joint regional plan by
mid-2020, and commit to publishinga comprehensive
jointregional plan by mid-2022. The Guide for Joint
Regional Planning encourages regions that have the
pre-existing capacity and partnerships required for
joint regional planning to publish a comprehensive
regional plan by mid-2020, anditappearsthatsome
PHNs are ontrackto release their comprehensive
plans by this milestone date. Given the expected
variationin delivery timelines between regions, the
NMHC will work with key stakeholders to determine
how best to monitor the development of joint
regional plans for the remaininglife of the Fifth Plan.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

Asimplementation of the Fifth Plan is now entering
itsthird year, itis crucial that work begins to
formulate the Fifth Plan evaluation plan. Given that
the evaluation will involve significant engagement
with multiple stakeholders, the NMHC urges the
Australian Government Department of Health to
commence theimplementation of thisaction, and
consider the flow-on effects of any further delays.

[tis clearthatmomentumis neededtocommence
actionsin Priority Area 4 (Improving Aboriginal
andTorres Strait Islander mental healthand
suicide prevention). Actions in this priority area
have encountered ssignificantdelaysin 2018—-19
asaresultof changes made by the ATSIMHSPPRG
tothefocus ofanumberofactions. The
resignation of the ATSIMHSPPRG Chairand the
subsequentdelayinrecruitinga replacement
also negatively affected progressin this priority
area. The NMHCexpects that actionsin this
priority area will be progressed following the
appointment of a new Chairand consideration
of resources required for the ATSIMHSPPRG.

Priority Area 6 (Reducing stigma and discrimination),
isfacing delaysinimplementation, with a
number of actions dependent on the outcome of
consultations. These consultations were due for
completion by the end of 2018, however they are
now not expected to be held until the first half of
2020. The development of options fora nationally
coordinated approach to stigmaand discrimination
willbe informed by these consultations, held by
the Australian Government Department of Health,
which willthen be presented to the AHMAC.
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Similarly, anumber of actionsin Priority Area 7
(Making safety and quality central to mental health
service delivery), have beenreported asyet to
commence. Thisisduetothe interdependency

of actions. The mental health supplement to the
NSQHS Standards being developedin Action 22
needs to align with the National Standards for
Mental Health Services. A process for revising the
National Standards for Mental Health Services
(Action 21.4)is not due for completion until 2021.

In addition, the MHPC has agreed that Action 27
isthe responsibility of individual jurisdictions and
will not be progressing the action any further.
Action 27 requires governments to make accessible
the WHO QualityRights guidance and training to
promote awareness of consumer rights. Given the
prohibitive cost of these guidelines however, the
NMHC recommends that governments revise the
inclusion of thisaction or explore alternative models
fornationalimplementation of comparable training.

Performanceindicators

The Fifth Planidentifies a set of 24 performance
indicators, designed to collectively measure

the health and wellbeing of Australians and the
performance of the mental health system, for the life
ofthe Fifth Plan andinto the future. With this long-
term monitoring in mind, the identified performance
indicatorsinclude broad measures of the health
status of the population and the process of mental
health care, rather than measures that closely align
with the priority areas or actions under the Fifth Plan.

The Fifth Plan performance indicators describe the
status of the health and wellbeing of Australians,
and the performance of the mental health system.
Where sufficient time-series datais available,
performance indicators can measure whether
there have beenimprovementsin health, wellbeing
orsystem performance. However, performance
indicatorsare unable to provide information on
why a measure of health, wellbeing or system
performance hasor has notchanged overtime,
orwhatis neededto achieve the desired changes.

The second half of this reportincludes a high-level
summary of the available indicatorsand analyses
each available indicator, including what the data can
and cannotsay about the mental healthand wellbeing
of Australians or the performance of the mental
health sector. Additional data for each available
indicator can be found onthe NMHC’s website.

The available indicators show that at the national
level, some aspects of the health and wellbeing of
Australians are stagnant and some are experiencing
small, sustained deterioration. Nationally,

some aspects of the mental health system are
consistentlyimproving, while others remain
stagnant. These results are discussed in detail in

the performance indicators section of this report.

Although the performanceindicators canidentify
thatchangeis neededtoimprove the health and
wellbeing of Australians or the performance of

the mental health system, they cannotindicate
what changeis necessary to see the desired
improvements. Investigation beyond the Fifth Plan
indicatorsis required to inform future reforms.

Looking forward

The 2019 Progress Report provides a comprehensive
overview of progress towards completing the Fifth
Planactions. It also provides broad measures of the
health status of the population and the performance
of the mental health system.

Understanding how consumers and carers
experience mental health care is a priority for the
NMHC. The NMHC’s 2019 Consumer and Carer
Report provides a baseline understanding of
consumer and carer experiences of mental health
care. Although the 2019 Consumer and Carer
Report is based on a small sample of consumers and
carers, it highlights some key issues of significance
in the community. Reported issues included the
high rates and negative impact of experiences of
mental health stigma and discrimination in the
community and when accessing mental health
services. In addition, issues of availability and
cultural appropriateness of services were reported
as key barriers by Aboriginal and Torres Strait
Islander respondents.
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Giventheimplementation delaysin Fifth Plan actions
toimprove Aboriginal and Torres Strait Islander
mental health and suicide prevention (Priority Area 4)
andreduce stigma and discrimination (Priority Area
6), the NMHC does not expect to see a significant shift
inthese experiencesin nextyear’s consumerand
carer report, based on Fifth Planimplementation. It
will be important to continue to monitor these issues
asimplementation of actionsis progressed.

The NMHCwill continue to publish annual reports on
the consumerand carer perspective to supplement
Fifth Planimplementation progress reports. In seeking
tounderstand the experiences of consumersand
carersin conjunction with monitoring the progress of
the Fifth Plan’simplementation, the NMHCcan gainan
indication of whether the Fifth Plan has been successful
inachievingits objectives.

Future considerations for policy makers

Duringthe process of monitoringand reporting
ontheimplementation progress of the Fifth

Plan, the NMHC hasidentified severalissues that policy
makers should consider for future mental healthand
suicide prevention reforms.

The Fifth Plan primarily focuses on actions for
governmentsand associated stakeholderstoimprove
mental health and suicide prevention.

It does notinclude actions for private, non-government
orcommunity organisations. These stakeholders have
akeyroleinimproving mental health and suicide
preventionand capturing their roleinfuture reforms
shouldbe considered.
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Additionally, the Fifth Plan takes a health
focustoimproving mental health and suicide
prevention. Awhole-of-government approach
tofuturereforms, includingendorsement by,
and actions for, related portfolios—such as
education, justice and social services—would
align with current government efforts.

Ensuringthatallactions for future implementation
of mental health and suicide prevention reform
are specific, measurable and time-bound will
helpto clearly define the expectations and

roles of stakeholders. Future reforms would

also benefit from mechanisms built-in to the
Implementation Plan that appropriately support
andresource stakeholders toimplementactions.

Asthe performanceindicatorsidentified in the Fifth
Planare not closely aligned with the actions of the
Fifth Plan, they cannot be used to determine whether
or not the Fifth Plan actions have been effective
inimproving the mental health system. Future
National Mental Health and Suicide Prevention

Plans should consider specifying measurable
outcomes forindividual actions, in addition to
indicators that facilitate long-term monitoring of the
performance of the mental health system andthe
health and wellbeing of Australians. This will make

it clearer that the reformis making a difference.

Evaluation of the Fifth Plan will be a critical and
important part of addressing the limitations
of the Fifth Plan toinform future National
Mental Health and Suicide Prevention

Plans, as well asotherrelated reforms.
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Introduction

The release of the Fifth National Mental Health and
Suicide Prevention Plan (Fifth Plan) in August 2017 marked
a significant point in the history of mental health reform
in Australia. The Fifth Plan is the first mental health

plan to commit all governments to working together to
achieve integration in planning and service delivery at

a regional level.

Itisalsothefirst planto specifically outline
anagreed setofactionstoaddresssocialand
emotional wellbeing, mentalillnessand suicide
among Aboriginal and Torres Strait Islander
peopleasapriority. Aswell, itis the first to
elevate theimportance of addressing the
physical health needs of people who live with
mentalillness, and reducing the stigma and
discrimination thataccompany mentalillness.

The aim of the Fifth Plan is to establish a national
approach for collaborative government action
toimprove the provision of integrated mental
healthandrelated servicesin Australia. The
Fifth Plan primarily focuses on actions for
governments and associated stakeholders to
improve mental health and suicide prevention.
Itdoesnotinclude actions for private, non-
government or community organisations.

The Fifth Planis underpinned by eight priority areas

and 32 actions, which are designed toimprove
the transparency, accountability, efficiency and

effectiveness of the Australian mental health system.

The eight priority areas of the Fifth Plan are:
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Priority Area 1: Achieving integrated
regional planning and service delivery.

Priority Area 2: Effective suicide prevention.

Priority Area 3: Coordinating treatment
and supports for people with severe
and complex mental illness.

Priority Area 4: Improving Aboriginal
and Torres Strait Islander mental
health and suicide prevention.

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

Priority Area 6: Reducing stigma

and discrimination.

Priority Area 7: Making safety and quality
central to mental health service delivery.
Priority Area 8: Ensuring that the enablers

of effective system performance and
system improvement are in place.
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The Fifth Planincludes actions thataim to achieve
specificoutcomes under each of the priority

areas, setthe direction for change and provide a
foundation for longer-term system reform. These
actions have been committed to by governments
and are detailed in the Fifth National Mental Health
and Suicide Prevention Plan Implementation

Plan (Implementation Plan). Governments also
identified 24 indicators that will be used to measure
the performance of the mental health and suicide
prevention sector over the life of the Fifth Plan.

Reporting onthe progress of mental health reform
isessentialin order to know that the commitments
inthe Fifth Planare beinghonouredand are
making a difference. The National Mental Health
Commission (NMHC) has been given responsibility
for deliveringan annual report, for presentation
to health ministers, on the implementation
progress of the Fifth Plan actions and performance
againsttheidentified indicators. The first of these
reports (2018 Progress Report) was delivered to
the Council of Australian Governments (COAG)
Health Councilin October 2018 and described

the progress made towards the implementation
ofthe Fifth Plan actionsinitsfirst year.

Tosupplement theimplementation progress
report, the NMHC sought to understand whether
the implementation of the Fifth Plan was leading
to genuineimprovements for consumersand
carers, by conducting a national survey to capture
the experiences of consumersand carers. The
results fromthis public consultation formed the
basis of the report Fifth National Mental Health
and Suicide Prevention Plan, 2019: The consumer
and carer perspective (2019 Consumer and Carer
Report), which was published in September 2019.
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The aim of the 2019 Consumer and Carer Report was

to establish a baseline against which the performance

of the Fifth Plan reform can be measured. The 2019
Consumerand Carer Report highlighted some
frequently raised issues that can inform the ongoing
implementation of the Fifth Plan by stakeholders.
Annual consumer and carerreports will help the
NMHCto understand the progressive impact of the
Fifth Plan for consumersand carers over time.

Asthesecondreportontheimplementation
progress of the Fifth Plan, thisreport outlines the
progress achieved against the Implementation
Planactionsasat30June 2019, and presents
additional performanceindicators.

The NMHC will continue to monitor and report
annually ontheimplementation progress of the
Fifth Plan. In addition, the NMHC will use annual
reports onthe consumer and carer experience to
supplementthe implementation progress reports,
andtodevelopamore detailed understanding
ofthe true nature of the Fifth Plan’s progress.
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Methodology

The Implementation Plan details roles, responsibilities and
tangible actions under each of the eight priority areas. The
NMHC has responsibility for monitoring and reporting

progress against these actions

Inresponse to feedback following the 2018
Progress Report, and toimprove engagement with
stakeholdersnamedinthe Implementation Plan,
the NMHC established a technical advisory group
toguide planning forthe 2019 Progress Report.

The Fifth Plan Technical Advisory Group (FPTAG)
includes representatives from each state and
territory government, the Australian Government
Department of Health, the Australian Institute

of Health and Welfare, the Safety and Quality
Partnership Standing Committee (SQPSC), the Suicide
Prevention Project Reference Group, the Mental
Health Information Strategy Standing Committee

Table 1: Key differencesin reporting approach

annually.

(MHISSC), and the Aboriginal and Torres Strait
Islander Mental Health and Suicide Prevention
Project Reference Group (ATSIMHSPPRG). The group
alsoincludesconsumerand carer representatives.

The FPTAG provided extensive feedbackand
advicetothe NMHCon the reporting timeframes,
survey methodology (including questions) and
stakeholder guidance forthe 2019 Progress
Report. Thisfeedback informed the differencesin
approach used for thisyear’s report, which aimed
to capture targeted, more detailed data from
stakeholders. The key differences between the
2018 and 2019 processes are outlinedin Table 1.

2018

The NMHCindependently designed survey questions.

Stakeholdersreceived guidance inthe form of ‘frequently asked
questions’ atthe same time asthe survey opened.

Relevant stakeholdersidentified against each action of the
Implementation Plan were asked to rate the progress of their
contributiononafour pointscale.

Stakeholders were asked to rate the level of consumerand carer
engagementon aseven pointscale.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

2019

Survey questions were designed in consultation with FPTAG which
included representatives from each state and territoryanda number
of AHMAC committees.

Stakeholdersreceived formalguidance and survey questions
approximately six weeks before the survey opened online. The online
survey wasopen forone month. Stakeholdershad 11 weeks to collect
theirdataand submittheirresponses.

Stakeholdersidentified as Coordination Points and Implementers
based ontheirrole specifiedinthe Implementation Plan.

Stakeholders were asked to describe how they have involved or
engaged with consumersand carers throughout theimplementation
of each priority area.
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Tounderstand the progress made against each
ofthe Fifth Plan’s actions, the NMHC developed
surveys using anonline consultation tool. Relevant
stakeholders were identified against each action
ofthe Implementation Plan. They were classified
aseither ‘Coordination Points’ (stakeholders

Box 1: Implementation Planroles

Coordination Points are the stakeholders namedin
the Implementation Plan as having responsibility for
coordinating theimplementation of the action. The
stakeholders named as Coordination Points are:

e theAustralian Health Ministers
Advisory Council (AHMAC)

¢ the Mental Health Principle Committee (MHPC)

e the National Mental Health Service
Planning Framework Steering Committee
(NMHSPF Steering Committee)

¢ the Mental Health Information Strategy
Standing Committee (MHISSC)

e theSafetyand Quality Partnership
Standing Committee (SQPSC).

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

responsible for coordinating the action), or
‘Implementers’ (stakeholders responsible for
implementing the action) (see Box 1). Asmall number
of stakeholders were identified as both Coordination
Pointsand Implementers, which demonstrates

the complexity of the Implementation Plan.

Implementers are the stakeholders

named under ‘roles’ foreach actionin

the Implementation Plan. The surveyed
stakeholdersidentified as Implementers are:

e theAustralian Government Department of Health

e Stateandterritory government
health departments

¢ the National Mental Health Commission (NMHC)
e State mental health commissions
e Primary Health Networks (PHNs)

e the Mental Health Expert
Reference Panel (MHERP)

¢ theAboriginaland Torres Strait Islander
Mental Health and Suicide Prevention
Project Reference Group (ATSIMHSPPRG)

¢ the Mental Health Information Strategy
Standing Committee (MHISSC)

e the Mental Health Principal Committee (MHPC)

e theSafetyand Quality Partnership
Standing Committee (SQPSC).
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Aunique survey was developed for each
stakeholdertype. Stakeholders were only
asked questions that related to actions they
were directlyinvolvedin asidentifiedinthe
Implementation Plan. Survey questions were
designed to provide a mix of quantitative and
qualitative measures of progress against actions
within each priority area of the Fifth Plan.

To assist all stakeholdersinresponding tothe
survey, the NMHC developed detailed guidancein
consultation with the FPTAG. The guidance outlined
thereporting process and the changes that had
been made fromthe process usedinthe previous
year. The guidance also provided descriptions of
each stakeholdertype (Coordination Points and
Implementers), and expectations of the level of
detail required for each answerinthe survey.

Stakeholders were provided with the guidance
andtheir survey questions (ina Word template)
approximately six weeks before the survey
openedonline. The online survey portal was
live for the month of July, which provided
stakeholders with approximately 11 weeks to
collecttheir dataand submit their responses.

As Coordination Points are responsible for
coordinating or overseeing the implementation
ofanaction, they provide a unique perspective
ontheaction’s overall progress. For this reason,
Coordination Points were asked to provide a
description of what had been done to progress
the action overthe reporting period. They were
also asked torate the status of theactionon
aprogressscale (see Box 2). Taken together,

the description of progress and the current
status of the action provided the NMHCwith a
better understanding of the progress of each
actionfromthe perspective of the stakeholders
responsible for coordinatingimplementation.
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Box 2: Statusscale

Yet to commence: There has been no activity
towards achieving this action to date.

Commenced —not on track: Implementation
activities have commenced but progress
has stalled or been delayed.

Commenced—ontrack: The action is progressing
as expected and willbe completed according to the
milestone date listed in the Implementation Plan.
Where an action does not have a milestone date
listed, respondents should still select this option if
theactionis progressing as reasonably expected.

Complete: The action has been completed
and nofurtherworkis required.

Whereas questions for Coordination Points
related tothe progress of the actionasawhole,
guestions for Implementers asked about how
the stakeholder’s contributionto the action was
progressing. To understand this contribution,
Implementers were asked specific questions
that related directly to their roleinimplementing
the action. These questionsincluded a mix of
open-text and check-box response options.

Allsurveyed stakeholders namedinthe
Implementation Plan, as Coordination Points
andasImplementers, were also asked to
describe the key achievements, barriersand
enablerstoimplementation progress. The
NMHCidentified the central themes from these
responses, and used these as the basis for the
key observations and recommendations at the
conclusion of each priority areain this report.
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The final element of the survey required stakeholders

todescribe how they have engaged consumers
and carers throughout the implementation
process. As consumer and carer participation is
centraltohow mental health services are planned,
delivered and evaluated under the Fifth Plan,
itiscritical that the stakeholders responsible
forimplementing the Fifth Plan are involving
consumers and carers wherever possible.

Tosupplementthe surveyresponses, PHNs,
governments, and state mental health commissions
were invited to submit a case study to highlight
aninitiative implemented under the Fifth Plan.
Aselection of these case studies are included in
thisreportastheyrelateto each priority area.
Insome instances, stakeholders provided case
studies thatthe NMHChad already publishedin
2018. These case studies were notincluded in this
year’sreport. All other case studies submitted

by stakeholders are included in Appendix B.

Limitations

Aswithany survey process, the NMHC acknowledges
the limitations of self-reporting progress. Despite the
provision of guidance, stakeholders’ responses
varied interms of the level of detail provided. The
Implementation Planiscomplexand broadinits
scope, and some stakeholders are responsible for
coordinating orimplementing a large number of
actions. Implementing and reporting on progressis a
substantial piece of work for these stakeholders.
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Priority Area 1: Achieving integrated regional
planning and service delivery, outlines actions
requiring joint accountability between PHNs and
LHNs. While each PHN was surveyed directly,
aggregated information about LHN activity was
gained through state and territory governments. As
a result, information on individual LHN activity
towards joint regional planning has not been
captured in this report. Going forward, the NMHC
will work with stakeholders to ensure information
on LHN activity is adequately captured.

During the data collection process, the NMHC

was notified by the AHMAC that it had delegated its
responsibility for reporting on Fifth Plan action
progress tothe MHPC. The AHMAC stated that the
MHPC was better placed to coordinate progress
ratings for Fifth Plan actions. Therefore, where the
AHMAC has been named as the Coordination Point,
the rating of progress has been provided by the
MHPC. Going forward, the NMHC will work with
stakeholders to better clarify the reporting role of
the Coordination Points to ensure that progressis
reported by the most appropriate stakeholder.

The NMHCwould like to acknowledge the time taken
by stakeholdersto coordinate alarge amount of
information to adequately answer

the survey questions. The NMHC received many
examplestodemonstrate progressin priority areas,
however, not all of these examples are included
inthereport. The NMHC identified examples

from survey responses that best described the
implementation progress asit related to each action.
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Fifth Planimplementation progress —
survey results

Governance

Governance arrangements for the Fifth Plan Asreportedinthe 2018 Progress Report, all

have been designed to assist the COAG Health governance arrangementstooversee the

Council to deliver onimproved outcomes. These implementation of the Fifth Plan are now well
arrangements (Figure 1) provide the appropriate established. In light of this achievement, the NMHC
authority toimplement actions; include mechanisms  soughtanupdate fromthe MHPC on the activities of
toreceive appropriate advice from members of these committees.

the Australian community who understand the
impact of mentalillness and suicide and how
besttoaddressitand; recognise theimportant
contribution of consumersand carers.

Figure 1: Governance arrangements

COAG Health Council
(CHC)

Ministerial Councils

Australian Health T
Minister’s Advisory
Council (AHMAC)

Relevant Ministerial
Council Advisory

Bodies
Mental Health
Principal Commitee
(MHPC)
Mental Health Expert Aboriginal and Suicide Prevention Safety and Quality Mental Health
Reference Panel Torres Strait Islander Project Reference Group Partnership Standing Information Strategy
(MHERP) Mental Health and Suicide (SPPRG) Committee Standing Committee
Prevention Project (sQpsC) (MHISSC)

Reference Group
(ATSIMHSPPRG)
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ACTIONi:

ACTION iv:

Governments will establish a Mental Health Expert
Advisory Group that will advise AHMAC, through
MHPC, onthe implementation of the Fifth Planand
analyse progress.

The MHERP has met three times and provided status
reportstothe MHPCfollowing each meeting.

ACTION: i:

Governments will establish a Suicide Prevention
Subcommittee that will reportto MHPCon priorities
forplanningandinvestment.

The Suicide Prevention Project Reference Group
has metregularly and drafted the National Suicide
Prevention Implementation Strategy, which has
been considered by the MHPC at regularintervals.

ACTION: iii:

Governments will establish an Aboriginal and Torres
StraitIslander Mental Health and Suicide Prevention
Subcommittee that will report to MHPC on priorities
forplanningandinvestment.

The Chair of the ATSIMHSPPRG resigned in early
2019, and anew Chair has only recently been
recruited. This change resultedinadelayin
progressing the work of the ATSIMHSPPRG.

As anew Chairhasbeenrecruited, the NMHC
hopesthatthe work of the group can now
be progressed without further delay.
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Governments will renew the National Mental Health
Policy. This review will beginin 2018 and be
completed during the life of the Plan. It will be
completed with sufficient time to inform
development of any future National Mental Health
and Suicide Prevention Plans under this Strategy.

Thisactionrequiresthe MHPCto undertake a
review of the National Mental Health Policy.
Secretariat support will be provided by the
Australian Government Department of Health, and
the MHERP will provide advice to the MHPCon the
renewal of the National Mental Health Policy.

The MHPCreported thatitdeferred commencing
work on the renewal of the National Mental

Health Policyin 2018 as a result of other national
activities being progressed, such as the Productivity
Commission Inquiry into the socialand economic
benefits ofimproving mental health and the
development of the Vision 2030: a blueprint for
mental health services. In March 2019, the MHPC
agreedtothe development of a project planto
implement thisaction, and supported the direction
ofthe project proposal atits meetingin June 2019.

The NMHC understands that aworking group to
lead the renewal of the National Mental Health
Policy has recently been established by the MHPC.

The MHPC, on behalf of the Coordination Point of this
action, the AHMAC, reported that overall progress
ofthisactionis ‘commenced—noton track’.
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Table 2: Governance —overview of progress

Action Status Coordination Point Milestone date in Implementation Plan

i Complete MHPC

December2017,
firstmeeting before June 2018.

ii Complete MHPC Firstmeeting mid-2018.

iii Complete MHPC Firstmeeting mid-2018.

iv Commenced—notontrack AHMAC (progress reported by CommenceJanuary 2018, completed
the MHPC) December2020.

Measuring and reporting on change

All governments are committed to working
togethertoachieve outcomesinthe eight
priority areas of the Fifth Plan over the life of
the planandbeyond. Reporting on the progress
of mental health reformis essentialin orderto
know that the commitmentsin the Fifth Plan are
being honoured and are making a difference.

Stakeholders responsible for coordinating this
areaarethe MHPC, the AHMAC and the MHISSC.
Stakeholders responsible forimplementing this
area arethe Australian Government Department
of Health, the NMHC, and the MHISSC.

ACTIONVv:

Governments will request the National Mental
Health Commission (NMHC) delivers an annual
report, for presentation to Health Ministers, on the
implementation progress of the Fifth Planand
performance againstidentified indicators once the
baselines have been established.

Thisaction requiresthe Australian Government
Department of Health to negotiate with the
NMHCaboutthe delivery of anannual report.
The NMHCwill consult with jurisdictions on
agreed dataandreporting processes.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

The NMHC presented the 2018 Progress Report,

accompanied by case studiesand a performance
indicators workbook, to the COAG Health Council
in October2018. The NMHC has earlier provided

the 2018 Progress Reporttothe MHPC.

Following areview of the processes for
development of the annual report, the NMHC
established the FPTAG (see ‘Methodology’ for
further details), with representatives from each
jurisdiction nominated by MHPC members.

Asthe Coordination Point for thisaction, the MHPCis
satisfied with the NMHC’s approach to consultation
with jurisdictions, and that data from statesand
territoriesis provided as requested to enable the
NMHCto fulfilits monitoring and reportingrole.

The NMHCalso works with the MHISSCto reporton
the Fifth Plan performanceindicators. The MHISSC
reported that 18 of 24 indicators have been specified,
andthat work onthe remainingindicatorsis ongoing.
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ACTION vi:

Governments will evaluate the Fifth Plan,
commencinginthe final year of the Plan, to inform
future directionsin mental health policy.

Thisaction requires the Australian Government
Department of Health to commission an independent
evaluation of the Fifth Plan. It will include the
development of an evaluation plan that will be
clearedthrough the MHISSC. The contracted
provider will be required to consult with the MHISSC,
the SQPSC, the NMHC and other key stakeholder
onthe development of the evaluation plan.

Although the evaluation of the Fifth Planis

not due for completion until June 2022, an
evaluationis required to be commissioned, and
an evaluation plan cleared through the MHISSC,
by December 2018. The Australian Government
Department of Health reported thatit has not

yetagreedtoan evaluation plan, asaresult of
resourcing and capacity issues during 2018-19.

The NMHC notes the delay towards the development
of an evaluation plan. Given the requirement
forengagement with multiple stakeholdersto
develop the planandthat the Fifth Planis now
enteringitsthird year ofimplementation, the

NMHC urges the Australian Government to
commence thisaction to preventfurther delays.

The MHPC, on behalf of the Coordination Point
ofthisaction, the AHMAC, reported that overall
progress of thisactionis ‘yet to commence’.

ACTION vii:

Governments will develop alongerterm strategy for
information and indicator development.

Thisactionis beingimplemented and
reportagainst under Action 24.

Table 3: Measuring and reporting on change —overview of progress

Action Status

v Commenced—ontrack MHPC

Vi Yettocommence AHMAC (progress reported by
the MHPC)

vii Commenced—ontrack (as MHISSC
perAction 24)
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Coordination Point

Milestone date in Implementation Plan

Negotiationscommence January 2018 and
implementation willbe ongoing

Evaluation planagreed December2018.
Evaluation completedJune 2022

Published by December 2018
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Priority Area 1: Achievingintegrated
regional planning and service delivery

For consumersand carers, a lack of integration

of, and agreement on, care pathways and service
entry thresholds creates frustration and leads to
poor treatment continuity, difficulty in maintaining
treatmentand poorer treatment outcomes. Italso
leads toaloss of confidencein the treatment system.

Inthe context of the Fifth Plan, integration is
concerned with building relationships between
organisations that have similaraimsinimproving

the outcomes and experiences of consumersand
carers. Integration can be implemented at different
levels, butintegration atany level can deliver better
experiences and outcomes for consumers and carers.

Stakeholdersresponsible for coordinating the actions
under this priority area are the MHPC, the NMHSPF
Steering Committee, the MHISSCand the AHMAC.
Stakeholdersresponsible forimplementing the
actions under this priority area are the Australian
Government Department of Health, state and
territory governments, PHNs and the MHERP.

ACTION1:

Governments will supportintegrated planning and
service delivery atthe regional level by:

ACTION1.1:

Requiring developmentand publicrelease of joint
regional mental health and suicide prevention plans.

Thisaction requires the Australian Government
Department of Health and state and territory
governmentstodirect PHNsand LHNs to
jointly develop and release regional mental
health and suicide prevention plans.

Box 3: Mental health carein Western Australia

Unlikethe NMHC, and other state-based mental
health commissions, the Western Australian
Mental Health Commission purchases mental
health services for the state. In this way, the
Western Australian Mental Health Commission
has a similar function to state and territory
government health departments as they fund
mental health services within their jurisdiction.

The Western Australian Mental Health Commission
hasa uniqgue role incommissioning, providing
and partneringin the delivery of prevention,

All state and territory government health
departments, with the exception of Western
Australia (see Box 3), reported that they have
directed LHNs to jointly develop regional plans with
PHNsfor publicrelease. In addition, the Australian
Government Department of Health reported that
allPHNs have been contracted to develop plans with
LHNs by mid-2020. In Western Australia, the WA
Primary Health Alliance (WAPHA) (which oversees
the commissioning functions of the three Western
Australian Primary Health Networks) are developing
jointregional plans, beginning with afoundational
plan—a blueprint for shared decision making for
mental health service development across the
state. The WAPHA are working together with LHNs
(Western Australian Department of Health and
individual Health Service Providers) as well as the
Western Australian Mental Health Commission

to establish strong state-based regional plans
(metropolitan region and country Western Australia).

Statesandterritories reported thatthey have
completed thisaction via mechanisms such
asregional planworking groups, coordination
committees, and close engagement with PHNs
and LHNs (including data sharing agreements).

The Coordination Point of this action, the MHPC,
rated overall progress as ‘commenced—ontrack’.

promotion and early intervention programs;
treatment services and supports; and research
policy and system improvements. This means that it
isresponsible forimplementing the same Fifth Plan
actions as state and territory governments (in most
cases). Forthis reason, throughout this report the
Western Australian Mental Health Commission is
named alongside state and territory governments
(including the Western Australian Department of
Health) as Implementers of particular actions.
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ACTION1.2:

ACTION1.3:

Providing guidance for the development of joint
regional mental health and suicide prevention plans.

Thisaction requires governments to jointly
develop andrelease guidance material forasingle
regional plan that will cover scope, timeframes,
governance arrangements, consultation processes
andrequirements for government endorsement.

The Integrated Regional Planning Working Group,
established by the MHPC, isleading this activity.

The Integrated Regional Planning Working Group
includes representatives of all states and territories,
the ATSIMHSPPRG, and a PHN representative.
Responsesfrom a number of state and territory
health departments however, also focused onlocal
approaches (through regional networks and steering
committees) to guiding and informing regional
mental health and suicide prevention plans.

The Australian Government Department of Health
reported thatJoint regional planning for integrated
mental health and suicide prevention services: a
guide for Local Health Networks and Primary Health
Networks (Guide for Joint Regional Planning) was
published onits websitein October 2018. Before
itsrelease, the guide was endorsed by the MHPC.

The Guide for Joint Regional Planningis a resource
document for PHNs and LHNs to use when
undertakingjoint regional planning. PHNs and
LHNs are required to prepare joint regional plans
and to make these publicly available. The Guide
forJoint Regional Planning recognises that some
PHNs and LHNs are more advanced than othersin
terms of joint regional planning, and acknowledges
the valuable efforts that are already underway.

The Guide for Joint Regional Planning also
tackles several fundamentalissues relating to
the context for developing the regional plans.

The Coordination Point of this action, the MHPC
rated overall progress as ‘commenced—on track’.

Developinga plan for ongoing development,
refinementand application of the National Mental
Health Service Planning Framework (NMHSPF).

Thisaction requires governmentsto agree
onthe process for the ongoing refinement,
application and resourcing of the NMHSPF.
The Australian Government Department of
Healthis also expected to manage contractual
arrangements with an expert provider for the
ongoing development of the NMHSPF.

The NMHSPF Steering Committee, managed
by the Australian Government Department
of Health, is responsible for coordinating
andimplementingthisaction.

The NMHSPF Steering Committee reported
thatthe University of Queensland has been
contractedto further develop the NMHSPF.
This project commenced in March 2018 and
isdue to be completedin March 2021. Within
thefirstyear of the project, the University of
Queensland conducted four streams of work:

¢ revising the overall epidemiology to incorporate
the latest evidence

¢ refining the epidemiology and service modelling
for Aboriginal and Torres Strait Islander
people, and rural and remote populations

e scoping the epidemiology for transcultural
populations

¢ scoping the feasibility of national epidemiology
and service modelling for forensic populations.

The Australian Government Department of
Health managesthe contract with the University
of Queensland for the ongoing development of
the NMHSPF. Costs for this contract are shared
between the Australian Government Department
of Health and state and territory governments.

Asthe Coordination Point for thisaction, the
NMHSPF Steering Committee rated the progress
ofthisaction as ‘commenced—ontrack’.
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ACTION 1.4:

Developing and releasing planning tools based on
the NMHSPF and an evidence-based stepped
care model.

Thisaction requires governmentsto agree on
licensing arrangements or agreements, and for the
Australian Government Department of Health to
issue licencesto authorised users of the NMHSPF.
The Australian Government Department of Healthis
alsorequired to release planning tools and support
materials, and lead the provision of training to

be provided by a contracted expert provider.

The NMHSPF Steering Committee, managed by
the Australian Government Department of Health,
isresponsible for coordinatingand implementing
thisaction.

Key activities towards the implementation of
thisactioninthe past 12 monthsincluded:

e 29 of 31 PHNs signing license agreements and
being provided with copies of the NMHSPF

e more than 200 licensed users across PHNs and
LHNs (and their state and territory equivalents)
using the NMHSPF — Planning Support Tool to
develop integrated regional mental health plans

e establishing the NMHSPF Super User Network
to enable members to work together to
support the use and improve understanding
of the NMHSPF—Planning Support Tool

e developing plans for a revised training program

e revising the licensing and accessibility
of the tool to enable broader access for
organisations with a legitimate need to use the
NMHSPF-Planning Support Tool for integrated
regional planning and service delivery

¢ the Productivity Commission Inquiry into the
social and economic benefits of improving
mental health and the Royal Commission into
Victoria’s Mental Health System using the
NMHSPF—Planning Support Tool to publish
their analyses.

Governments have also developed and released
planningtools based on the NMHSPF, by transferring
the NMHSPF and the NMHSPF—Planning Support
Toolfrom Exceltoamore stable and user-friendly
Tableau web-based system. The NMHSPF—Planning
Support Tool version 1.1 was released in Tableau

in March 2019. By mid-May 2019, analytics

showed approximately 200 logins to the Tableau
Planning Support Tool by almost 100 users from
more than 50 organisations across Australia.

Asthe Coordination Point forthisaction, the
NMHSPF Steering Committee rated the progress
ofthisactionas ‘commenced—ontrack’.

ACTION1.5:

Making available key national data to inform regional
level understanding of service gaps, duplication and
areas of highest need.

This action requires governments to contribute
relevant datafor the development of regional data.

Local-level datatables have been published

on Mental Health Services in Australia for
community mental health, residential mental
health, emergency departments and restrictive
practices. Local-level tables for admitted patient
mental health care are expected to be released

in October 2019. Data tables for the Medicare
Benefits Schedule and the Pharmaceutical
Benefits Scheme are currently under development
and are expectedtobereleasedin 2020.

Asthe Coordination Point for this action, the MHISSC
reportsthatall governments have contributed
tothe development of regional datareporting.

ACTION 2:

Governments will work with PHNs and LHNs to
implementintegrated planning and service delivery
attheregionallevel. This willinclude:

ACTION 2.1:

Utilising existing agreements between the
Commonwealth and individual state and territory
governments for regional governance and planning
arrangements.

Thisaction requires governments to use existing
agreementsto facilitate a coordinated approach
toregional planningand service delivery.
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Allgovernments reported that they have been using
existing agreements to facilitate this action. This
includes use of a bilateral agreement between the
Australian Government Department of Health and
astate governmentfor coordinated care reforms
toimprove patient health outcomes and reduce
avoidable demand for health services (Department
of Health Tasmania), the National Psychosocial
Support Measure (ACT Health Directorate

and NSW Health), and the Way Back Support
Service (ACT Health Directorate). Governments
alsoreportedthe use of amemorandum of
understanding (between the Western Australian
Mental Health Commission and the Western
Australian Primary Health Alliance), and a cross-
funders collaboration group (Northern Territory
Department of Health) to facilitate coordinated
approachestoservice planning and delivery.

Anumber of state and territory governments also
report strong collaboration with PHNs through
co-commissioning of services (ACT Health
Directorate and NSW Health), working to ensure
thatintegrated planningand service delivery at
theregionallevelis aligned with existing bilateral
agreementssuch as Care Coordinationand the
National Psychosocial Support Measure (Department
of Health and Human Services Victoria), and
providing resources to support Health and Hospital
Services towork with PHNs (Queensland Health).

The Northern Territory Department of Health
reportedthatthereare currently noformal
agreementsin place betweenthe department
andthe Northern Territory PHN. Efforts are
currently underway to further negotiate
andreach adatasharingagreement.

The MHPC, on behalf of the Coordination Point
ofthisaction, the AHMAC, reported that overall
progress of thisaction is ‘commenced —ontrack’.

ACTION 2.2:

Engaging with the local community, including
consumersand carers, community managed
organisations, ACCHS, NDIS providers, the NDIA,
private providers and social service agencies.

Thisaction requires PHNs and LHNs to work
collaboratively to engage regional stakeholders
inthe regional planning and service delivery
process. Governments are required to strengthen
existing partnerships with stakeholders

toengage the local community, while the

MHERP will provide advice to governments on
strategies to maximise this engagement.

The majority of PHNs reported organised and
systemicapproaches to engaging with the local
community. Thisincluded direct engagement
with consumers and carers, community-managed
organisations, Aboriginal Community Controlled
Health Services (ACCHSs), NDIS providers, the
National Disability Insurance Agency (NDIA), social
service agencies and private providers. PHNs also
reported engagingin strategic consultation and
partnerships with LHNs, mental health alliances
andservice providers. Approximately one-third
of PHNs also reported engaging with local
communities through co-design processes.

State and territory governments reported
ongoing engagement directly with LHNs (and their
equivalents) and PHNs through various governance
structures (Western Australian Mental Health
Commission, Department of Health Tasmania,
Queensland Health, NSW Health and Northern
Territory Department of Health). Collaborations
across major planning and development activities
were also reported, includingimplementation
ofthe LifeSpan Suicide Prevention Framework
(ACT Health Directorate), and joint consultation
and engagementactivitiesacross the sectorto
inform atailored approachto regional planning
(Department of Health and Human Services
Victoria) and a draft Suicide Prevention Action Plan
2020-2025 (Western Australian Mental Health
Commission). SA Health reported that progress
towards strengthening existing partnerships with
stakeholdersto engage with the local community
isatthevery early stage of development.
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The MHERP reported the provision of advice to
government on engagement strategies through
its revision of the draft Guide for Joint Regional
Planning beforeits endorsement by the MHPC.

The MHPC, on behalf of the Coordination Point
ofthisaction, the AHMAC, reported that overall
progress of thisactionis ‘commenced—ontrack’.

ACTION 2.3:

Undertaking jointregional mental health needs
assessmenttoidentify gaps, duplicationand
inefficiencies to make better use of existing
resourcesandimprove sustainability.

Thisaction requires PHNs and LHNs to work towards
datasharingto map regional service provision,
andidentify areas of duplication, inefficiency
andservice gaps. PHNsand LHNs will use the
NMHSPF and other planning tools to facilitate
thisregional needs assessmentand planning.

The majority of PHNs reported that they have
beenworking with LHNs to undertake aregional
needs assessment, with the exception of Adelaide
PHN and Murray PHN, which are yet to commence
thisactivity. Murray PHN reported thatit plansto
commence a shared regional needs assessment
with LHNs toidentify service gaps, duplications
andinefficiencies as part of its regional mental
health and suicide prevention planning process.
Adelaide PHN reportedthat, althoughit has
undertaken aneeds assessment for the Adelaide
metropolitan region, and SA Health has undertaken
itsownanalysisinindividual LHN regions using the
NMHSPF, joint activity in this space is yet to occur.

Ofthe PHNsthat reported progressin thisarea,
many specified working groups, planning days and
consultations as key mechanisms for collaboration.
Datasharing agreementsin particular, as well as
informal commitmentsto share data, were reported
ascritical for successful joint regional needs
assessments. However, not all PHNs are reporting
successinthis area. Capital Health Network (ACT
PHN) described consistent challenges around data
sharing and transparency, with key stakeholders
reluctantto commit to formal data sharing
agreements, or provide relevant datato the PHN.

Although 29 of the 31 PHNs have signed licence
agreementsand have been provided with copies
ofthe NMHSPF, not all PHNs are able to use it
consistentlyinits current form. Six PHNs reported
that they have not used the NMHSPF, opting to

use othertoolsinstead. These PHNs reported that
they were unable to use thetoolasaresult of its
inapplicability to ruraland remote populations
(Country SAPHN and Western NSW PHN) and
Aboriginaland Torres Strait Islander populations
(Western NSW PHN and Northern Queensland PHN),
aswellasstaffturnoverinthose trainedin using the
tool (Brisbane South PHN and Northern Queensland
PHN). Additionally, South East Melbourne PHN
reported that, despite using the NMHSPFin early
stages of planning they have since developeda
series of population health models to use instead.
Although Hunter New England and Central Coast
PHN has previously used otheranalytics tools for
needs assessments, itintends to use the NMHSPFin
conjunction with other data sourcestoinformits joint
regional mental health and suicide prevention plan.

ltisimportantto note that although other PHNs are
using the NMHSPF, the framework stillhas a number
of limitations. These limitations are consistent

with those described above. Anumber of PHNs
reported that use of the framework for assessing
the needs of their region has been restricted by the
framework’sinapplicability toruraland remote
populations (Northern Territory PHN and South
Eastern NSW PHN), Aboriginaland Torres Strait
Islander populations (South Eastern NSW PHN), and
populations that are smallin size (South Eastern NSW
PHN) or experiencing rapid growth (North Western
Melbourne PHN). Furthermore, PHNs reported that
the lack of training opportunities (Gold Coast PHN
and South Western Sydney PHN) and lack of staff
trained to use the tool (Eastern Melbourne PHN) have
impeded their ability to use the tool effectively.

The NMHC notes that these limitations
arecurrently beingaddressed through the
ongoing development of the NMHSPF by the
University of Queensland (under Action 1.3).
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Asthe Coordination Point for thisaction, the MHPC
ratedthe progress of thisaction as ‘commenced
—ontrack’. Additional commentary provided by
the MHPC noted that governments have instituted
several initiatives to supportjoint regional planning
through high-level state and regional meetings.

ACTION 2.4:

Examininginnovative funding models, such as joint
commissioning of services and fund pooling for
packages of care and support, to create the right
incentives to focus on prevention, early intervention
andrecovery.

Thisactionis not scheduled tocommence
untilmid-2020.

ACTION 2.5:

Developingjoint, single regional mental health and
suicide prevention plansand commissioning services
accordingtothose plans.

Thisaction requires PHNs and LHNs to jointly
develop comprehensive regional mental health
and suicide prevention plans. These plans should
coverthelifespan — from children, through
youngadultsandto older people. PHNsand
LHNs will use these plans to progressively guide
service development and commissioning.

PHNs described strong engagementand
collaboration with LHNs (or their regional equivalent)
injointly developing their regional mental health
and suicide prevention plans. This collaboration
occurred viaa number of mechanisms, including
jointgovernance structures (Gold Coast PHN,
Nepean Blue Mountains PHN and Western

Victoria PHN), steering committees and working
groups (South Eastern NSW PHN, South Western
Sydney PHN, Western Sydney PHN, Capital Health
Network (ACT PHN), Darling Downs and West
Moreton PHN, Northern Sydney PHN, Nepean

Blue Mountains PHN, Central and Eastern Sydney
PHN, Eastern Melbourne PHN and Murrumbidgee
PHN), collaborative frameworks (Nepean Blue
Mountains PHN and Central Queensland, Wide

Bay and Sunshine Coast PHN), suicide prevention
networks (North Coast PHN and North Western
Melbourne PHN), and memoranda of understanding
(Gippsland PHN and WA Primary Health Alliance).

PHNs also reported working with LHNs

through co-design processes toinform service
development (Gold Coast PHN), regional planning
(Northern Territory PHN) and workshops

and eventsto develop goals and actions for
implementation (Eastern Melbourne PHN).

The Implementation Plan specifies that
comprehensive plans are to be delivered by
mid-2020. However, the Guide for Joint Regional
Planning recognises that for PHN and LHN regions
thatare faced with complications tojoint regional
planning, such as particular geographic challenges
totraditional planning approaches ortools, or where
thetwo or more organisations need to further
develop their working arrangements on mental
health and suicide prevention, it may be more
appropriate to publicly release afoundational joint
regional plan by mid-2020, and commit to publishing
acomprehensive joint regional plan by mid-2022.
The Guide for Joint Regional Planning encourages
regionsthat have the pre-existing capacity and
partnerships required for joint regional planning to
publisha comprehensive regional plan by mid-2020,
anditappearsthatsome PHNsare ontracktorelease
theircomprehensive plans by this milestone date.

Asofthetime of reporting, Brisbane North
PHN, Brisbane South PHN, Country SAPHN,
South Eastern NSW PHN, Darling Downs and
West Moreton PHN, Nepean Blue Mountains
PHN, and Western Queensland PHN have all
developed theirfoundational regional plans.

The remaining 24 PHNs reported that they are
progressing as expected with their regional planning,
with the exception of Hunter New England and
Central Coast PHN, which has not commenced this
activity. Itis expected that progress towards the
development of their joint regional mental health
and suicide prevention plan will commence shortly.

Asthe Coordination Point for thisaction, the MHPC
rated the progress of this action as ‘commenced -
ontrack’, noting that some regional plansare more
developedthan others. The MHPC also noted that
governments released the Guide for Joint Regional
Planningin October 2018, under Action 1.2.
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ACTION 2.6:

Identifyingand harnessing opportunities for digital
mental health toimprove integration.

Thisaction requires regional plans (as developed
by PHNs and LHNs under Action 2.5) to make
best use of existingand emerging technology,
and digital mental health services within
anintegrated, stepped care approach.

PHNs have been using a range of digital technologies
toimprove access to mental health and suicide
prevention treatments and supports. Thisincludes
promoting the use of local and national online
mental health resources such as Head to Health
(Gold Coast PHN; Brisbane South PHN; Central
Queensland, Wide Bay and Sunshine Coast PHN;
Darling Downs and West Moreton PHN; Western
Queensland PHN; and South Eastern NSW PHN),
My Health Record (Gold Coast PHN; Brisbane
South PHN; WA Primary Health Alliance; Central
Queensland, Wide Bay and Sunshine Coast PHN;
North Coast PHN; and Western Queensland PHN),
and MyMentalHealth (Brisbane North PHN).

Other digital platforms adopted by PHNs include
Clevertar, an evidence-based self-help app for
people experiencing anxiety or depression (South
Eastern NSW PHN, Western Sydney PHN, Northern
Sydney PHN and Western NSW PHN), the Recovery
Pointapp to help people find the right mental health
servicesintheir region (South Western Sydney PHN),
Beyond Blue’s Beyond Now Safety Planning App
(North Coast PHN), the Stay Strong e-mental health
and wellbeing app for Aboriginal and Torres Strait
Islander communities (Western Queensland PHN).

To support primary care cliniciansin providing
appropriate treatment for mentalillness and
suicidality, PHNs have introduced a number of
digitaltoolsand resources. Theseinclude the

Black Dog Step Care Platformin general practices,
which provides tablet-based screening for anxiety,
depressionandrisky drinkingin general practitioner
(GP) waitingrooms (Northern Sydney PHN; Central
Queensland Wide Bay and Sunshine Coast PHN;

and Central and Eastern Sydney PHN); the RediCase
clientinformation management system to connect
patientstothe mostappropriate services usinga
stepped care approach (Central and Eastern Sydney
PHN; Brisbane North PHN; Brisbane South PHN;

and Northern Queensland PHN); refeRHEALTH, a

clientreferralandinformation management system
linking clients to mental health and psychosocial
supports (Darling Downs and West Moreton PHN);
and HealthPathways, a live online portal for GPs and
health professionalsto access clinical assessment,
management and referralinformationto use at

the point of care (Northern Sydney PHN; Northern
Territory PHN; Eastern Melbourne PHN; Darling
Downs and West Moreton PHN; WA Primary Health
Alliance; and Central and Eastern Sydney PHN).

PHNs also continue to commission telehealth services
foraged peoplelivingathome orin residential aged
carefacilities (Murray PHN), and for people wholive in
remote regions (Country SAPHN, Darling Downs and
West Moreton PHN and Northern Queensland PHN).

Asmallnumber of PHNs reported that due to the
early development stage of their regional plans,
digital health and technology strategies have
notyet been considered forinclusion (Tasmania
PHN, Adelaide PHN, Capital Health Network (ACT
PHN)and Hunter New England and Central Coast
PHN) orare currentlyin the early planning stages
(Nepean Blue Mountains PHN, Western Victoria
PHN and South Eastern Melbourne PHN).

Asthe Coordination Point for thisaction,
the MHPC rated the progress of this
actionas ‘commenced—ontrack’.

ACTION 2.7:

Developing region-wide multi-agency agreements,
shared care pathways, triage protocols and
information-sharing protocolstoimprove
integration and assist consumers and carersto
navigate the system.

Thisactionrequires PHNs and LHNs to work
towardsintegrating existing bilateral agreements
and broadeningtheseto beregionalin coverage.
The new agreements will be developed to

ensure the engagement of all relevant service
providers. The MHERP will provide advice to the
MHPC on mechanisms toimprove integration,
including best-practice approachesto shared
care, triage and information sharing.
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The majority of PHNs reported the use of new or
existing regional agreementstoimprove integration
and assist consumersand carersto navigate the
system. These mechanismsincluded partnership
groups (Brisbane North PHN), partnership protocols
(Brisbane South PHN), partnership agreements
(Northern Territory PHN) working groups (WA
Primary Health Alliance), collaborations (Eastern
Melbourne PHN and Western NSW PHN), alliances
(Murrumbidgee PHN) and joint governance
arrangements (Nepean Blue Mountains PHN).

PHNsalso described investmentsinreferral
services (North Coast PHN; Hunter New England
and Central Coast PHN; Central Queensland
Wide Bay and Sunshine Coast PHN; and Northern
Queensland PHN) and the HealthPathways
platform (as discussed under Action 2.6) to
support health professionals with referral and care
pathways (Brisbane North PHN; Country SA PHN;
Brisbane South PHN; South Eastern NSW PHN;
Capital Health Network (ACT PHN); Nepean Blue
Mountains PHN; North Western Melbourne PHN;
Murray PHN; and Western Queensland PHN).

Tasmania PHN, Adelaide PHN, Gippsland PHN,
South Eastern Melbourne PHN, Centraland Eastern
Sydney PHN and Western Victoria PHN reported that
they do not currently have regional agreementsin
place. These PHNs expect to establish agreements
duringthe process of developing their regional
mental health and suicide prevention plans, with
Tasmania PHN and South Eastern Melbourne

PHN forming governance groups to progress this
action. Inaddition, Gippsland PHN and Western
Victoria PHN reported that a number of initiatives
arealreadyin placetoimproveintegration, such as
the HealthPathways platform discussed above.

Asthe Coordination Point for thisaction, the MHPC
ratedthe progress of thisaction as ‘commenced
—ontrack’. The MHPCalso noted that members
ofthe MHERP were involved inthe review and
development ofthe Guide for Joint Regional
Planning as described under Action 1.2.

ACTION 2.8:

Developing shared clinical governance mechanisms
toallow for agreed care pathways, referral
mechanism, quality processes and review of
adverse events.

Thisaction requires PHNs and LHNs to jointly
develop shared clinical governance mechanisms
toensure thatthe service pathways established,
andthe services commissioned across the
system, are clinically appropriate.

PHNs described the use of clinical governance
working groups, committees, councilsand
frameworks tofacilitate the development of
regional shared care pathways, referral mechanisms
and quality processes (Tasmania PHN; Central
Queensland, Wide Bay and Sunshine Coast PHN;
Northern Queensland PHN; Eastern Melbourne
PHN; South Western Sydney PHN; Western Sydney
PHN; Nepean Blue Mountains PHN; North Coast
PHN; Northern Territory PHN; Northern Sydney
PHN; Central and Eastern Sydney PHN; Murray

PHN; and Murrumbidgee PHN). Anumber of PHNs
reported thatthese shared clinical governance
mechanisms will be developed as acomponent of
their regional mental health and suicide prevention
plans (Gippsland PHN; South Eastern NSW PHN;
North Western Melbourne PHN; Hunter New England
and Central Coast PHN; and Western NSW PHN).

Brisbane North PHN, Adelaide PHN and Brisbane
South PHN reported thatactivityinthisareais yet
tocommence. Reasons for thisinclude the need to
identify joint activities (Brisbane South PHN), the
need to establish shared governance arrangements
(Adelaide PHN) and the need for more guidance to
understand expectations (Brisbane North PHN).

Asthe Coordination Point for thisaction,
the MHPC rated the progress of this
actionas ‘commenced—ontrack’.
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Priority Area 1: Achievements and
enablers

The stakeholders responsible forimplementing
Priority Area 1 reported a number of
achievements. These included:

¢ Establishing strong and meaningful
relationships with key stakeholders.
PHNs reported strong engagement with
state governments (Tasmania PHN, Northern
Territory PHN and Darling Downs and West
Moreton PHN), LHNs (Gippsland PHN, Brisbane
South PHN, Eastern Melbourne PHN, Darling
Downs and West Moreton PHN, Nepean Blue
Mountains PHN, Central and Eastern Sydney
PHN and Murrumbidgee PHN), state mental
health commissions (WA Primary Health
Alliance), and mental health alliances or agencies
(Darling Downs and West Moreton PHN).

¢ Developing new partnerships and initiatives.
This includes the establishment of a state-
wide formal postvention referral mechanism
in South Australia (Country SA PHN with
Adelaide PHN and other stakeholders), the
national PHN Regional Planning Network
(co-chaired by South Western Sydney PHN
and South Eastern Melbourne PHN) and the
Northern Beaches Suicide Response Working
Group (Northern Sydney PHN). PHNs have also
co-funded projects to extend mental health
care in remote and under-serviced areas
(Northern Queensland PHN), co-funded place-
based suicide prevention trial sites (Western
Victoria PHN with the Department of Health
and Human Services Victoria) and developed
joint-resourcing agreements (Northern Territory
PHN with the Northern Territory Government).

¢ Utilising the NMHSPF to plan for services.
Western Victoria PHN reported investing in
training and application of the NMHSPF to
assist with planning services based on expected
prevalence rates, allocating funding across
a stepped care model, distributing program
funding across four regions in western Victoria
and identifying systemic interfaces to analyse
integration opportunities. Queensland Health
reported 41 licensed users of the NMHSPF across
Hospital and Health Services and the Queensland
Department of Health. The Department of

Health Tasmania has partnered with Tasmania
PHN to co-commission the University of
Queensland to undertake a system-wide
mapping exercise (as described under Action

1.3) to identify gaps and duplication across

the spectrum of services in mental health and
suicide prevention. The outputs of this project
will inform Tasmania’s integrated regional mental
health and suicide prevention plan.

State and territory governments reported
data sharing protocols and collaborative
engagementswith PHNsand LHNs as
enablersto progressinthis priority area.

Priority Area 1: Barriers

Barrierstoachievingintegrated regional planningand
service delivery that were reported by stakeholders
arelisted below. Although strong partnershipsand
use of the NMHSPF were reported as achievements
foranumber of stakeholders, these presented
challenges and were barriers to progress for others:

¢ Limitations of the NMHSPF. As described
under Action 2.3, PHNs reported that the
NMHSPF is limited in its application to regional
populations and requires training to use
effectively. This has resulted in reliance on
other methodologies for needs assessments
and evidence-informed planning (Northern
Territory PHN). The recent transfer of the
framework from an Excel platform to Tableau
has also highlighted a need for further training
(Queensland Health). Turnover of staff trained
in the use of the framework and the lack of
training opportunities have presented significant
challenges for some PHNs (Brisbane South PHN,
Brisbane North PHN, and Gold Coast PHN).

¢ Lack of funding, resources and time to support
integrated regional planning and service
delivery. Aimost one quarter of PHNs (Central
Queensland, Wide Bay and Sunshine Coast PHN;
South Eastern NSW PHN; Northern Queensland
PHN; Eastern Melbourne PHN; Western Sydney
PHN; Northern Territory PHN; and Darling
Downs and West Moreton PHN) reported a lack
of funding, available resources and sufficient
time to implement specific actions, including
the development of a joint regional plan.
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¢ Managing competing priorities of multiple
stakeholders. PHNs reported challenges in
managing the competing priorities, overarching
policies, differing funding arrangements and
workforce requirements that exist between
multiple stakeholders at both the state and
Australian Government level (Gold Coast PHN,
Tasmania PHN, WA Primary Health Alliance,
Western Sydney PHN and Central and Eastern
Sydney PHN). The Western Australian Mental
Health Commission noted a lack of coordination
between state and federal government-led
suicide prevention services — particularly
in the Kimberley region where there is
significant Australian Government activity.

¢ Meaningful engagement with stakeholders.
Some PHNs reported a perceived lack of
commitment by stakeholders to progress the

Table 4: Priority Area 1-overview of progress

development of integrated regional plans.
Barriers to progress included the consistency
and level of representation by state and territory
governments at steering committee meetings
(Adelaide PHN and the Capital Health Network
(ACT PHN)), resistance to change from health
care providers (North Coast PHN), and internal
restructures in government (Brisbane South
PHN).

Access to data. A small number of PHNs
reported complexities regarding privacy,
governance and security (Gold Coast PHN

and North Coast PHN), as well as difficulties

in accessing region-specific data (Nepean

Blue Mountains PHN and Western Sydney
PHN) and the lack of region-specific data for
vulnerable populations (Western Sydney PHN).

Action Status Coordination Point

1.1 Commenced—on track MHPC

1.2 Commenced—on track MHPC

1.3 Commenced—on track NMHSPF Steering Committee

1.4 Commenced—on track NMHSPF Steering Committee

1.5 Commenced—on track MHISSC

2.1 Commenced—ontrack AHMAC (progress reported by
the MHPC)

2.2 Commenced—ontrack AHMAC (progress reported by
the MHPC)

2.3 Commenced—on track MHPC

2.4 Notscheduled to commence MHPC

untilmid-2020

2.5 Commenced—on track MHPC

2.6 Commenced—ontrack MHPC

2.7 Commenced—ontrack MHPC

2.8 Commenced—on track MHPC

Milestone date in Implementation Plan
Progressively from December 2017.
Completed mid-2018.

December2017.

ProgressivelytoJune 2018.
CompletedJune 2018.

Commencingearly 2018.

Commencingearly 2018.

Progressively fromJune 2018.
Commencing mid-2020.
Commencing late 2017.
Completed mid-2020.

Commencing 2017.
Completed mid-2020.

Mid-2021.

Mid-2021.
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The majority of actions for achieving integration of
regional planningand service delivery were reported
as ‘commenced—ontrack’. Thisis particularly
significant given the complexity of this priority area.

The developmentand release of Guide for Joint
Regional Planningin October 2018 is particularly
important as the guidance will enable PHNs and LHNs
toensure that Fifth Plan priority areas (specifically
priorityareas 2, 3,4 and 5) are considered in their
regional mental health and suicide prevention plans.

The work currently underway by the University

of Queensland (commissioned by the Australian
Government Department of Health) to address the
limitations of the NMHSPF—Planning Support Tool
forrural, remote and Aboriginal and Torres Strait
Islander populationsisintended to resultin wider
use of the tool. Thisis particularly significant given
thatanumber of stakeholders reported limitations
ofthetoolacross priorityareas 1,3 and 8inthe
2018 Progress Report. The Australian Government
hasrecognised the limitations of the tool, and
addressing these limitations will increase the tool’s
ability to be used consistently across jurisdictions.

Consistent with the 2018 Progress Report, the
PHNsreportalack of funding and resources
needed tosupportintegrated regional planning
andservice delivery. They report thisas being
asignificant barrierto progress. PHNs describe
regional planningasacomplexand resource-
intensive exercise that would particularly benefit
from additional staffto lead the process, as

well asfunding to develop initiatives to support
integrated regional service planning and delivery.

The NMHC notes that Action 2.5 of the
Implementation Plan requires PHNs and LHNs to
develop comprehensive regional plans by mid-2020.
However, there appear to be variations across PHNs
astowhenthisaction will be delivered. Some PHNs
reportedthatthey expecttorelease afoundational
plan by mid-2020, with comprehensive plans not
expected until 2022. Thisis consistent with the
Guidance for Joint Regional Planning released
onthe Australian Government Department

of Health website, but not with the milestone

date specified inthe Implementation Plan.
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The majority of stakeholders reported strong
engagement across the sector. However, a small
number of PHNs reported alack of engagement

by state and territory governments, and LHNs, as
significant barriersto progress. The NMHC notes
that the Fifth Plan marks the first time that all
governments have committed to working together
toachieveintegrationin planningand service
delivery at the regional level. For thisreason, itis not
surprising that some stakeholders have experienced
difficultiesin clarifying the roles, responsibilities and
expectationsinvolvedinimplementing this reform.
Giventhat the implementation of the Fifth Plan has
completedits secondyear, however, the NMHC hopes
that these difficulties can be resolved promptly, and
that stakeholders can work together to successfully
implement Priority Area 1 of the Fifth Plan.

35



Case study 1: Achieving integrated health systems by regional collaboration

North Coast Collective is a regional collaboration
between North Coast PHN, the Mid North Coast
Local Health District and the Northern NSW
Local Health District. The North Coast Collective
is currently focused on planning and delivering
arange of services that willimprove the lives of
people living with mentalillness and alcoholand
otherdrugissues. The North Coast Collective’s
work will be driven by the shared regional
strategy and be informed by system dynamics
and investment optimisation modelling.

To guide investment optimisationin the future,
the North Coast Collective is engaging with
government, non-government organisations,
Aboriginal and Torres Strait Islander community
members, people with lived experience, and
consumersand carers. Through shared investment
and making joint decisions, North Coast PHN,
Mid North Coast Local Health District and
Northern NSW Local Health District will be able
to provide an optimal range of services for the
community, instead of delivering servicesinsilos.

Improving the lives of people living with mental
illnessand alcoholand other drugissues was
identified by the North Coast community as their
highest priority, and is therefore the first area of
focus forthe North Coast Collective. During the next
phases, membership of the North Coast Collective
will expand toinclude partners outside the health
sectortodeliveraregional strategy that considers
allthe known social determinants of health.
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Inanother example, Murrumbidgee PHN has
established the Murrumbidgee Mental Health Drug
and Alcohol Alliance. The alliance provides aforum
for key stakeholders from the health, community
and social sectors, and consumers and carers, to
develop a strategic approach to meet the mental
health, and drug and alcohol needs and expectations
of consumersinthe Murrumbidgee population.

The principles of the alliance include focusing on
consumer outcomes and recognising the value that
the community and social sectors contribute to
addressing the needs of consumers. Other principles
include communicatingand working togetherina
collaborative, open and transparent manner that
recognises the values, skillsand expertise that
members bring to the alliance. The alliance meets
monthly to develop, design, and improve services
and service delivery while advocating for the
consumerinthe system. The alliance also ensures
appropriate communication of available services to
consumers across the Murrumbidgee population.

Indirect response to consumer feedback that the
service system was considered to be fragmented,
complexand difficult to navigate, the alliance
implemented the Alliance Service Integration
Project. This Project has identified a number of
priorities forimprovement, including development
ofanonline, interactive mental health and drug
andalcohol service map; acommon referral

and consent form shared across allmember
agencies; and a consumer-led care and wellness
planapp that will be available on consumers’
devices and can be shared by the consumer

with the agencies they are working with.
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Priority Area 2: Suicide prevention

Suicide prevention isa complexarea of policy with
interconnected responsibilities. Government
agencies, service providers and the community-
managed sectorall havearoleinreducing suicide

ratesthrough effective suicide prevention responses.

The stakeholder responsible for coordinating
the actions underthis priority areais the MHPC.
Stakeholders responsible forimplementing
the actions underthis priority area are the
Australian Government Department of Health,
andthe state and territory governments.

ACTION 3:

Governments will establish a new Suicide Prevention
Subcommittee of MHPCto set future directions for
planningandinvestment.

Thisaction requiresthe MHPCto establisha
suicide prevention subcommittee, and lead the
jointdevelopment of its terms of reference and
membership; followed by the development
ofaprojectplan. Theterms of reference
willinclude defining the scope, establishing
timeframes, outlining governance arrangements
and developinga consultation strategy.

The Suicide Prevention Project Reference Group
has been established, asreportedinthe 2018
Progress Report. The MHPC reported that this
group has met five times during 2018-19.

As the Coordination Point for this action,
the MHPCrated the progress of this
actionas ‘commenced—ontrack’.

ACTION 4:

Governments will, through the Suicide Prevention
Subcommittee of MHPC, develop a National Suicide
Prevention Implementation Strategy that
operationalisesthe 11 elements above takinginto
accountexisting strategies, plansand activities.

This action requires the Suicide Prevention Project
Reference Group tolead the development ofthe
National Suicide Prevention Implementation
Strategy. The strategy will include a focus on
Aboriginal and Torres Strait Islander suicide
prevention. Aversion will be released for public
consultationto ensure stakeholderinput.

The MHPC reported that the National Suicide
Prevention Implementation Strategy for
Australia’s Health System 2020-2023 has been
developed by the Suicide Prevention Project
Reference Group. The draft strategyis expected
to be presented to the COAG Health Council

in November 2019 forendorsement.

Asthe Coordination Point for this action, the MHPC
rated the progress of this action as ‘commenced -
ontrack’.

ACTIOND5:

Governments will support PHNs and LHNs to develop
integrated, whole-of-community approachesto
suicide prevention.

Thisaction requires governmentsto direct PHNs

and LHNstojointly develop suicide prevention
approachesasadiscrete component of Actions 1.1
and 10. Governments will jointly develop and provide
guidance to PHNs and LHNs on regional approaches
tosuicide prevention, informed by the systems-based
approach outlinedinthe World Health Organization’s
(WHO) Preventing suicide: a global imperative.

The Australian Government Department of Health
reportedthatit has provided guidance to PHNs
onregional approachestosuicide prevention.
This guidance, Regional Planning for Mental
Health and Suicide Prevention—a Guide for
Primary Health Networks was released in August
2017. The guide was developed in consultation
withanumber of PHNSs, states and territories,
peak bodies, and consumersand carers.

The majority of state and territory governments
alsoreportedthat they have directed LHNs to work
with PHNs to develop ajoint approach to suicide
prevention. Additionally, these state and territory
governments reported strong engagement with
LHNsinthe development of regional plans, as
wellasintheir suicide prevention activities. This
includes the active participation of LHNs in the
Integrated Regional Mental Health and Suicide
Prevention Plan Steering Committee (Department
of Health Tasmania), the provision of briefings to
LHNsonthe development of joint regional plans
(Northern Territory Department of Health and

SA Health), and collaboration with LHNs on local
suicide prevention initiatives that engage a broad
range of community stakeholders (NSW Health).
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Inthe Australian Capital Territory, the ACT Health
Directorateis responsible for the stewardship
ofthe health system andis the administrator of

the ACT Local Hospital Network. The ACT Health
Directorate leads the suicide prevention activities
across the ACT, which includes working closely with
the Capital Health Network (ACT PHN) to develop a
regional plan to co-commission suicide prevention
services. Similarly, the Western Australian Mental
Health Commission has been working directly with
the WA Primary Health Alliance through the WA
Primary Health Alliance/ Mental Health Commission
Suicide Prevention Working Group. It has also
engaged with the WA Primary Health Alliance

toidentify opportunities for suicide prevention
activitiesinvolving PHNs and LHNs in the future.

Queensland Health reported that it had not
directed LHNs to develop a jointapproach to suicide
prevention with PHNs because its LHN equivalent
—Hospitaland Health Services—is already working
collaboratively with PHNs to develop joint mental
health and suicide prevention plans. Thisincludes
collaborative planning and delivery of suicide
prevention initiativesin partnership with PHNs.

Asthe Coordination Point of this action, the MHPC
rated progress as ‘commenced—ontrack’. The MHPC
also noted that the National Suicide Prevention
Implementation Strategy will provide guidance
forregional planningwhenitis releasedin 2020.

Priority Area 2: Achievements and
enablers

The stakeholders responsible forimplementing
Priority Area 2 reported a number of achievements
insuicide prevention activities. These included:

¢ Improvements in data access. The Department
of Health and Human Services Victoria reported
establishing a memorandum of understanding
with the Coroners Prevention Unit to allow
regular and timely access to suicide data, and
working with key data custodians to improve
information provided to health services and
PHNs engaged in suicide prevention trials.

¢ Provision of training to health providers and
the general public. Training was provided to
health providers and the general public by a
number of state and territory governments.
During the 2018-19 reporting period, 1,680
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Queensland Health staff participated in some
aspect of the Suicide Risk Assessment and
Management in Emergency Department Training
Program. Pre- and post-evaluation showed a
significant increase in confidence in responding
to people at risk of suicide. In addition, 77% of
the school-based youth health nurse workforce
has been trained in Supporting a Suicidal

Young Person (Queensland Health). A number
of training activities were achieved in the
Australian Capital Territory, including roll-out
of Question, Persuade, Refer free online suicide
prevention training to the Australian Capital
Territory community, in collaboration with the
Capital Health Network (ACT PHN). Since its
release, more than 350 people have completed
the training. The ACT Health Directorate

also provided Collaborative Assessment and
Management of Suicidality (CAMS) training for
mental health professionals. CAMS training

will continue to be provided through the ACT
LifeSpan trial.

¢ Additional funding for suicide prevention
activities. Two state governments received
additional funding for suicide prevention
activities. The Western Australian Mental Health
Commission received a further $8.1 million
investment to extend services under the
state-based Suicide Prevention 2020 strategy
until December 2020. This funding will allow
the continued delivery of suicide prevention
initiatives in Western Australia, and also facilitate
the planning of the next suicide prevention
strategy. In October 2018, the New South Wales
Premier launched the Strategic Framework for
Suicide Prevention 2018-23 and announced
a record $87 million investment in suicide
prevention initiatives. The Towards Zero Suicides
initiative will establish a comprehensive state-
wide system of suicide prevention services.

Additional enablers of the successfulimplementation
of this priority areainclude dedicated positions
responsible for driving suicide prevention initiatives
(NSW Health), and the agreement by health ministers
that suicide prevention should be recognised as
awhole-of-government priority (the MHPC).
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Priority Area 2: Barriers

No significant or common barriers were
identified across stakeholder groups at this stage
of implementation.

Implementation of Priority Area 2 is progressing
well, with allactions reported as ‘commenced—on
track’. Of particular significance is the development
ofthe National Suicide Prevention Implementation
Strategy. The National Suicide Prevention
Implementation Strategy for Australia’s Health

Table 5: Priority Area 2 — overview of progress

System 2020—-2023 embodies a systems approach to
suicide prevention and requires all health ministers
toattempt to collaborate with non-health portfolios.

The provision of training to health providers
andthelocal community by state and territory
governments, and the additional funding
dedicatedtosuicide prevention are noteworthy,
demonstrating the commitment of jurisdictions
toinvestin suicide prevention activities.

Action Status Coordination Point
3 Commenced—on track MHPC
4 Commenced—on track MHPC
5 Commenced—on track MHPC

Milestone datein Implementation Plan

‘ December2017. Firstmeeting early 2018.
Commence 2018. Release of strategy for
publicconsultation by mid-2019. Release of
final strategy by 2020.

‘ Commence 2019 and ongoing.

Case study 2: Reducing the impact of suicide by early intervention for the bereaved

As partof the Perth South Suicide Prevention
Trial Site, the WA Primary Health Alliance has
contributed to the Peel and Rockingham Kwinana
Community Postvention Response pilot. This
pilotincludes support fortheimmediate family
affected by suicide, such asanimmediate
notification service following a critical incident
involving a suspected suicide, ensuring a rapid
response and allowing supportservices to

reach out to the family to offer counselling.

The pilot has been achieved through a partnership of
governmentand non-government agencies, groups
and community members, andin collaboration

with the WA Primary Health Alliance, the Western
Australian Police, and the Rockingham Peel Group.
The six month pilot builds on a comprehensive
postvention plan developed by local agenciesin
response to several suicides in the Rockingham and
Mandurah areain 2016.

During the past year, the postvention
planhas allowed local agencies to
supportanumber of families, along with
friends and community members.

The recent addition of the immediate notification
service and the rapid response means that
services can reach outto more people even
earlier—offering supportin the critical period
immediately following a sudden loss. The impact
has beenimmediately identifiable. In the first
three months of the immediate notification
pilot, 100% of losses by suspected suicide were
identified, and families were offered support.
The pilot highlights that suicide prevention
iseveryone’s business and that meaningful
outcomes can result from betterintegration.
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Priority Area 3: Coordinating
treatment and supportsfor people
with severe and complex

mentalillness

The needs of people with severe mentalillnessare
nothomogeneous. Some people have episodic
iliness. Others have more persistentillness that

canreduce theirability tofunction, experience full
physical health or manage the day-to-day aspects of
their lives. Some people can be supported through
time-limited clinical servicesin the primary care
setting, while othersrequire hospital-based services
orsome form of community support. Some people
arefrequent users of the hospital system and have
physicalillnesses, disabilities or substance use
problemsthat may be untreated or poorly managed.

There are differencesin the clinical and community
supportsthataperson needsovertime. These can
include GPs, services provided through Aboriginal
Community Controlled Health Services, medical
specialists, allied health providers, housingand
employment support, personal carers, and other
types of disability services. Despite ongoing efforts
by governments and service providers, many
people with severe and complex mentalillness
stilldo not receive the supportsthey need.?

Priority Area 3 does not have designated
Coordination Points for any of its actions. For
thisreason, the NHMC sought descriptions of
progress fromthe Implementers of each action.
Stakeholdersresponsible forimplementing

the actions underthis priority area are the
Australian Government Department of Health
andthe state and territory governments.

ACTION6:

Governments will negotiate agreements that
prioritise coordinated treatmentand supports for
people with severe and complex mentalillness.

This action requiresthe Australian Government
Department of Health and state and territory
governmentsto negotiate agreements for
psychosocial supportservices. This action was
due for completion by December 2018. Asthe
Implementers of thisaction, all governments
were asked to provide an update on whether
these agreements have been finalised.

The Australian Government Department of Health
reportedthatall state and territory governments
have signed bilateral agreements for the National
Psychosocial Support (NPS) measure. The NPS
measure provides psychosocial support services
to people with severe mentalillness that results

in reduced psychosocial functional capacity

who are not more appropriately funded through
the NDIS. Whilst these bilateral agreements

are not currently publicly available, statesand
territories will report to the Australian Government
Department of Health on progress under the
bilateralagreementsinthe 2019-20financial year.

Anew Mental Health Community Support

Services program was established in July 2019 by
Queensland Health as part of its matched funding
for psychosocial supports. Services under this
program are integrated between the Hospital and
Health Service and contracted non-government
providers. The service engages non-government
organisations to provide community support
servicesthatare complementaryto clinical services
delivered through the Hospital and Health Service.
The program targets the needs of individuals 18
yearsand over who are experiencing severe and
persistent mentalillness, and who access public
mental health services through the Hospital and
Health Service. Services are prioritised for individuals
whoareineligible to receive NDIS packages.

The Department of Health and Human Services
Victoriareported that Victorian PHNs have now
commissioned providersto deliver the Australian
Government Department of Health’s contribution
tothe NPS measure. Commissioned services will
provide time-limited psychosocial supportsto people
with amentalillness and psychosocial disability who
do not meet the disability requirements of the NDIS.
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ACTION7:

ACTION8:

Governments will require PHNs and LHNs to
prioritise coordinated treatment and supports for
people with severe and complex mentalillness at the
regional level and reflect thisin regional planning and
service delivery.

Thisaction requires the Australian Government
Department of Health to direct PHNs to planand
commission services for people with severe and
complex mentalillness through PHN funding
agreements. The Australian Government
Department of Health reported that they have
given this directive. In addition, PHNs have been
contractedto deliverthe NPS measure, and the
Continuity of Support program, both of which require
PHNSs to commission services for people with severe
and complex mentalillness within their regions.

Thisaction also requires governments to use the joint
guidance material (as developed under Action 1.2)
tooutline their expectations of PHNs and LHNs for
coordinated treatmentand supports for people with
severe and complexmentalillness. This guidance will
specifically consider the requirements of children and
young people with, or at risk of, severe mentalillness.

Asreported underAction 1.2, the Guide for Joint
Regional Planning was released on the Australian
Government Department of Health website

in October 2018. As noted by the Australian
Government Department of Health, regional plans
will be expected to prioritise opportunities for
collaboration between LHNs and PHNs to develop
jointservices and pathways that support better
outcomesand early intervention for people with
severe mentalillness. The guidance material includes
considerations for planning services aimed at
children and young people with severe mentalillness.

SAHealth noted thatit would benefit from further
guidance on how coordinated treatmentand supports
canbeachieved (especially where more than one LHN
isinvolved). Although national guidelines are expected
tobe developedtosupportimproving coordination
oftreatmentand supports for people with severe

and complexmentalillness (as per Action 9), these

guidelines are not scheduled for completion until 2020.

Responsesfrom Queensland Health and NSW Health
indicate that the Health and Hospital Services and
LHNsintheirjurisdictions have found the guidance
useful asasource document for facilitating the
development of integrated regional plans.

Governments will establish a time-limited Mental
Health Expert Advisory Group, as identified inthe
Governance Section of this Plan.

Thisactionrequiresthe establishmentofa
Mental Health Expert Advisory Group as per
Actioni. The actionalso requires this group to
be reviewed by the MHPC. This component of
the action willnot commence until late 2021.

ACTION9:

Governments will develop, implement and monitor
national guidelinestoimprove coordination of
treatment and supportsfor people with severe and
complex mentalillness.

Thisactionrequires the Australian Government
Department of Health tolead the joint
development of national guidelines, to be
endorsed by the AHMAC. This will include
consultation with the social services sector.

The Australian Government Department of Health
reported thatitisyettoundertake atargeted
consultation process toinform the development
of the guidelines. The terms of reference for the
Action 9 working group have been agreed through
the MHPC. Asat 30June 2019 membershipis
stillbeing finalised and the group is yet to meet.
Itisexpectedthat the Action 9 working group

will deliver the guidelines by December 2020.

Priority Area 3: Achievements and
enablers

The stakeholders responsible forimplementing
Priority Area 3 reported a number of
achievements. These included:

¢ Establishing interface arrangements.
The ACT Health Directorate reported strong
interface arrangements between community
mental health services, the ACT Ambulance
Service and ACT Policing. This includes the
introduction of a mental health clinician in
the ACT Police Operations Centre, supporting
diversion to community-based care, rather than
hospital-based care. The Western Australian
government has established two Interagency
Executive Committees (Adults with Exceptional
Complex Needs and Young People with
Exceptional Complex Needs) which assist with
coordinating and prioritising referrals within
their respective agencies and aim to develop a
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whole-of-government service delivery response
to improve the wellbeing and quality of life for
these cohorts.

¢ Establishing groups to drive progress. In South
Australia, the establishment of the SA NDIS
Psychosocial Disability Transition Task Force
and the NDIS Mental Health Implementation
Group has facilitated a common understanding
and approach to providing psychosocial
supports between LHNs, PHNs and the South
Australian Government. Additionally, state
and territory governments reported working
closely with regional stakeholders via an
integration taskforce (Department of Health
Tasmania), a project control group (Northern
Territory Department of Health), and through
the development of governance arrangements
(Department of Health and Human Services
Victoria) to deliver a cohesive and seamless
psychological support service system for people
with mental illness and psychosocial disability.

Regional andinteragency engagement were reported

asenablersto progress; two state governments
reportedthatthese relationships are critical for the
delivery of coordinated treatment and supports for
people with severe and complex mentalillness.

Table 6: Priority Area 3 —overview of progress

Priority Area 3: Barriers

Difficultiesin accessing the NDIS was reported
asabarrierto progress by Queensland Health

and NSW Health. Queensland Health reported
thatthelack of understanding by providers of the
psychosocial disability needs of people living with
severe and complex mentalillness resulted in
delaysin eligible clients gaining access to the NDIS.
These delays have required additional resources
fromthe Queensland Governmentto ensure
continuity of care during the transition to the NDIS.

NSW Health reported that NDIS uncertainty and
inconsistencies have delayed access to psychosocial
supportsfor people with severe and enduring
mentalillness. These delays haveincreased
complexity for Local Health Districtsand PHNs

and other care providersin coordinating care.

Action Status

6 Complete

7 Complete

8 Part 1 of thisactioniscomplete as per Actioni,
governance.
Part 2 of thisactionis not scheduled tocommence
untillate 2021.

9 Commenced—notontrack

Milestone date in Implementation Plan
Commencein2017.Finalised by the end of 2018.
Completed mid-2018.

2019.

Commence late 2021.

Commencein2018.Releasein 2020.
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The NMHC notes that no Coordination Points have
beennamed to oversee the implementation of
the actions under Priority Area 3. This makes it
difficult to rate progress, as thereis nooverarching
committee to coordinate the implementation

of each action, and the NMHC must rely on self-
reported progress updates from stakeholders.
Despite this complexity, the actions under

Priority Area 3 appearto bein progress.

The NMHC notes that all state and territory
governments have an agreement with the
Australian Government Department of Health for
psychosocial supportservices, and that guidance
material outlining expectations for coordinated
treatmentand supports for people with severe

and complex mentalillness has been provided to
LHNs and PHNs. As noted by the South Australian
Government, however, there may be a need for
further guidance. Although additional guidelines

will be developed under Action 9, thisactionis not
scheduled for completion until 2020. The NMHC
expectsthatthese guidelines willinvolve consultation
with PHNs to ensure the best possible alignment
between current practice and future expectations.

The NMHC acknowledges the complexity of
theintersection of the Fifth Plan with the NDIS.
Goingforward, the NMHC will seek to understand
how agreements for psychosocial support
servicesare resultingin outcomes for people
living with severe and complex mentalillness.

Case study 3: Anticipating change in the psychosocial sector

Arecentsignificant change in the mental health
sectorwastheintroduction of the NDIS, and the
transition of a number of national psychosocial
programsinto new psychosocial funding
streams. Eastern Melbourne PHN led three large
Partnersin Recovery programs across eastand
northeast Melbourne, and took a number of
actionsinitsapproach to transition planning.

In 2018 before the transition from Partnersin
Recoverytothe NDIS, the Eastern Melbourne
PHN ran a ‘psychosocial support pilot’. The pilot
enabled consumersto access psychosocial
supportwith aone-to-one workerin addition
tothe usual service provided by Partners

in Recovery. Toincrease transition success,

the pilot also provided an opportunity for

the systemtoretain and build a strongand
knowledgeable psychosocial support workforce.

Eastern Melbourne PHN also commenced early
transition planning for the new psychosocial
support program with neighbouring PHNs:
North Western Melbourne PHN and South East
Melbourne PHN. The collaboration resulted in
early agreement on the psychosocial support
specifications, aiding service system consistency
for both providers and consumers and carers.

Eastern Melbourne PHN commissioned the
Psychosocial Support ServiceinJanuary 2019, using
National Psychosocial Support and Continuity of
Service funding. The service is delivered by Neami
National. It was important for the Psychosocial
SupportService toappearasasingle program
offering services ‘on the ground’ to reduce
consumer and carer confusion and enhance
continuity of care during the transition period.

Asaresult of this planning approach, in March 2019,
Eastern Melbourne PHN was able to respond quickly
tothe new National Psychosocial Support Transition
funding to improve the continuity of care while
consumers transitioned into NDIS services. The
response included the design and implementation
of psychosocial transition supports for consumers
who were previously Partnersin Recovery, Day to
Day Living or Personal Helpers and Mentors Service
participants. The service commencedin July 2019.

Eastern Melbourne PHN is currently planning
todevelop a ‘regional psychosocial interface’,
ensuring that psychosocial services provided
by PHNSs, the Victorian Governmentand the
National Disability Insurance Scheme are easy
to navigate for consumers and carers, as well
asfor GPsand other health providers.
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Priority Area 4: Improving Aboriginal
and Torres Strait Islander mental
health and suicide prevention

Aboriginal and Torres Strait Islander people

have consistently higher rates of psychological
distress, mentalillness and suicide than non-
Indigenous Australians, and face multiple
barriers whenaccessing appropriate services
and supports. These barriersinclude the cost of
health services, the cultural competence of the
service, remoteness and availability of transport,
and the attitudes of staff. Racism continues to
have asignificantimpact on Aboriginaland Torres
StraitIslander people’s decisions about when
and why they seek health services, and their
acceptance of, and adherence to, treatment.?

Most Aboriginaland Torres Strait Islander people
wantto beabletoaccessservicesin which the best
possible mental health, and social and emotional
wellbeing strategies are integratedinto a culturally
capable model of health care. Thisapproach needs
an appropriate balance of clinicaland culturally
informed mental health systemresponses, including
accesstotraditionaland cultural healing.

Stakeholders responsible for coordinating the
actions under this priority area are the MHPC
and the MHISSC. Stakeholders responsible for
implementing the actions under this priority
areaarethe Australian Government Department
of Health, the state and territory governments,
the ATSIMHSPPRG and the MHISSC.

ACTION 10:

Governments will work with PHNs and LHNs to
implement planning and service delivery for
Aboriginaland Torres Strait Islander peoples atthe
regional level.

Thisaction requires governments to ensure
thatthe guidance for PHNs and LHNs,
asdeveloped under Action 1.2, outlines
expectationsregarding integrated planning
and service delivery for Aboriginal and Torres
Straitlslander peoples. It mustinclude:

e expectations for involvement of ACCHSs and
Aboriginal and Torres Strait Islander communities

e engagement of Aboriginal and Torres Strait
Islander helpers and peer workers

e operationalising the Cultural Respect
Framework for Aboriginal and Torres
Strait Islander Health 2016-2026 within
regional mental health service systems

e governance structures and mechanisms
that include Aboriginal and Torres
Strait Islander perspectives.

Asnoted underAction 1.2, the Guide for Joint
Regional Planning was released by the Integrated
Regional Planning Working Group in October
2018.The Australian Government Department of
Health reported that guiding principles have been
includedin the guide that require ACCHSs and PHNs
to commit to working togethertoimprove access
to health services. The guiding principles were
developedin consultation with ACCHSs and PHNSs,
and provide guidance foractions to be taken by
both ACCHSs and PHNs across key domains: Closing
the Gap; cultural competency; commissioning;
engagementand representation; accountability,
dataandreporting; service delivery; and research.

Aimsoutlinedinthe guiding principlesinclude

improved engagement between ACCHSs and PHNs
—forexample, Aboriginal and Torres Strait Islander
representation within PHN governance structures.

The Mental Health Division of the Australian
Government Department of Health is also finalising
the PHN primary mental health care programme
guidance 2019: Aboriginal and Torres Strait Islander
mental health services. This guidance will include
requirements for joint planning, cultural governance
and commissioning for Aboriginaland Torres
StraitIslander people, and ensure that integrated
servicesand clear referral pathways arein place.

Asthe Coordination Point for this action, the MHPC
rated the progress of thisaction as ‘commenced -
ontrack’.

ACTION 11:

Governments will establish an Aboriginal and Torres
StraitIslander Mental Health and Suicide Prevention
subcommittee of MHPC that will set future directions
for planningand investment.

Thisactionrequiresthe MHPCto establish a
subcommittee for Aboriginaland Torres Strait
Islander mental health and suicide prevention.
Thisaction hasbeen completed as reported
under Actioniii (under ‘Governance’).
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ACTION 12:

Governments willimprove Aboriginal and Torres
StraitIslander access to, and experience with, mental
health and wellbeing servicesin collaboration with
ACCHS and other service providers by:

ACTION12.1:

Developing and distributing a compendium of
resources.

Thisaction requiresthe ATSIMHSPPRG to develop
anddistribute sector resources. The project
reference group will be required to consult widely
onthe developmentanddistribution of these
resourcesto ensure strong sector engagement.

The ATSIMHSPPRG reported that they have revised
some actions within Priority Area 4 and adjusted the
focus of some actions. With the MHPC’s approval,
the ATSIMHSPPRG will now focus onidentifyingand
evaluating existing tools (such as self-management
tools, mental health literacy resources, clinical tools,
and assessmentand outcome measures) thatare
culturally safe and appropriate for Aboriginal and
Torres StraitIslander people, instead of developing
sectorresources. The proposal for this projectis
currently being prepared for endorsementand
willcommenceinthe second half of 2019.

Asaresultof the revised approach being
undertaken by the ATSIMHSPPRG and with the
project proposal yetto be endorsed, the MHPC
(the Coordination Point of this action) rated the
progress of thisaction as ‘yet to commence’.

ACTION12.2:

Increasing knowledge of social and emotional
wellbeing concepts, improving the cultural
competence and capability of mainstream providers,
and promoting the use of culturally appropriate
assessmentand care planning tools and guidelines.

Thisaction requires the ATSIMHSPPRG to develop
joint guidance for mental health providerstoincrease
knowledge and improve cultural competence. The
guidance will articulate government expectations for
funded service providers and provide practical advice
based on existing agreed policy documents, including
the National Strategic Framework for Aboriginal

and Torres Strait Islander People’s Mental Health

and Socialand Emotional Wellbeing 2017-2023,

the Cultural Respect Framework for Aboriginal and
Torres StraitIslander Health 2016—2026 and the

Implementation Plan forthe National Aboriginal
and Torres Strait Islander Health Plan 2013-2023,
andrelevant state and territory strategies.

The ATSIMHSPPRG reported that it will use the
outputsof Action 12.1 toinform work under
thisaction. Forthisreason the MHPC (the
Coordination Point of thisaction) rated the
progress of thisaction as ‘yet to commence’.

ACTION12.3:

Recognisingand promoting the importance of
Aboriginaland Torres Strait Islander leadership and
supportingimplementation of the Gayaa Dhuwi
(Proud Spirit) declaration.

This action requires the ATSIMHSPPRG to provide
advicetothe MHPCon practical strategies toimprove
Aboriginaland Torres Strait Islander leadership.

The ATSIMHSPPRG reported that it has not
provided this advice tothe MHPC, as thisactionis
being progressed by the National Aboriginal and
Torres StraitIslander Leadership in Mental Health
(NATSILMH). The NATSILMH has held workshops
in severaljurisdictions as well as for the MHERP.
These workshops have focused onincreasing
Aboriginaland Torres Strait Islander presence
and leadership across the mental health system,
and on ensuring that Aboriginal and Torres Strait
Islander communities have access to cultural
healers, as well as other healing options, within
arange of mental health treatment options.

The NATSILMH will prepare areportonthe outcomes
of the workshops that will be reviewed by the
ATSIMHSPPRG before being delivered to the MHPC.

Asthe Coordination Point for thisaction, the MHPC
rated the progress of this action as ‘commenced -
ontrack’.

ACTION12.4:

Training all staff delivering mental health services to
Aboriginaland Torres Strait Islander peoplesin
trauma-informed care.

Thisaction requires allgovernmentsto ensure that
trainingin trauma-informed care is provided to all
staffin their mental health services. This training will
be informed by advice from the ATSIMHSPPRG.
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SAHealth, the ACT Health Directorate and NSW
Health all reported that trauma-informed training has
been provided. Thisincluded mandatory Aboriginal
and cultural training that specifically addresses the
historical and generational experiences of trauma
andisintended toincrease cultural competency
(NSW Health), and the introduction of an Aboriginal
Liaison Teamto deliver arange of training options
ontrauma-informed care for mental health staff
(ACT Health). In South Australia, trauma-informed
trainingis available to staff, although participation
isvoluntary (SA Health). Further workis also needed
toimprove the curriculum of the available training
program developedinthe United States, so that
itisappropriate forthe Australian context. This
work will be conducted by the working group that
overseesthe integrity of the training program.

Funding has been provided by the AHMAC to the
Northern Territory to lead and manage the Trauma
Informed Care Project, with support from Western
Australia. This project will review trainingin trauma-
informed care and cultural safety practice for all staff
delivering mental health services to Aboriginal and
Torres StraitIslander people, particularly thosein
forensicsettings, and deliver findings to the MHPC.

Theremaining state governments described progress
towards theimplementation of thisaction. In
Tasmania, new models of care have been developed
thatinclude the principles of the recovery model,
triangle of care and trauma-informed care and
practice. These new models of care are expected

to beimplementedinfrom 201920 (Department
of Health Tasmania). In Queensland, an e-learning
module ontrauma-informed care hasbeen
developed for all staff working in mental health
andalcoholand otherdrugsservices (Queensland
Health). The Western Australian Mental Health
Commission provides workshops on trauma-
informed care and practice twice per year, targeting
providers whose clients use alcohol and other drugs.

Thisaction also requires all governmentsto putin
place strategies for delivering trainingin trauma-
informed care to providers of mental health services
to Aboriginal and Torres Strait Islander people.

All state and territory governments, with the
exception of Tasmania and Queensland, reported
thatthese strategies have beenimplemented.

The Australian Government Department of Health
reported that strategies for delivering training
intrauma-informed care will be developed
oncethefindings of the Trauma Informed Care
Project currently being undertaken by the
Northern Territory are delivered to the MHPC.

Asthe Coordination Point of this action, the MHPC
rated progress as ‘yet tocommence’. Thisis because
the Trauma Informed Care Project has only recently
commenced. However, itis clear that the majority of
state and territory government health departments
have independentlyimplemented training processes.

ACTION 13:

Governments will strengthen the evidence base
neededtoimprove mental health services and
outcomesfor Aboriginaland Torres Strait Islander
peoplesthrough:

ACTION 13.1:

Establishinga clearinghouse of resources, tools
and program evaluations for all settings to support
the development of culturally safe models of
service delivery.

Thisaction requires the Australian Government
Department of Health to commission the
establishment of a clearinghouse of resources,
toolsand program evaluations. The MHPC will
alsoask the ATSIMHSPPRG to provide advice
ontheimplementation of this action.

AsreportedunderAction 12.1, the ATSIMHSPPRG
has revised the focus of some of the actions
within Priority Area 4. Based on this revision, the
ATSIMHSPPRG has advised the MHPCthat the
focus of this work should initially be onidentifying
and evaluating existing tools (self-management
tools, mental health literacy resources, clinical
tools, and assessment and outcome measures) that
are culturally safe and appropriate for Aboriginal
and Torres StraitIslander peoples, which can
then be shared viaan agreed mechanism.

The MHPC has agreed to the revised focus of this
project. However, as a result of this change the
MHPC has rated the status of thisaction as ‘yet
tocommence’.
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ACTION 13.2:

Ensuring that all mental health services work to
improve the quality of identification of Indigenous
peopleintheirinformation systemsthrough the use
of appropriate standards and business processes.

Thisaction requires the MHISSC to develop
strategiesfor ongoing testing of, and reporting
on, the accuracy of identification of Aboriginal
and Torres Strait Islander people within key
national mental health data collections.

The MHISSCreported that, atits June 2019
meeting, itendorsed areview of the quality of
Indigenous identification in the national data
collections, and mechanisms toimprove the data.
The outcomes of this review will be provided to
the ATSIMHSPPRG atan upcoming meeting.

Asthe Coordination Point of this action, the MHISSC
rated progress as ‘commenced—ontrack’.

ACTION 13.3:

Ensuring future investments are properly evaluated
toinform what works.

Thisaction requires allgovernmentstoembed
appropriate evaluation of their respective
investmentsin mental healthinitiatives for
Aboriginal and Torres Strait Islander people, and
reportannually on achievement of this requirement
through the MHPC. The ATSIMHSPPRG will provide
advice on how to bestembed evaluation of
governmentinvestmentinto program design.

Allstate and territory government health
departments, with the exception of the Tasmania
and South Australia health departments, reported
that they have embedded an evaluation processinto
mental health investment for Aboriginaland Torres
StraitIslander people. The Department of Health
Tasmania reported thatit does not currently have an
evaluation framework for the mental health services
it funds—either clinical or psychosocial—at the
whole-of-populationlevel or for specific population
groups. However, itis currently implementing the
Integration Taskforce Report, which willinclude
aframework to evaluate impact and monitor
implementation of taskforce recommendations.
Itisenvisaged that this framework willinclude
whole-of-population and specific population groups

including Aboriginal and Torres Strait Islander people.
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SA Health reported thatan evaluation processis yet
tobe embedded, and welcomes the advice of the
ATSIMHSPPRG on how to best embed evaluation

of governmentinvestmentinto program design.

The Australian Government Department of Health
reported thatthe Indigenous Health Division plans to
evaluate the PHN Aboriginaland Torres Strait Islander
Mental Health Program in the future. Currently,
notenough datais available for an evaluation.

The Coordination Point for this action, the MHPC,
reported thatthe ATSIMHSPPRG is yet to provide
advice onhowto bestembed evaluationinto program
design. Forthisreason, the MHPC rated progress

as ‘yettocommence’. However, it is clear that state
andterritory government health departments

have commenced these evaluation processes.

ACTION 13.4:

Reviewing existing datasets across all settings for
improved data collection onthe mental health and
wellbeing of, and the prevalence of mentalillnessin,
Aboriginaland Torres Strait Islander peoples.

Thisaction requires the MHISSC to work with
stakeholderstoensure that the development
and construction of mental health performance
indicatorsinclude the capacity to disaggregate
by Indigenous status, wherever possible.

The MHISSCreported that it has been working with
stakeholdersto ensure that data, including the Fifth
Plan performanceindicators, is disaggregated by
Indigenous status, where possible. The MHISSC will
seek expertadvice from the ATSIMHSPPRG on the
existing Fifth Planindicators atan upcoming meeting.

Asthe Coordination Point for thisaction, the MHISSC
rated progress as ‘commenced—on track’.
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ACTION 13.5:

Utilising available health services data and enhancing
those collections toimprove services for Aboriginal
and Torres Strait Islander peoples.

Thisaction requires the MHISSC to work with
stakeholdersto create opportunities for collating and
reporting data on provision of mental health services
to Aboriginal and Torres Strait Islander people. The
Australian Government Department of Health will
facilitate thisthrough existing funding arrangements
with the Australian Institute of Health and Welfare
(AIHW), and will ask the AIHW and the MHISSC to
scope the development of mental health indicators
inthe key performance indicators for Aboriginal

and Torres Strait Islander primary health care.

The Australian Government Department of
Health reportedthatitisfundinga number of
Indigenous mental health projects that will be
delivered by the AIHW. These projectsareinthe
early stages of development, and include:

e improving the identification of Aboriginal and
Torres Strait Islander people undergoing clinical
care for mental illness. This will involve assessing
the level of under-identification in mental
health datasets and developing strategies to
address under-identification in a targeted way.

e reviewing datasets for improved data collection
on the mental health and wellbeing of
Aboriginal and Torres Strait Islander people, and
working to ensure that Fifth Plan performance
indicators and work resulting from the Closing
the Gap refresh are fit-for-purpose and can
be disaggregated by Indigenous status

¢ using health service data to improve mental
health services for Aboriginal and Torres Strait
Islander people. This will involve examining
the prevalence of mental health-related
issues among Aboriginal and Torres Strait
Islander people; assessing access to mental
health services including community mental
health and specialist mental health services;
and assessing gaps in service delivery.

The Australian Government Department of Health
reportedthatit hasfunded the AIHW to scope

the development of mental health indicators. The
Social and Emotional Wellbeing (SEWB) Clinical
Working Group (a subcommittee of the Health

Services Data Advisory Group) hasreporteda
number of challengesin progressing this activity.
The working group describes SEWB as a highly
complexareawhere the risk of usinganimperfect
measureis greater than the benefit ofimplementing
one. ltalsoadvises that a SEWB key performance
indicator should be based ona SEWB measure
developed andvalidated specifically for the
Aboriginal and Torres Strait Islander population;
however such ameasure does not currently exist.

The SEWB Clinical Working Group recommends
that SEWB measures from the Aboriginal and Torres
Strait Islander Health Performance Framework
report, Medicare Benefits Schedule (MBS)

data, and Online Services Report data should

be used untilamore specificand appropriate
measure of SEWB becomes available.

Asthe Coordination Point of this action, the MHISSC
rated progress as ‘yet tocommence’. The MHISSC
reported that this action would be better managed
by the ATSIMHSPPRG because of its expertise.

The MHISSC remains willing to provide technical
advice asrequired. The MHISSC secretariatis
working with the ATSIMHSPPRG secretariat to
identify opportunities to progress this action.

Priority Area 4: Achievements and
enablers

The stakeholdersresponsible forimplementing
Priority Area 4 reported a number of
achievements. These included:

¢ Introduction of new initiatives. New initiatives
reported by stakeholders included the Aboriginal
Older Person’s Mental Health Community of
Practice (NSW Health) and the co-location of a
mental health nurse and psychiatric registrar
within an ACCHS (ACT Health Directorate).
The Northern Territory Department of Health
reported the development of a centralised
regional Community Action Planning
support network in the Northern Territory
to guide community engagement for suicide
prevention activities, and access to associated
community awareness and support services.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

48



¢ Provision of training. Provision of training to
Aboriginal and Torres Strait Islander people to
support their communities was reported as
an achievement by two state governments.
Two Aboriginal Mental Health First Aid (MHFA)
instructors have completed the new Older
Person’s MHFA trainer course, with a view
to providing this training to older Aboriginal
people in New South Wales (NSW Health).
In Western Australia, the Aboriginal Family
Wellbeing Project aims to address the physical,
mental, emotional and spiritual issues that
affect an individual’s wellbeing, family unity and
community harmony by building capacity within
Aboriginal organisations and their surrounding
communities. This includes providing training
to Aboriginal and non-Aboriginal workers
in an adapted version of the Certificate Il in
Family Wellbeing. The project will ensure that
Aboriginal Health Council of Western Australia
(AHCWA) staff, the AHCWA Youth Committee,
all 23 ACCHSs across Western Australia, and
other local Aboriginal organisations attain the
Certificate Il in Family Wellbeing. The project
will also support collaboration between AHCWA
and ACCHS staff to deliver appropriate elements
of the course to local Aboriginal communities.

Priority Area 4: Barriers

Stakeholders reported anumber of challenges
inimplementing actions toimprove Aboriginal
and Torres Strait Islander mental healthand
suicide prevention. Theseincluded:

¢ Recruitment issues. Stakeholders reported
difficulties in recruiting Aboriginal and Torres
Strait Islander mental health staff to support new
initiatives for Aboriginal social and emotional
wellbeing (Department of Health and Human
Services Victoria), as well as a lack of a suitably
trained and qualified Aboriginal workforce
(NSW Health) to provide appropriate mental
health care.
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* Governance changes and resourcing.

The Chair of the ATSIMHSPPRG resigned in early
2019, and a new Chair has only recently been
recruited. This resulted in a delay in progress

of the group’s work plan (ATSIMHSPPRG). The
lack of sufficient support and resourcing for the
ATSIMHSPPRG was also reported as a barrier to
progressing the work plan (Queensland Health).
To address this, there has been a recent change
in resourcing with secretariat support now being
provided through the AHMAC Secretariat office.
These were significant barriers given the critical
role of the ATSIMHSPPRG in progressing the
actions of this priority area.

Lack of subject matter expertise.

The MHISSC reported that its lack of subject
matter expertise in Aboriginal and Torres

Strait Islander primary mental health care

was a significant disadvantage to creating
opportunities for collating and reporting on
data on the provision of mental health services
to Aboriginal and Torres Strait Islander people
(Action 13.5). For this reason, the MHISSC has
recommended that it would be more appropriate
for the ATSIMHSPPRG to manage this action.

49



Table 7: Priority Area4—overview of progress

Action Status
10 Commenced—on track MHPC

11 Complete (as per Actioniii) MHPC

121 Yettocommence ATSIMHSPPRG

12.2 Yettocommence MHPC
12.3 Commenced—on track MHPC
12.4 Yettocommence MHPC
13.1 Yettocommence MHPC
13.2 Commenced—ontrack MHISSC
13.3 Yettocommence MHPC
13.4 Commenced—on track MHISSC

13.5 Yettocommence MHISSC

Anumber of actions under this priority area
were reported as ‘yet to commence’. Thisis
concerning given thatimplementation of the
Fifth Plan has now completed its second year.

Asnotedin ‘Governance’, changesin the structure

of ATSIMHSPPRG, including the resignation of the
ATSIMHSPPRG Chair and the subsequent delayin
recruiting a replacement, have significantly affected
the group’s ability toimplement the actions under
Priority Area 4. In addition, the ATSIMHSPPRG revised
the Priority Area 4 actions and agreed to adjust
thefocus of some of the actions. This has delayed

the commencement of a number of actions.

The NMHC anticipates that the work of the
ATSIMHSPPRG can progress without further

delay now thata new Chair has been appointed

and secretariat support provided. The NMHC
acknowledges the expertise of the ATSIMHSPPRG,
andthevalue of adjusting the focus of specificactions
tomore appropriately address Aboriginal and Torres
StraitIslander mental health and suicide prevention.
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Coordination Point

Milestone dateinImplementation Plan
Commence mid-2018.
Firstmeetingmid-2018.

Commence 2018. Completed 2020.
Commence 2018 and ongoing.

Commence 2018 and ongoing.

Commence 2018 and ongoing.

Commence 2018 and ongoing.

Commence 2018. Completed 2021.

From 2017 and ongoing.

Commencing 2018 and ongoing.

Commence 2018. Completed mid-2021.

Action 13.5involves scoping the development

of mental health key performance indicators

for Aboriginaland Torres Strait Islander primary
healthcare. The MHISSC has requested that this
action be coordinated by the ATSIMHSPPRG due to
its expertise. Given that this action was scheduled
tocommencein 2018 andisdue for completionin
2021, the NMHCis concerned that the ATSIMHSPPRG
does not have sufficient time to deliver this work.

Giventheimportance andscale of the actions
within Priority Area 4, andin light of the barriers
reported by stakeholdersinimplementing this
priority area, the NMHC urges the MHPC to
considerthe resourcing of the ATSIMHSPPRG to
ensurethattheactions can beimplemented.
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Case study 4: Kumpa Kiira Suicide Prevention Project

Coomealla Health Aboriginal Corporation provides
health services to address the health needs of
Aboriginal people in the Wentworth and Balranald
regions of New South Wales. The communities
serviced experience arange of complexissues
including domesticviolence, drug and alcohol
issues, and mental and physical health concerns. The
communities have also lost anumber of Aboriginal
and Torres Strait Islander people to suicide.

In response, Coomealla Health Aboriginal
Corporation developed a suicide prevention project
as part of the New South Wales Suicide Prevention
Fund. Kumpa Kiirais aninnovative health promotion
program that seeks to prevent suicide by engaging
Aboriginal and Torres Strait Islander people across
thelifespan through activities grounded in culture
and community connection. The project employs
ateamleaderandtwo Aboriginaland Torres
StraitIslander suicide prevention workers. They

are supportedintheir roles by a dedicated Social
and Emotional Wellbeing Worker who provides
one-on-one supportand counselling to clients.
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Community engagement has been a key component
of the work. The project engages Aboriginal and
Torres Strait Islander youth with culture through
youth groups for men and for women, using art,
music and other. This engagement supports
connectionto community and to local schools.
Kumpa Kiira has also engaged Elders to run regular
groups that focus on culture, intergenerational
exchange and connection. Program promotional
materialsinclude messagingtoincrease
understanding of mentalillness and suicide

riskin at-risk groups, including aged people.

The project has also engaged local GPs through
formal up-skilling and advice on identifying and
managing suicide risk,and postvention support.
Since 2017, Kumpa Kiira has brought its community
togetherand promote culture as healing, which
isacritical component of suicide preventionin
Aboriginal and Torres Strait Islander communities.

51



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

People living with mentaliliness often have
poorer physical health than other Australians,
astheir physical health needs are often
overshadowed by their mentalillness.

Ensuringthat people living with mentalillness
receive better screening for physicalillness, and
thatinterventionsare provided early as partofa
person-centredtreatmentand care plan, is critical
toimproving the long-term physicaland mental
health outcomes of people living with mental
iliness, and people with a chronic or debilitating
physicalillness who may be at higher risk of a
mentalillness. This will lead toimproved health
outcomes, including better management of co-
existing mental and physical health conditions,
reducedrisk factorsandimproved life expectancy.

Stakeholders responsible for coordinating the
actions under this priority area are the MHPC

and the MHISSC. Stakeholders responsible for
implementing the actions under this priority area
arethe Australian Government Department of
Health, state and territory governments, PHNs, the
NMHC and the state mental health commissions.

ACTION 14:

Governments commit to the elements of Equally
Well-The National Consensus Statement for
improving the physical health of people living with
mentalillnessin Australia.

Thisaction requires allgovernments and mental
health commissions to embed the elements

of Equally Well, and to make changes in their
areas of influence toimprove the physical health
of people with mentalillness. The NMHC will
monitor and reportonimplementation of the
consensus statement across jurisdictions.

Alljurisdictions and mental health commissions
areresponsible for coordinating thisaction.

State and territory governments reported
embedding the principles of Equally Well through
avariety of activities. These included frameworks,
policiesand tools (Western Australian Department
of Health), and a Mental Health Service Integration
Project (Northern Territory Department of Health).

In Queensland, the Mental Health, Alcoholand Other
Drugs Branch (Queensland Health) has developed
three clinical forms for documentation of physical
healthissues experienced by consumers of public
mental health and alcoholand drug services.
Theseformsare beingimplemented into the
Consumer Integrated Mental Health Application
foruse by clinicians state-wide by mid-2020.

An Equally Wellin Victoria framework was
developedinresponsetothe Equally Well
consensus statement (Department of Health and
Human Services Victoria). In New South Wales,
the Physical Health of Mental Health Consumers
Policy and Guidelines was developed to embed
the Equally Well consensus statementinto the
core business of New South Wales health services
(NSW Health). South Australia’s proposed Mental
Health Services Plan will provide future direction
onits workembedding Equally Well (SA Health),
andthe Department of Health in Tasmania

will provide a strategicresponse as part ofits
implementation of the Integration Taskforce Report.

State andterritory mental health commissions
reported embedding Equally Well principlesin
activities arising from strategic planning. For
example, the Australian Capital Territory Office

for Mental Health and Wellbeing iscommencing
work onan outcome framework that will consider
physical health indicators for people with mental
illness. The Queensland Mental Health Commission
hascommenced a staged project to identify reform
opportunities toimprove the physical health of
people with alived experience of mentalillness
and problematicalcoholand other drug use.

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

the strategicimplementation of the Equally Well
consensus statement. The NMHCalso supported
aprojectteam based at Charles Sturt University

to provide project supportactivities across the
network of more than 70 organisations that have
committed to the Equally Well consensus statement.
The EWIC membersagreedthat, in 2019, the
committee would start providing regular updates
tothe Safety and Quality Partnership Standing
Committee onthe work of the Equally Well initiative.
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ACTION 15:

Governments will develop or update guidelines and
otherresourcesfor use by health servicesand health
professionals toimprove the physical health of
people living with mentalillness.

Thisaction requires the Australian Government
Department of Health, and state and territory
governmentsto review existing guidelines and
resources, and determine whether they require
updating, or whether additional guidelinesand
resourcesare required.

The majority of governments reported that they have
reviewed existing guidelinesand resources. Where
relevant, guidelines are being updated toincorporate
physical health. Guidelines and additional resources
arealso being developed as part of regional plans, and
otherstate and territory policies and frameworks.

The South Australian Government reported
that directions for future workin this space
will be informed by the Mental Health Services
Planonceitisapproved. South Australia will
review resources developed elsewhere and
consider which of them would be useful for
promoting the Equally Well agenda.

Asthe Coordination Point for this action, the
MHPCrated progress as ‘commenced—on track’.
The MHPC noted that work against thisaction
isbeing progressed by the EWIC with links to

the Safety and Quality Partnerships Standing
Committee. Thefirst National Equally Well
Symposium was heldin March 2019. The aim
ofthe symposium was to share innovation and
experiencesinimplementing the Equally Well
consensus statement across the jurisdictions.

ACTION 16:

Governments will work with PHNs and LHNs to build
into local treatment planning and clinical governance
the treatment of physicalillnessin people living with
mentalillness by:

ACTION 16.1:

Includingitas part of joint service planning activity
between PHNs and LHNs.

Thisaction requires governmentsto ensure that
the guidance for PHNs and LHNs as developedin
Action 1.2, outlines expectations for the inclusion
of mechanisms to support the physical health of
people living with mentalillnessinjoint service

planning activity. The action also requires PHNs
and LHNstojointly release regional plans that
include mechanismsto supportthe physical health
needs of people living with mentalillness.

The Australian Government Department of Health
andthe MHPCreported that Section 3.5 of the Guide
forJoint Regional Planning addresses thisaction.

It outlines the expectations for PHNs and LHNs to
include mechanismsto supportthe physical health
of people living with mentalillnessin joint service
planning. Most state and territory governments
reported that expectations are appropriately
addressedinthe provided guidance material
Western Australian Mental Health Commission,

ACT Health Directorate, NSW Health, SAHealth and
Northern Territory Department of Health). However,
the Department of Health and Human Services
Victoria reported that guidance material does not
appropriately outline the expectations. The Northern
Territory Department of Health noted that further
guidance and/or examples of proposed reporting
and governance structures could be considered.

Four PHNs reported the release of ajoint regional
mental health and suicide prevention plan, including
mechanismsto support the physical health needs

of people living with mentalillness (Brisbane North
PHN, Country SAPHN, Brisbane South PHN and South
Eastern NSW PHN) (see Box 4). The majority of the
PHNs yettorelease ajointregional mental health
andsuicide prevention plan noted that the plan
wasin developmentand thatthe comprehensive
(orfoundational) planis expected to be released

by June 2020. Many PHNs without afinalised plan
noted that they are undertaking arange of initiatives
to supportthe physical health needs of people

living with mentalillnessinthe interim. Adelaide
PHN reported thatthe steering committee isyet to
provide aclearcommitmenttoactioninthisarea.

As Coordination Point for thisaction, the MHPC rated
the progress of this action as ‘commenced—ontrack’.
The MHPCnoted the Guide for Joint Regional Planning
was endorsed by the MHPCin September 2018, and
disseminated to PHNsand LHNsin October 2018.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

53



Box 4: PHNs and regional plans—perceived discrepancy between actions 2.5and 16.1

UnderAction 2.5, PHNs and LHNs are required
to jointly develop comprehensive regional
mental health and suicide prevention plans.
UnderAction 16.1, these plans are required to
include mechanismsto support the physical

ACTION 16.2:

health needs of people living with mentalillness.
Asreported underAction 2.5, seven PHNs have
developedregional plans. However, not all of
these PHNs have released the plans orincluded
mechanisms to support physical health needs.

ACTION 17:

Includingitas part of joint clinical governance activity.

Thisaction requires governmentsto use
guidance material on joint regional plansto
outline their expectations of PHNs and LHNs
thatjoint clinical governance activity should
include mechanisms for supporting the physical
health of people with mentalillness.

As noted under Action 1.2, the Guide for Joint
Regional Planning was released by the Australian
Government Department of Health in October 2018.
The Australian Government Department of Health
has reported that this guidance outlines expectations
for PHNs and LHNs to include mechanisms for
supporting physical health. Additionally, the
Australian Government noted that LHNs and

PHNs are expected toinclude these mechanisms
injoint service planning activities by mid-2020.

As the Coordination Point for this action, the MHPC
rated progress as ‘commenced—ontrack’. The
MHPC noted that the inclusion of the treatment of
physical health of people living with mentalillness
byincludingitas part ofjoint governance activity
within local treatment plans, is described in Section
3.5 of the Guide for Joint Regional Planning, which
was endorsed by the MHPCin September 2018.

ACTION 16.3:

Requiring roles and responsibilities to be
documented as part of local service agreements.

Thisactionis notscheduled tocommence
until mid-2020.

Governments willcommence regular national
reporting onthe physical health of people living with
mentalillness.

This action requires the MHISSC to identify
mechanisms for reporting on the physical health
of Australians with mentalillness; develop one
or more nationally-consistent performance
indicators on the physical health of Australians
with mentalillness; and identify strategies for
ongoing analysis and reporting of the mortality
gap for Australians with mentalillness.

The MHISSCreported that two of the four
physical healthindicators have been specified.
This data has beenincluded inthe performance
indicators section of thisreport. Development
of the remaining two indicators—potentially
preventable physical health hospitalisations and
the mortality gap—is being led by NSW Health.

Implementation progress of this action also includes
the provision of funding by the AHMAC and the
Australian Government Department of Health to the
AIHW fora project officer, and the development of
anoptions paper under the governance of a MHISSC
working group. The options paperis expected to be
considered by the MHISSC and the SQPSC at their
respective meetingsin Octoberand November 2019,
and providedtothe MHPC by the end of the year.

Asthe Coordination Point for this action, the MHISSC
rated progress as ‘commenced—ontrack’.
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Priority Area 5: Achievements and
enablers

The stakeholders responsible forimplementing
Priority Area 5 reported a number of achievements.
Theseincluded:

¢ Targeted education and training.
Multiple stakeholders reported delivering
targeted education and training as an
achievement throughout the implementation
of Priority Area 5. This included education
and training for general practice staff in areas
such as multimorbidity (WA Primary Health
Alliance), mental health service options
(South Eastern NSW PHN), referral pathways
(Western Queensland PHN) and mental health
skills (Northern Territory PHN). Education
and training also aimed to upskill the mental
health workforce to respond to physical
health needs (Murrumbidgee PHN and the
ACT Health Directorate), and a physical health
assessment tool has been developed to better
enable nurses to improve the health of people
living with mental illness (the NMHC).

¢ Establishment of programs and services.
State and territory governments reported
establishing, and an increase in the uptake of,
programs and services to improve the physical
health of individuals living with mental iliness
(ACT Health Directorate, NSW Health and
Queensland Health). LHNs are delivering a range
of programs and strategies. For example, NSW
Health reported LHN projects include: a health
passport to guide the implementation of physical
health screening for consumers; a physical health
care clinic offered to consumers new to the
service monitoring weight and vital signs; and
inpatient physical health screening. Similarly,
multiple PHNs reported commissioning targeted
services in partnership with local organisations
(Northern Queensland PHN; Eastern Melbourne
PHN; South Western Sydney PHN; North Western
Melbourne PHN; Western New South Wales PHN;
and Central and Eastern Sydney PHN). Specific
services delivered by LHNs include an Integrated
Subspecialty Clinic (South Western Sydney PHN),
an Integrated Team Care Program (Central and
Eastern Sydney PHN) and a Psychiatric Advice and
Consultation Service that supports screening,

monitoring and treatment of the physical health
needs of consumers with mental iliness (Eastern
Melbourne PHN). South Eastern NSW PHN

and Northern Territory PHN also reported the
development of HealthPathways, (as discussed
in Actions 2.6 and 2.7 in Priority Area 1), to
support the planning of care through primary
and secondary health care systems.

Encouraging consideration and assessment
of physical health needs of individuals with
mental illness. Some PHNs have included
specifications in existing programs (Northern
Queensland PHN and Murray PHN). Guidelines
positioning physical health as a priority for
commissioned mental health services have also
been developed (Murray PHN). In December
2018, Queensland Health introduced into

the state-wide key performance indicators

an indicator relating to the completion

of physical health assessments for all
community mental health consumers.

Investment in trials in collaboration with

local services. Trials include a facilitated group
exercise and nutrition program (Brisbane

North PHN), a smoking ban trial at the Albany
Health Campus and co-design of an evidence
based Recovery College Model of Service
(Western Australian Mental health Commission),
agreement to a metabolic syndrome/clozapine
model of care in a local general practice clinic
(Central Queensland, Wide Bay and Sunshine
Coast PHN), and researching the implementation
of a Physical Health Nurse Consultant service to
be offered alongside usual mental health care
(ACT Health Directorate).

Commitment to Equally Well. Multiple
stakeholders reported that commitment to
Equally Well is a key mechanism for action

in Priority Area 5. The MHPC noted that the
National Equally Well Symposium, held in

March 2019, included a key discussion on

the implementation of nationally consistent
initiatives to address physical health of people
with a mental illness. The Department of Health
and Human Services Victoria reported successful
production, and launch of the Equally Well in
Victoria Framework, and its dissemination to all
specialist mental health services in March 2019.
PHNs and governments reported clear mandates
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for action from mental health reform and high-
profile reviews as enablers of progress.

Asin Priority Area 1 and Priority Area 3, strong
relationships with LHNs and other stakeholders
were commonly reported as a key enabler to
progress. These relationships are particularly
important tothe ongoing development of
integrated regional plans, which providesa
mechanismto address theissue of the physical
health of people living with a mentalillness.

The Queensland Mental Health Commission noted
the Queensland Government’s commitment to
establishing a Health and Wellbeing Commissionin
Queensland, and noted the strategic opportunity
this presentstointegrate government policiesand
priorities for mental and physical health. Similarly,
the South Australian Government has committed
to establishing a new department called Wellbeing
SAwhere physicaland mental health promotion
and prevention will be brought together. Afocus on
Equally Well will be a priority of this new entity.

Priority Area 5: Barriers

Stakeholders reported anumber of challengesin
implementing actions toimprove physical health
of people living with mentalillness. These included
thefollowing:

¢ Existing funding structures. Four PHNs reported
that existing funding structures limit their ability
to address physical health needs and drive
change in Priority Area 5 (Western Sydney PHN,
North Coast PHN, Brisbane North PHN and Gold
Coast PHN). Limitations include the currently
specified focus areas of reporting (North Coast
PHN and Gold Coast PHN), and the availability
of funds to continue and expand relevant
programs and services (Brisbane North PHN).

¢ Challenges in working effectively with GPs.
These challenges included the ability to
influence and change GP systems (South
Eastern NSW PHN), the reluctance of GPs
to provide support to patients living with
mental illness (Western Sydney PHN and NSW
Health), the ability to obtain information from
GPs (Queensland Health), and difficulties
linking consumers with GPs due to limited
access to GPs who bulk bill (NSW Health).

¢ Resourcing. As reported by stakeholders
in Priority Area 1, resourcing is a common
barrier to implementation. Barriers include
workforce shortages (Northern Territory
PHN), staff turnover (Western Sydney PHN
and Western Queensland PHN), and the large
number of priorities to be addressed (New
South Wales Mental Health Commission; and
Central Queensland, Wide Bay and Sunshine
Coast PHN). Funding and resource barriers
are echoed by state and territory government
departments (Department of Health and
Human Services Victoria and NSW Health).

¢ Complexity of regional planning.
The development of joint regional plans is
a key mechanism to drive change in Priority
Area 5. As reported by stakeholders in Priority
Area 1, the timeframe for regional planning
(Western NSW PHN), and challenges with
buy-in from LHNs (South Eastern Melbourne
PHN) limits the capacity to embed a focus on
physical illness in the joint regional planning
process. Similarly, PHNs reported that time
constraints for commissioning services are a
barrier to addressing physical health needs
during commissioning activities (Central
Queensland, Wide Bay and Sunshine Coast
PHN; and Western Victoria PHN). Additionally,
state government restructuring of LHN regions
was reported as an added complexity for
partnerships and planning (Country SA PHN).

Additional barriers noted by state and territory
governmentsinclude thefactthat young people
may not be identified as ‘at risk’ for physical health
issues duetotheir age (Queensland Health), and
challenges of coordination of care through sectors
(Northern Territory Department of Health).
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Table 8: Priority Area5—overview of progress

Action Status Coordination Point
14 Commenced—on track Alljurisdictions
15 Commenced—on track MHPC
16.1 Commenced—ontrack MHPC
16.2 Commenced—on track MHPC
16.3 Not scheduled to commence until MHPC
mid-2020
17 Commenced—on track MHISSC

Implementation of this priority areais progressing
well, and all actions were reported as ‘commenced —
ontrack’.

The NMHC acknowledges the achievements of
stakeholdersin working toimprove the physical
health of individuals living with mentalillness.
Thisincludesthe delivery of arange of programs
and strategies to support physical health needs

Milestone date in Implementation Plan
From 2017 following release of Equally Well.
Commence mid-2018.

Completedlate 2019.

Annuallyfrom 2020.

June 2018. By mid-2020.

June 2018.

From mid-2020.

Commence October 2017.
Completed 2022.

by LHNs, and PHNs commissioning targeted
servicesin partnership with local organisations.

Asmore PHNsand LHNs release their joint regional
mental health and suicide prevention plansin
2020, the NMHC will gain a more comprehensive
picture of how joint service planning activity

will focus on the treatment of physicalillness

in people living with mentalillness.

Case study 5: Improving the physical health of people living with severe mentalillness

Asrecognisedin Priority Area 5 of the Fifth

Plan, people living with mentalillness often
have poorer physical health than other
Australians, as physical health needs are often
overshadowed by their mental health condition.

Inearly 2019, based oninsights gained through
community engagement and analysis of regional
data, North Western Melbourne PHN invited
tendersforalocally based and integrated
approach to supporting the physical health
needs of people with severe mentalillness.

The Integrated Chronic Care service is a 2-year trial
that seeks toimprove health outcomes for people
living with severe mentalillness through delivery of

recovery focused mental health supportand support
for chronic conditions using a self-management
approach. Theserviceis targeted at people with
severe and persistent mentalillness, and a diagnosis
of one or more chronic health physical conditions
such as diabetes and cardiovascular disease. The
service uses a multi-disciplinary workforce, including
peerworkers, to deliver aflexible and person-
centred model that enhancesthe coordination of
care. The service supports people to participate in
and connect with their community and toincrease
their confidence to self-manage their health

care. The service was recentlyimplemented and

will use consumer self-reported experience and
outcome indicators to continually improve.
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Priority Area 6: Reducing stigmaand
discrimination

Reducing stigma and discrimination is critical to
improving the wellbeing of people living with mental
iliness and promoting better mental health in society.
Although there have been someimprovements

in knowledge about mentalillness, there is still
widespread misunderstanding, and people living
with mentalillness still experience significant stigma.
Asustained, collective effortis needed to dispel

the myths associated with mentalillness, change
ingrained negative attitudes and behaviours and,
ultimately, supportsocial inclusion and recovery.

Stakeholders responsible for coordinating the
actions under this priority area are the MHPCand the
AHMAC. Stakeholders responsible forimplementing
the actions underthis priority area are the Australian
Government Department of Health and the MHPC.

ACTION 18:

Governments will take action toreduce the stigma and
discrimination experienced by people with mental
illness thatis poorly understoodinthe community.

This action requiresthe Australian Government
Department of Health to engage an expert provider
toundertake areview of existinginitiatives and
evidence toinformthe approachtoimplementation
ofthisaction. The MHPC and the Australian
Government Department of Health will lead
targeted consultations on options for a nationally
coordinated approach to reduction of stigma and
discrimination, with a focus on the stigma and
discrimination experienced by people with mental
illnessthatis poorly understoodinthe community.
The MHPC will also propose a direction to the AHMAC
for collaborative future governmentaction.

The Australian Government Department of
Health reported that a draft planto address this
action was presented to the MHPC’s Reducing
Stigma and Discrimination Working Group at its
meetingin April 2019. To assist planning for this
project, the Australian Government Department
of Health (on behalf of the MHPC) engaged the
University of Melbourne to undertake a review
of existing initiatives and evidence toinform the
approach toimplementation of thisaction.

The Reducing Stigma and Discrimination Working
Group hascompleted a review of existing initiatives
and evidence. The findings of this review have
informed the development of a project proposal for
consultations with consumers, carers, community
groups and other key organisations. The Australian
Government Department of Healthisin the process
of procuring a consultant to undertake these
consultations which will be completedin the first
half of 2020.The proposed direction to AHMAC

for collaborative future government action will be
prepared following this consultation process.

Asthe Coordination Point for this action, the MHPC
rated progress as ‘commenced—notontrack’.

ACTION 19:
Governments will reduce stigma and discrimination
inthe health workforce by:

ACTION 19.1:

Developing and implementing training programs
that build awarenessand knowledge about the
impact of stigma and discrimination.

Thisaction requiresthe MHPCto seek advice from
the MHERP about an approach for developingand
implementing training programs for the health
workforce that build awareness and knowledge
abouttheimpact of stigma and discrimination.
The MHPC will engage with consumers and carers,
professional bodies, workforce accreditation bodies,
mental health commissions, service providers

and other key stakeholders onthe development
andimplementation of training programs. The
MHPC will also engage with other AHMAC principal
committees onthe approachtoimplementing
training programs for the health workforce.

The MHPCreported that, although there has
been someinitial discussion at the MHERP
meetings on stigma, discrimination and the
health workforce, the MHPC has not yet formally
soughtthe advice of the MHERP on training
programson stigma and discrimination for the
health workforce. Implementation of this action
willbe informed by the outcomes of Action 18.
Likewise, engagement with consumers, carers
and other key stakeholdersin developing stigma
and discrimination training programs will not
progress until Action 18 is completed. However,
the MHPC noted that the Reducing Stigma and
Discrimination Working Group comprises of
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consumers and carers, and representatives from

the ATSIMHSPPRG, SANE Australia, the Australian
Medical Council, the Australian Federation of
Disability Organisations and Mental Health Australia.

The MHPC, on behalf of the Coordination Point of this
action, the AHMAC, reported that overall progress
ofthisactionis ‘commenced—notontrack’.

ACTION 19.2:

by empowering consumers and carers to speak
abouttheimpacts of stigma and discrimination.

The MHPCreported thatimplementation
ofthisaction will be informed by the
outcomesof Action 18. For thisreason, asthe
Coordination Point of this action, the MHPC
rated progress as ‘yettocommence’.

ACTION 20:

Responding proactively and providing leadership
when stigma or discriminationis seen.

Thisaction requires the MHPCto seek advice from
the MHERP about where national responses and
leadership are needed to supportreduction of
stigma and discrimination in the health workforce.

The MHPCreported thatimplementation
ofthisaction willbe informed by the
outcomes of Action 18. For this reason, asthe
Coordination Point of this action, the MHPC
rated progressas ‘yettocommence’.

ACTION 19.3:

Empowering consumersand carers to speak about
theimpacts of stigma and discrimination.

Thisaction requires the MHPC to seek advice
fromthe MHERP about approachesfor reducing
stigma and discrimination in the health workforce

Table 9: Priority Area 6 —overview of progress

Governments will ensure that the Peer Workforce
Development Guidelinesto be developedin Priority
Area 8 create role delineations for peer workers and
identify effective anti-stigma interventions with the
health workforce.

Thisactionis beingimplemented under
Action 29 of Priority Area 8.

Priority Area 6: Achievements and
enablers

Nossignificant achievements or enablers were
reported by stakeholders at this stage of
implementation.

Priority Area 6: Barriers

Nossignificant barriers were reported by stakeholders
atthis stage ofimplementation.

Action Status
18 MHPC
19.1

MHPC)
19.2 Yettocommence MHPC
19.3 Yettocommence MHPC
20 Commenced—on track MHPC

(as perAction29)

Coordination Point

AHMAC (progressreported by the

Milestone dateinImplementation Plan
Completed mid-2018.

Completedlate 2018.

Completed early 2019.

Completed by mid-2021.

Completed by mid-2018.
Completed by mid-2018.

Commence mid-2018.
Completed 2021.
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Anumber of actions within this priority area were
reportedas ‘yet to commence’ or ‘commenced —
notontrack’. The NMHCacknowledges that the
actions within this priority area are dependent
onthe completion of Action 18, namely,

the development of options foranationally
coordinated approach to reduction of stigma
and discrimination, with afocus on mentalillness
thatis poorly understood in the community.

Consultations on options fora nationally coordinated
approach were scheduled for completion by late
2018.The Australian Government Department of
Health reported that these consultations will not
take place until the first half of 2020. Given that
subsequent actions within Priority Area 6 cannot
commence until Action 18 is completed, the NMHC
urgesthe progress of thiswork as a priority.

Case study 6: A charter to address the stigma of mentalillness

The Fifth Planidentifies reducing the stigma and
discrimination surrounding mentalillnessasa
significant priority. Thisissue was reflected as a
primary concern by the participants of a Partners

in Recovery programin Murray PHN. As a result,
Murray PHN initiated a co-design working group
consisting of program participants, carers, and other

stakeholdersto develop strategiestoaddress stigma.

An outcome of the working group was the
development of a charter that demonstrates the
commitment of organisations to addressing the
stigma of mentalillness. The Stop Mental lliness
Stigma Charterincludes seven commitments that
are proven strategies to address the stigma of
mentalillness.
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Asignatory organisation commits for their staff to
increase their understanding of mentalillness, the
myths and stereotypes that surround mentalillness,
and how to support people who are experiencing
mentalill health. Arequirement of signing the charter
isthat, the organisation displays the charterand the
signed pledge in a prominent location. This ensures
that all visitors, customers, and consumers are
aware that the signatory organisation is committed
toaddressing the stigma of mentalillness and that
theirinteraction with staff will be free from stigma.

Atthe time of reporting, more than 70 organisations
from avariety of sectors across Australia have
adopted the charter. Implementation of the charter
within these organisations has had a positive
impact, with 83% of attendees at regional Stop
Stigma workshops indicating that the charter had
made a difference within their organisations.
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Priority Area 7: Making safety and
quality centralto mental health

servicedelivery

Safety and quality have beenintegral to mental health
reform overthe past three decades and the subject
of significant collaboration between governments.
Asafe health system minimises or avoids potential or
actualharmtoconsumers. Aquality health system
providestheright care to consumers, improves
health outcomes for consumers, and optimises
value. When combined, the concepts of safety

and quality promote a focus on minimising harm

and maximising effectivenessin healthcare.

Stakeholdersresponsible for coordinating the
actions underthis priority area are the MHPC,
the MHISSCand the SQPSC. Stakeholders
responsible forimplementing the actions under
this priority area are the Australian Government
Department of Health, state and territory
governments, the NMHC and the SQPSC.

ACTION 21:

Governments will develop a National Mental Health
Safetyand Quality Framework to guide delivery of
the fullrange of health and support services required
by people living with mental illness. The Framework
will describe the national agenda and work program
forsafety and quality over the next five years, and
willinclude:

ACTION 21.1:

Identifying new and emerging national safety and
quality priorities, and updating the 2005 statement
of National Safety Priorities in Mental Health.

Thisaction requires the SQPSCto work with
the Australian Commission on Safety and
Quality in Health Care (ACSQHC) to update the
National Safety Priorities in Mental Health.

The Queensland SQPSC memberassumed leadership
ofthis projectin March 2019. A conceptual
framework has subsequently been developed,
aswellasaplanforrevising the National Safety
Prioritiesin Mental Health. These were both tabled
fordiscussion at the SQPSC Fifth Plan workshop
heldinJuly 2019 and progress will be reported and
discussed atthe November 2019 SQPSC meeting.

The SQPSCis also working to identify new and
emerging national safety and quality priorities
in mental health to consider forinclusionin the
National Safety Priorities in Mental Health.

Asthe Coordination Point of this action, the SQPSC
rated progress as ‘commenced—notontrack’.

ACTION 21.2:

Arevised national mental health performance
frameworktosupportreporting on performance
and quality across all mental health service sectors.

This action requires the MHISSCto revise the National
Mental Health Performance Frameworkin line with:
the development of the National Mental Health
Safety and Quality Framework, the amalgamation
ofthe National Health Performance Framework and
the Performance and Accountability Framework
(thatis being undertaken by the AHMAC) and the
updated National Standards for Mental Health
Services (NSMHS) being developed by the ACSQHC.

The MHISSCreported that they developed an
updated National Mental Health Performance
Framework, which was endorsed by the
MHPC atits March 2019 meeting.

Asthe Coordination Point of this action, the MHISSC
rated the status of thisaction as ‘complete’.

ACTION 21.3:

Aguide forconsumers and carers that outlines how
they can participatein all aspects of whatis
undertaken within a mental health service.

Thisaction requiresthe NMHCto progress the
development of aconsumerand carer guide.
The NMHC will consult with the National Mental
Health Consumerand Carer Forumandthe
SQPSConthe development of the guide.

The NMHC has established the Safety and Quality
Engagement Group (SQEG) to oversee the
development of the consumerand carer guide. The
group comprises representatives from consumer and
carer groups; public, private and community sectors;
andthe ACSQHC. Following advice from the SQEG,
the Safety and Quality Engagement Guide will target
consumersand carers who engage with safety and
quality matters at the system and governance levels
of mental health serviceinitiatives. The research
process toinformthe development of the guide will
focusonin-depth consultations with consumers,
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carers, and mental health service providers.

The NMHCwill engage an external researcher

to undertake these consultationsand workin
collaboration with this researcher to draft the guide.

The NMHC has provided regular project updates
and soughtfeedback from the SQPSCvia its Fifth
Plan workshops. The NMHC has also asked state
andterritory members of the SQPSCto nominate
ajurisdictional contact to provide directinput
and feedback as the project progresses.

As the Coordination Point of this action, the SQPSC
rated progress as ‘commenced—ontrack’.

ACTION 21.4:

Aprocess forrevising the National Standards for
Mental Health Services that accounts forinterfaces
with other relevant standards such as the National
Disability Standards.

Thisaction requiresthe SQPSCto work with the
ACSQHCtodevelop a suitable process for revising
the National Standards for Mental Health Services.

The SQPSCreported thatthe South Australian
member assumed leadership of this projectin
March 2019.

The SQPSC hasidentified the need forall
jurisdictions to be represented on the project
advisory group, which asat 30June 2019 is being
established. Inaddition, the SQPSC has also
identified theimportance of representation
onthe advisory group of the private mental
health services sector, the community-managed
sector, and the ACSQHCto ensure coverage of
allrelevant service delivery sectors. The NMHC
isunaware if the SQPSCis currently recruiting
additional memberstorepresent these sectors.

Asthe Coordination Point of this action, the SQPSC
rated progress as ‘commenced—notontrack’.

ACTION 21.5:

Coverage of all relevant service delivery sectors.

Thisaction requiresthe SQPSCto develop an
approachtoensurethatall relevant service
delivery sectors are covered by the National
Mental Health Safety and Quality Framework.

The SQPSCreported thatits membership covers
allrelevant service delivery sectors, including state
andterritory jurisdictions, Community Mental

Health Australia, Mental Health Australia, the
Australian Government Department of Health and
the Australian Private Hospitals Association. Carer
and consumer representatives nominated by the
National Mental Health Consumer and Carer Forum
arealsomembers. Service delivery sectorsare
alsorepresented on Fifth Plan working groups.

Asthe Coordination Point of this action, the SQPSC
rated progress as ‘commenced—ontrack’.

ACTION 22:

Governments will develop a mental health
supplementtothe NSQHS Standards (2nd ed.) which
willalign the NSQHS Standards and the NSMHS.

Thisaction requiresthe SQPSCto work with the
ACSQHCto develop a mental health supplement
tothe National Safety and Quality Health
Service (NSQHS) Standards (2nd edition).

The SQPSCreported that Action 21.4 will need
to befinalised before the implementation of
thisaction cancommence. Forthisreason,
asthe Coordination Point of this action, the
SQPSCrated progress as ‘yet tocommence’.

ACTION 23

Governments willimplement monitoring of
consumer and carer experiences of care, including
the Your Experience of Service survey tool, across
the specialised and primary care mental health
service sectors.

This action requires the MHISSC to lead work
with the AIHW to pool data on consumerand
carer experiences of care nationally to develop
performanceindicators of consumerand carer
experience, and toreporttheseindicators
annually atthe lowest level of geography
possible. The MHISSC will lead the work required
todevelop a primary care version of the Your
Experience of Service (YES) survey tool.

The MHISSCreported that datafromthe YES
surveyin specialised mental health servicesin New
South Wales, Victoriaand Queenslandis published
onlineinthe ‘Consumer perspectives’ section of
Mental Health Servicesin Australia. The MHISSC
isoverseeing the development of the PHN version
of the YES survey, in consultation with consumers,
carersand PHN clinicians. Afield trial of the survey
is currently underway with five PHNs, using both
online and hard-copy forms. The survey will be
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modified following the field trial before a final draft
is presented tothe MHISSC for endorsement.

Asthe Coordination Point of this action, the MHISSC
rated progress as ‘commenced—ontrack’.

ACTION 24:

Governments will develop an updated statement on
National Mental Health Information Priorities for
information developments over the nexttenyears.

Thisaction requires the MHISSCto develop
athird edition of the National Mental Health
Information Priorities in consultation with
consumers and carers, service providers, the
NMHC, relevant professional organisations,
governments, PHNs and otherrelevant bodies.

The MHISSCreported that the information
priorities have been developed underits guidance.
Atwo-stage consultation process has been
completed and afinal draft has been developed.
The MHISSC expectsto provide the information
prioritiestothe MHPC by the end of 2019.

Asthe Coordination Point of this action, the MHISSC
rated progressas ‘commenced—ontrack’.

ACTION 25:

Governments will ensure service delivery systems
monitor the safety and quality of their services and
make information on service quality performance
publicly available.

Thisaction requiresall services funded by
governments to have monitoring and public
reporting mechanisms for safety and quality.

The Australian Government Department
of Health described two mechanisms for
monitoring safety and quality measures:

e The NSQHS Standards aim to protect
the public from harm and improve the
quality of health service provision. They
provide a quality assurance mechanism
that tests whether relevant systems
are in place, to ensure that expected
standards of safety and quality are met.

e The National Standards for Mental Health
Services (NSMHS) assist in the development and
implementation of appropriate practices, and
guide continuous quality improvement across
the broad range of mental health services.

The Australian Government Department of Health
did not specify whether the services they fund
must comply with the NSQHS Standards and/or
the NSMHS as part of their service agreements.

States andterritories reportannually on
accreditation of their specialised mental health
services againstthe NSMHS through the national
Mental Health Establishments National Minimum
Data Set. This data formsthe national key
performance indicator, National Service Standards
compliance, whichisreported onthe AIHW'’s
Mental Health Servicesin Australia website.

Some state and territory governments reported
the use of the NSQHS Standards and the NSMHS to
improve service quality and safety. Mental health
servicesin Tasmania andthe Northern Territory,
andthe Capital Health Service inthe ACT, are
accredited against the NSQHS Standards. The
Northern Territoryis currently working towards
reaccreditationin 2020 against the revised NSQHS
Standards (second edition) and the Capital Health
Service (ACT) will be reassessed in 2021. The second
editionincludes a greater focus on key safetyissues
for mental health. Non-Government Organisations
(NGOs) funded through the ACT Health Directorate
must actively engage in quality improvement
including self-assessment against the NSMHS. The
WA Mental Health Commission requires all Mental
Health Service providers (both Government and
NGO) to meet accreditation for the NSMHS. Services
purchased from NGOs are closely monitored
through active contract management processes.

In addition tothese national standards, states
andterritories reported the use of state-based
mechanisms. These include Safer Care Victoria,
the state’slead agency forimproving quality and
safetyin Victorian healthcare. Safer Care Victoria
supports health services to monitor performance,
guide best practice, and identify and respond to
areas ofimprovement. The Northern Territory
Department of Health provides supportto
funded mental health community organisations
toimplement and retain accreditation for their
services by providing training opportunities and
assistance with the accreditation processes.
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The NSW Clinical Excellence Commission leads
patient safety and quality in NSW Health, including
monitoring, reporting and improvement initiatives.
NSW has established the state-wide Mental

Health Patient Safety Program through the Clinical
Excellence Commission to support Local Health
Districts to create the organisational conditions that
enable teams to continuallyimprove the safety and
quality of mental health care. Safety indicators are
alsoincludedin all NSW Health/Local Health District
service agreements and are monitored through

the NSW Health Performance Network. SA Health
has established the Strategic Mental Health Quality
Improvement Committee, which works as part of
the wider South Australian health safety and quality
system; it specifically monitors and evaluates mental
health standards of care toimprove safety, quality,
andthe experience of consumersand carers.

Additional mechanismsinclude the role of the Office
ofthe Chief Psychiatrist (reported by the Department
of Health Tasmania, Department of Health and
Human Services Victoria, WA Department of Health
and NSW Health) in ensuring thatassessmentand
treatment of people with mentalillness are provided
inaccordance with the Mental Health Actin the
respective jurisdiction; and the use of indicator
datatomeasure performance (WA Department

of Health and Department of Health Tasmania).

The Primary Mental Health Care Minimum Data
Setdeveloped by the Australian Government
Department of Health will provide the basis to
monitorand reporton the quantity and quality of
service delivery, and toinform future improvements
inthe planning and funding of primary mental health
careservices funded by the Australian Government.

Asthe Coordination Point of this action, the SQPSC
rated progress as ‘commenced—ontrack’. Following
discussions on the direction of this project at

the SQPSC Fifth Plan Action workshop in March,

the MHISSC agreed to take responsibility asthe
Coordination Point for this action. MHISSC will now
bereportingonthe overall progress of thisaction.

ACTION 26:
Governments willimprove consistency across
jurisdictionsin mental health legislation.

Thisaction requires allgovernments, through
the SQPSC, to continue to work together
todevelop effective working relations

within existing legislative provisions.

The MHPCreported that the SQPSCis leading
thisaction. Atthe COAG Health Council meeting
in August 2018, ministers noted the challenges
involvedin ensuring seamless and safe care for
people subject to mental health orders who move
between jurisdictions. Inresponse toarequest
from ministers, an options paper was prepared

by the SQPSCthat outlines options within and
outside existing provisions, to deal with the issue
of mutual recognition of mental health orders.

The options paper was considered by the AHMAC

in May 2019, and the AHMAC has supported the
pursuit of a national legislative scheme as the
preferred option foraddressing the issue of mutual
recognition of mental health orders. Further scoping
workis currently being undertaken that focuses on
therationale and identification of key features of
the approach. This scoping work will form the basis
of advice that will progress through the AHMAC
tothe COAG Health Councilin November 2019.

Asthe Coordination Point of this action, the MHPC
rated progress as ‘commenced—ontrack’. The MHPC
alsonotedthatitis seeingimproved consistency
acrossjurisdictions in mental health legislation.

ACTION 27:
Governments will make accessible the WHO
QualityRights guidance and training tools.

This action requires all governments to take steps
toensure thatthe WHO QualityRights guidance
andtrainingtools pertaining to mental health
careareaccessible to promote awareness of
consumer rights. Governments will ask their funded
organisations to use this guidance and training tools.

Inthe 2018 Progress Report, the NMHC noted that
the MHPCdid not supporttheinitial proposal to

fund the WHO QualityRights guidance and training
tools, because of the high cost ofimplementation. In
response, implementation of this action was referred
back tothe SQPSCto further develop the approach.
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The SQPSCreported thatthe MHPC have agreed
that thisaction is the responsibility of individual
jurisdictions and would not progress any further at
this pointintime.

Priority Area 7: Achievements and
enablers

The stakeholders responsible forimplementing
Priority Area 7 reported a number of
achievements. These included:

¢ Development of audit tools and processes.
The development of audit tools was reported
as an achievement by the Queensland and ACT
governments in the implementation of Priority
Area 7. These tools will enable Queensland
Health and ACT Health Directorate to monitor
and promote safety and quality of care in mental
health services across their jurisdictions. The
Department of Health and Human Services
Victoria initiated a state-wide audit of aged
persons’ mental health services. This audit
provided a review of programs of care in mental
health residential services for older Victorians,
through engagement across the sector and
has been delivered in partnership with the
Office of the Chief Mental Health Nurse.

¢ Introduction of new initiatives.
The introduction of new initiatives to
support effective system performance and
system improvement was also reported as
an achievement by state governments. New
initiatives in Victoria included the state-
wide initiation, development and rollout of:
SafeWards, the Mental Health Intensive Care
Framework, the Nursing Observations through
Therapeutic Engagement in Psychiatric Inpatient
Care guidelines, and the Chief Psychiatrist’s
Discharge Planning Guidelines. NSW Health
reported the introduction of Local Health District
initiatives designed to support consumer and
carer participation in the ongoing improvement
of services. Among these initiatives are a
Strategic Management and Reporting Tool
and Accountability Viewer, which reports
performance against the district’s service
agreement, and the recruitment of a consumer
member for the LHN Mental Health Executive
Patient Safety and Quality meeting.
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Enablersreported by stakeholdersincluded
frequent engagement with the Office of the Chief

Psychiatrist and state mental health commission (WA

Health), as well as willingness of the aged persons’
mental health sector to engage meaningfully
with the state government toimprove quality
and safety (Department of Health and Human
Services Victoria). The establishment of the
Safety and Quality Engagement Group, including
consumer and carer representatives, has been
akeyenabler forthe development of the Safety
and Quality Engagement Guide (NMHC).

Priority Area 7: Barriers

Although state and territory governments did
notreportany barriersto progress, the SQPSC
reported thatakey challenge inimplementing
Action 21.3 hasbeeninensuring diversity of
representation onthe committee across multiple
stakeholder perspectives, particularly states and
territories. The SQPSCis conscious of the need

to limit the size of the committee, while enabling
contributions from alljurisdictions. To manage this,
alternative forms of representation have been used
for certain stakeholder groups, such as through
seeking nominations for jurisdictional contacts
forthe Safety and Quality Engagement Project.
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Table 10: Priority Area 7 — overview of progress

Action Status Coordination Point

21.1 Commenced—notontrack SQPSC

212 Completed MHISSC

21.3 Commenced—on track SQPSC

21.4 Commenced—not ontrack SQPSC

21.5 Commenced—on track SQPSC

23 Commenced—on track MHISSC

24 Commenced—on track MHISSC

25 Commenced—on track SQPSC, changingtothe MHISSC
26 Commenced—on track MHPC

27 SQPSC, changingtoalljurisdictions

The majority of actions under this priority
were reported as ‘commenced—ontrack’.

The NMHC acknowledges that the Safety and Quality
Partnership Standing Committee (SQPSC) isunable
to progress the development of a mental health
supplement to the National Safety and Quality Health
Service (NSQHS) Standards (Action 22), until a process
forrevising the National Standards for Mental

Health Services (NSMHS) (Action 21.4) has been
finalised. The NMHC notes the progress towards the
implementation of a process for revising the NSMHS
(Action 21.4). Asreported by the SQPSC, the NMHC
recognises the value of broadening representation
inthe project advisory group being established

by the SQPSCto ensure coverage of all relevant
service delivery sectors. Once representatives

are confirmed, the NMHC expectsto see progress
made towards the commencement of the mental
health supplement to the NSQHS Standards.

Milestone dateinImplementation Plan

Commence 2018.
Completed 2021.

Commence 2019.
Completed 2020.

Commence 2018.
Completed 2020.

Commence 2019.
Completed 2021.

Commence 2018.
Completed 2020.

Commence 2019.
Completed 2021.

Commence 2018.
Completed 2021.

Published by December2018.
Completedend2021.

Commence 2017 and ongoing.

Commence 2018 and ongoing.

The NMHC notes the high costinvolvedinthe
implementation of the World Health Organization
(WHO) QualityRights Guide and training tools (Action
27),andthe MHPC’s decision notto supportthe
initial proposal, asreportedinthe 2018 Progress
Report. The MHPC has since agreed that thisaction
isthe responsibility of individual jurisdictions and
will not progress further. Given the prohibitive cost
ofimplementing the WHO QualityRights Guide
however, itis unlikely that states and territories

will adopt this model. On this basis, the NMHC
isunclear astothevalue of keeping thisaction

inthe Implementation Plan and suggests that
governments revise theinclusion of thisactioninthe
Fifth Plan or explore alternative models for national
implementation of comparable training instead.
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Additionally, the NMHC acknowledges the
change to the Coordination Point of Action 25,
ensuring that services funded by the Australian
Governmentand states and territories have safety
and quality monitoring and publicreporting. The
NMHCencourages stakeholders to work together
toensurethattherolesand responsibilities
forthisaction are clear, and that this change

does not negatively affect future progress.

The NMHC notes the completion of Action 21.2,
with the MHISSCreporting that it has revised

the National Mental Health Performance
Framework. The revised framework will support
the monitoringand reporting of performance and
quality across allmental health service sectors.

Case study 7: Making safety and quality central to mental health services delivery

The Fifth Plan prioritises safety and quality

as central considerationsin the delivery of
mental health services. At afoundational level,
thisincludes ensuring the physical safety of
consumers, carers, and service providers.
Although itis not always possible toidentify and
eliminate risk entirely, Queensland Health is
seeking to minimise the likelihood of an adverse
outcome by providing a systematic structured
and standardised approach to the identification,
assessment and management of consumers who
may pose a risk of violence towards others.

In March 2019, Queensland Health released the
Violence Risk Assessmentand Management
Framework—Mental Health Services. State-wide
implementation of the framework was completed
byJuly 2019. The framework was developedin
response to recommendations arising from the
2016 report ‘When mental health care meets risk:
aQueensland sentinel events review into homicide
and publicsector mental health services'.

The framework provides mental health services
with a structured three-tiered approach. Tier 1
involves a brief risk screen undertaken by frontline

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

clinical staff for all mental health service consumers.
Tier 2 involves a comprehensive risk assessment
undertaken by senior clinicians and consultant
psychiatrists for consumersidentified at tier 1 as
having an elevated risk for violence. Tier 3 involves
atargeted response by forensic mental health
services forconsumers assessed at tier 2 as having
asignificantly elevated risk profile and complex
forensic behaviours requiring specialistinput.
Eachtierissupported by clinical documentation
and training modules to build clinical capability to
undertake the required response.

An evaluation of a sixmonth pilot of the framework
demonstrated several benefits. The evaluation
showed that the framework had improved the
quality ofinformation gathered pertaining to
violence risk; encouraged discussion of risk
during multidisciplinary team reviews; increased
senior clinicianinputinto risk assessment and
management planning; enhanced the ability of
clinicians and mental health services to manage
risk; and improved liaison with, and referrals to,
specialist forensic mental health services.
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Priority Area 8: Ensuring that the
enablers of effective system
performance and system

improvementareinplace

The mental health systemis complexand currently
undergoing a period of reform. Asthe system
transitions, itisimportant that whole-of-system
enablersare prioritised to support continuous
improvement and ensure that services are best
placedtorespondtochanging needs. Targeted
and collective actionis needed to support these
enablers, to ensure aresponsive and effective mental
health system both now andin the future. This
includes enhanced effortsin research, workforce
development, adaptation to new information
technology and improved data systems.

Stakeholders responsible for coordinating the
actions under this priority area are the MHPC,
the MHISSC and the AHMAC. Stakeholders
responsible forimplementing the actions under
this priority area are the Australian Government
Department of Health, the MHPCand the NMHC.

ACTION 28:

Governments will request the National Mental
Health Commission to workin collaboration with
National Health and Medical Research Council
(NHMRC), consumers and carers, statesand
territories, research funding bodies and prominent
researcherstodevelop aresearch strategy todrive
better treatment outcomes across the mental
health sector.

Thisaction requiresthe NMHCto lead the
developmentofaresearch strategyin collaboration
with the National Health and Medical Research
Council, consumersand carers, states and territories,
research funding bodiesand prominent researchers.

Asreported by the MHPC, the NMHC convened

the National Mental Health Research Strategy
(NMHRS) Steering Committee to develop the
research strategy. The NMHRS Steering Committee
comprises research funders, researchers, and
representatives from the Australian Government
Department of Health, consumers and carers,

the joint mental health commissions, states and
territories, and the National Aboriginal and Torres
StraitIslander Leadership in Mental Health.

The NMHRS Steering Committee has met twice.
The work plan of the NMHRS Steering Committee is
currentlyin development and the committee’s next
meeting will be held in the third quarter of 2019.

Asthe Coordination Point of this action, the MHPC
rated progress as ‘commenced—ontrack’.

ACTION 29:
Governments will develop Peer Workforce
Development Guidelines.

Thisactionrequiresthe NMHCto lead the
development of Peer Workforce Development
Guidelines. The NMHC will consult with all
governments, mental health commissions,
consumersand carers, and the mental health
sectoronthe development ofthese guidelines.
Governments will ensure that the guidelines:
¢ create role delineations for peer workers
that provide opportunities for meaningful
contact with consumers and carers,
and grassroots based advocacy

¢ identify effective anti-stigma interventions
with the health workforce.

Asreported by the MHPC, the NMHC has convened
asteering committee to oversee this project,

with representation from the mental health

sector, and states and territories. The majority

of committee members are peer workers. Also
included are Aboriginal and Torres Strait Islander
representatives, and representativesfrom the
LGBTIQ+ community, and ruraland remote regions.

The Steering Committee has met twice. Key
elements of the project, including scope, project
approach and engagement strategies, were
finalised atits latest meetinginJuly 2019.

The NMHCrecognisesthatanintegral part of
embedding the peer workforce in services, and
improving care for consumers and carers, is to
explore the cultural aspect of servicesand ensure
asafe environmentthatis free from stigmaand
discrimination for staff (including peer workers)
and people accessing services. This topic will be
explored further by the steering committee and
in broader stakeholder engagement activities.

Asthe Coordination Point of this action, the MHPC
rated progressas ‘commenced—ontrack’.
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ACTION 30:

ACTION 32:

Governments will monitor the growth of the national
peerworkforce through the development of national
mental health peer workforce dataincluding data
collectionand publicreporting.

Thisaction requires the MHISSCto continue
developing data sourcesto monitor the growth of the
national peer workforce in public sector mental health
services. The MHISSCwill also identify opportunities
forreporting of employment of peer workersinthe
non-government sector, including PHNs.

The MHISSCand its Data Set Subcommittee have
developeda proposed peer workforce survey for
MHPC endorsement. This proposal will be discussed
by the MHPCatits meetingin August 2019.

Asthe Coordination Point of this action, the MHISSC
rated progress as ‘commenced—ontrack’.

ACTION 31:

Governments will use the outputs from the NMHSPF
to develop a Workforce Development Program.

Thisaction requires the Australian Government
Department of Health to manage contractual
arrangements with an expert provider to obtain
outputs fromthe NMHSPF toinform the development
of thisactivity. Thisaction also requiresthe MHPCto
agree onthe scope of the Workforce Development
Program and consult with relevant AHMAC
committees onthe approach to ensure alignment with
policyarrangementsforthe broader health agenda.

The Australian Government Department of Health
reported thatitis currently managing these contractual
arrangements, noting that the Australian Government
required a National Mental Health Workforce Strategy
inthe Mid-Year Economicand Fiscal Outlook 2018. This
strategy willinform the development of the Workforce
Development Program.

Given that work onthe National Mental Health
Workforce Strategyisinits early stages, the MHPC
hasnotyetagreed onthe scope for the Workforce
Development Program. As development of the
strategy progresses, the MHPC will consult with
relevant AHMAC committeesto ensurethatthe
Workforce Development Programis aligned with
policyarrangementsforthe broader health workforce.

The MHPC, on behalf of the Coordination Point
ofthis action, the AHMAC, reported that overall
progress of thisactionis ‘commenced—ontrack’.

Governments will develop a National Digital Mental
Health Frameworkin collaboration with the National
Digital Health Agency.

Thisactionrequiresthe MHPCto agree onthe
approachtothe development of the framework. The
Australian Government Department of Health, in
collaboration with the National Digital Health Agency,
will engage a suitably qualified provider to scope the
requirements of a National Digital Mental Health
Framework through a comprehensive consultation
process, including with the ATSIMHSPPRG. States and
territories will contribute to Australian Government
consultation and development of the framework.

The Australian Government Department of Healthis
currently preparing an approach to developingthe
National Digital Mental Framework. Thisapproach
will be presented to the MHPCatits August 2019
meeting, where agreementto the approach and
associated timelines will be sought. Background work
tosupportthisaction, including the development

of national standards and a certification framework
fordigital mental health services, isin progress.

Consultation with the ATSIMHSPPRG is
expected tocommence once the project
plan has been agreedto by the MHPC.

The MHPC, on behalf of the Coordination Point
ofthisaction, the AHMAC, reported that overall
progress of thisactionis ‘commenced—ontrack’.

Priority Area 8: Achievements
and enablers

Nossignificant or consistent achievements
were reported by stakeholders at this stage
ofimplementation.

Priority Area 8: Barriers

The Australian Government Department of Health
reported thatimplementation of the National Digital
Mental Health Framework did not commencein
2018-19 asaresult of competing prioritiesand a
lack of additional or dedicated resources. However,
sinceimplementation commencedinJuly 2019, the
Department of Health reports that the expected
timeframesfor the completion of the National
Digital Mental Health Framework can still be met.
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Table 11: Priority Area 8 —overview of progress

Action Status Coordination Point

28 Commenced—on track MHPC

29 Commenced—on track MHPC

30 Commenced—on track MHISSC

31 Commenced—on track AHMAC (progressreported by
the MHPC)

32 Commenced—on track AHMAC (progress reported by
the MHPC)

The NMHCis pleased to note that the majority of
actions were reported as ‘commenced—ontrack’.
Progress was reported towards the development
ofthe National Mental Health Research Strategy,
the Peer Workforce Development Guidelinesand
the National Digital Mental Health Framework.

Inagreement with the MHPC and the Australian
Government Department of Health, the NMHC
acknowledges theimportance of aligning the
development of the Workforce Development
Program (Action 31) with the National Mental
Health Workforce Strategy led by the Australian
Government Department of Health.

Milestone date in Implementation Plan
Commence 2018. Completed 2021.

Commence mid-2018.
Completed 2021.

Commence mid-2018 and ongoing.

Commence early-2018.
Completed 2022.

Commence mid-2018.
Framework completed 2020.

Outputs from the NMHSPF will also inform the
development of the Workforce Development
Program.Asreportedinthe 2018 Progress Report,
the ongoingimprovement of the NMHSPF to ensure
thatitincludesrural, remote and Aboriginal and
Torres StraitIslander populationsisimportant if
jurisdictions areto be able to use the framework fully.

The NMHC notes the work currently underway
by the University of Queensland to address
the limitations of the NMHSPF. Thisisalsoan
important considerationin the development
of the Workforce Development Program.

Case study 8: Community-of-practice approach supports peer workers in grassroots-based advocacy

Asidentifiedin the Fifth Plan, creating opportunities
for peer workers to advocate within asystemata
grassroots level supports the reduction of stigma
anddiscrimination. In support of grassroots
advocacy, Brisbane South PHN worked with lived
experience practitionersto establish a community of
practice for people working from a lived experience
perspective within community services.

The community of practice was developed through
aseries of co-design workshops to support the lived
experience practitionersto create an environment
of learning from their shared experiences. The
design processalso aimed to build capability
foremergingleadersinthelived experience
workforce. The co-design facilitators taught

and modelled decision making, groundwork for
hosting meetings, and project design techniques.
Members of the community of practice named
the group, the Community of Lived Experience
Workers (CLEW), and developed aslogan, ‘If you
don’t have a CLEW, thenyou don’thave a CLUE!".

Intotal, 67 individuals attended the workshops, with
the majority of participants reporting that they felt
more connected. By creating a sense of belonging,
and a safe, supportive space, participants felt more
supportedintheir lived experience role. Participants
alsoreportedthat they felt more comfortable
speaking up and that they would sustain the
connections that they made through the CLEW.
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Consumerand carer engagement

The ultimate aim of the Fifth Planis toimprove the
lives of people living with a mentalillness, as well as
the lives of their families, carersand communities.
Forthisreason, consumersand carersare central
tothe wayinwhich services are planned, delivered
andevaluated anditiscritical that stakeholders
closely engage with consumersand carers
throughout the implementation of the Fifth Plan.

Inthe 2018 Progress Report, stakeholders were asked
torate participation and engagement of consumers
and carers against seven levels of engagement. The
majority of stakeholders reported that engagement
and participation with consumers and carers was
occurring by ‘informing’, ‘consulting’, ‘involving” and
‘collaborating’.In 2019, the NMHC revised its survey
process to capture more descriptive and meaningful
information from stakeholders. Stakeholders

were asked to provide specificexamples of how
consumers and carers were engaged throughout the
implementation of actions within each priority area.

Stakeholders described involving consumers

and carersviaanumber of mechanisms. These
included direct engagement with individual
consumersand carers, as well as engagement
throughlocal, regional and national consumerand
carer non-government organisations, consumer
advisory councilsand peer workforce networks.
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Specific consultation activitiesincluded:

e co-design workshops with targeted
communities, including Aboriginal and Torres
Strait Islander people, LGBTIQ+ people,
young people and culturally and linguistically
diverse communities (Priority Area 1)

¢ public consultations to inform the development
of regional plans (Priority Area 1), state-wide
suicide prevention plans (Priority Area 2),
and strategic frameworks and projects to
improve physical health (Priority Area 5)

¢ inclusion of consumer and carer
representatives in mental health
research projects (Priority Area 3)

¢ facilitated yarning circles and focus

groups (Priority Area 4).
Asmallnumber of PHNs reported funding consumer
and carer representatives on external committees,
forumsand conferences to represent their region,
such asthe National Mental Health Consumerand
Carer Forum and the PHN Stepped Care Conference
(Priority Area 1). Similarly, a state and territory
government has provided funding to the Mental
Health Consumer Network to develop and implement
information and education for consumersand
carerson mental health legislation (Priority Area 3).

Of particular significance, a PHN reported

having employed a dedicated consumerand
carer engagement coordinator as part of its
engagementframework, tofacilitate andincrease
the level of engagementin support of integrated
planning and service delivery (Priority Area 1).
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Theinclusion by stakeholders of consumerand carer
representatives on formal governance structures
was consistent across all eight priority areas. This
included the AHMAC committees responsible for
implementing, or coordinating the implementation
of, the Fifth Plan; as well as steering committees,
working groups, and reference groups convened by
governments, PHNs and mental health commissions
to progress specificactions within the plan.

The formal engagement of these consumer and
carer representatives on governance structures
hasinformedanumber of key deliverables such
asthe Peer Workforce Development Guidelines
(Priority Area 8), initiatives for seclusion and restraint
prevention (Priority Area 7), joint regional plans
(Priority Area 1) and the draft National Suicide
Prevention Implementation Plan (Priority Area 2).

While stakeholders reportstrong consumerand
carerengagement via governance structures,
furtherworkisneededin Priority Area 4. The
ATSIMHSPPRG reported that, to date, there has been
no formalinvolvement of consumersand carersin
itsimplementation of actions. Thisis concerning
giventhe key responsibility of the ATSIMHSPPRG
inimplementing the majority of actions within this
priority area. However, the ATSIMHSPPRG reported
thatits new Chair will work with members to identify
consumer and carer representativestojointhe
group. Itis expected that consumers and carers

will be consulted as project work progresses, and
through the participation of consumersand carers
inthe MHPCand other AHMAC committees.
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The NMHC notes that, although consumers and
carersare represented viaaworking group to
reduce stigma and discrimination in Priority
Area 6, the delayed progress of actionsin this
area meansthattargeted consultations with
consumersand carers are yet to take place.

In addition to representation on governance
structures, peer support workers were reported by
state and territory governments as a key mechanism
for coordinating treatmentand supports for people
living with severe and complex mentalillness (Priority
Area 3). Thiswas achieved through the introduction
of peersupportrolesintothe justice system and
partnering with peer supportservices to support
consumersasthey transition into community living.

Participation of consumers and carers throughout
the implementation of the Fifth Planis paramount
toachievingits objectives. The NMHCis encouraged
by the engagement described by the majority

of stakeholders asimplementation progresses.
Giventhe ssignificant value the consumerand

carer perspective brings to mental health

planning, delivery and evaluation, itis critical
thatengagement with consumersand carersis
maintained throughout the life of the plan.
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Concluding statement

The Fifth Plan commits to a nationally agreed set of
priority areasand actionsthatare designedto achieve
anintegrated mental health system. The NMHC has
been given responsibility for reportingannually on
theimplementation progress of the Fifth Plan.

Following the 2018 Progress Report, the NMHC
soughtadvice from the Fifth Plan Technical Advisory
Group (FPTAG) onthe 2019 survey process, survey
questionsand accompanying guidance sent to
stakeholders. Stakeholders surveyedincluded

the Australian Government Department of

Health, state and territory departments of health,
national and state mental health commissions,
PHNs and relevant AHMAC sub-committees.

The 2019 Progress Report outlines the progress
achieved throughout the second year of Fifth Plan
implementation. Stakeholders responsible for
implementing and coordinating each individual
action, asnamed in the Fifth Plan Implementation
Plan, were surveyed on their progress.
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Although the majority of actions were reported

by stakeholders as progressing well, anumber of
actions within Priority Area 4 (Improving Aboriginal
andTorres Strait Islander mental health and suicide
prevention), Priority Area 6 (Reducing stigma

and discrimination) and Priority Area 7 (Making
safety and quality centralto mental health service
delivery) must be addressed immediately to
prevent furtherdelaysintheseimportantareas.

The NMHC will continue to work with the FPTAG
andthe stakeholders responsible forimplementing
the Fifth Plan to ensure that monitoring of
implementation progressis meaningful and can guide
stakeholdersin their ongoingimplementation of Fifth
Planactionsand consideration of future reforms.
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The Fifth National
Mental Health
and Suicide
Prevention Plan:
Performance
Indicators

V




Performance indicators are measures that concisely describe
a system and guide continuous improvement efforts. The
Fifth Plan identifies a set of 24 performance indicators that
are designed to collectively measure the health and wellbeing
of Australians and the performance of the mental health
system for the life of the Fifth Plan and into the future.

With this long-term monitoring in mind, the performance
indicators include broad measures of the health status of the
population and measures of the process of mental health
care, rather than measures that closely align with the priority
areas or actions under the Fifth Plan.

Where possible, the indicatorsinclude data at
both anationallevel and a more detailed view for
community groups or mental health services, and
allow performance to be reported for different
age groups, for males and females, and for
Aboriginal and Torres Strait Islander people.

The Fifth Planindicator setincludes indicators

that can currently be measured (see Box5), as

well asindicators that require various amounts

of development before they will be available for
reporting. Under Action v of the Fifth Plan, the Mental
Health Information Strategy Standing Committee
(MHISSC) has responsibility for identifying data
sources and developing methodologies for the

24 performanceindicatorsidentified in the Fifth

Plan. The MHISSC has completed this work for 18

ofthe 24 indicators, and data onthese indicatorsis
includedinthisreport. Thisincludes Pl 1: Children
who are developmentally vulnerable, P19: Social
participation of adults with mentalillness, PI 11: Adult
carers of people with mentalillnessin employment,
PI13: Mental health consumer experience of
serviceand PI23: Involuntary hospital treatment,
which are being reported for the first time.

The timeline for completion of the remaining
indicatorsis difficult to gauge, as they cannot be
constructed from established data collections.
The MHISSCis investigating solutions for these
indicators and they will be included in the NMHC's
futurereporting asthey become available (see
Appendix Cforadditionalinformation).
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Box 5: Available performance indicators, by area of monitoring

Available performanceindicators that analyse
the health and wellbeing of Australians:

e Pl 1:Childrenwho are developmentally vulnerable

e P|2:Long-term health conditionsin people with
mentalillness

e Pl3:Tobaccoandotherdrugusein
adolescents and adults with mentalillness

e PI6:Prevalence of mentalillness

e PI7:Adults with very highlevels
of psychological distress

e PI9:Social participationin adults
with mentalillness

e PI10: Adults with mentalillnessin
employment, education or training

e PI11:Adultcarersof people with
mentalillnessin employment

e P|19:Suiciderate

e PI24:Experience of discrimination
inadults with mentalillness

Limitations of performance indicators

Asaresult of differences in the collection schedules
ofthe datasourcesrequiredtoreportonthe
Fifth Planindicators, the data used in thisreport
varyinthe number of years of data available and
the time periods they cover. Some data sources
areannually collected administrative dataand
have more years of data available, while others
are national surveysthatare collected less
frequently, resulting in fewer years of data being
available. Some data sourcesdo not currently
have sufficient datato show trends over time.

Available performanceindicators that analyse
the performance of the mental health system:

e PI13: Mental health consumer
experience of service

e Pl 14:Changein mental health consumers’
clinical outcomes

e P|15:Populationaccessto clinical mental
health care

e Pl 16: Post-discharge community mental
health care

e PI17: Mental health readmissions to hospital
¢ Pl118: Mental health consumerand carer workers
e Pl|22:Seclusionrate

e PI23:Involuntary hospital treatment

The Fifth Plan performanceindicators describe the
status of the health and wellbeing of Australians
andthe performance of the mental health system.
Where sufficienttime series dataisavailable,
performance indicators can measure whether or not
there have beenimprovementsin health, wellbeing
or system performance. However, performance
indicators are unable to provide information on
why a measure of health, wellbeing or system
performance has or has not changed over time,
orwhatis needed to achieve the desired changes.
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Reporting of the Fifth Plan indicators

Ahigh-level summary of the available indicators is
included below. The remainder of this report analyses
each availableindicatorindividually, including what
the data cantell usabout the mental healthand
wellbeing of Australians or the performance of the
mental health sector,and what the data cannot tell us.
Adetailed description of the scope and rationale for
the available indicators can be foundin Appendix D,
and additional datafor each available indicator can be
found onthe NMHC’s website in an Excel workbook.

Isthe health and wellbeing of Australians
improving?
Early life

Children who display poorearly learning skills are
likely to fall further behind, so early detection

of, andintervention for, developmental
vulnerabilities areimportant to children’s longer-
term outcomes. Nationally, the proportion of
children who were developmentally vulnerable
(PI'1) did not decrease between 2012 and 2018.
Overthistime, the proportion of Aboriginal

and Torres Strait Islander children who were
developmentally vulnerable was consistently more
than double that of non-Indigenous children. The
proportion of children who were developmentally
vulnerableincreased asremotenessincreased;
this disparity was stable from 2012 to 2018.

Physical health

Numerous studies have highlighted that people
living with mentalillness are more likely to die early.3
Most of the causes of early death relate to physical
illnessessuch as cardiovascular disease, diabetes
and cancer. Both nationallyandin all statesand
territories, the presence of along-term physical
health condition (Pl 2) ismore commonin people
with mentalillnessthan in people without mental
iliness. Although thereis currently insufficient data
toidentify trends, the proportion of people with
mentalillness who had along-term physical health
condition was stable from 2014-15t0 2017-18.

Both legal andillicit drug use contributes to poorer
health outcomes and decreased life expectancy for
people with mentalillnessin Australia. Nationally,
ahigher proportion of adolescents and adults with
mentalillness smoked tobacco daily, compared to
alladolescents and adults (Pl 3). Although there is
insufficient data to identify trends, the proportion
of adolescents and adults with mentalillness

who smoked daily increased slightly from 2013

t0 2016, whilethe proportion of alladolescents
and adults who smoked daily was stable.

Rates of alcohol consumption were similar between
people with mentalillness and all Australians.
Similar proportions of people with mental
illnessand all Australians consumed five or more
standard drinks onasingle occasion atleast once
inthe pastyear,inboth 2013 and 2016 (P! 3).

More people with a mentalillness used illicit
drugsinthe pastyear (Pl 3) comparedto

all Australians, in both 2013 and 2016. This
disparity increased between 2013 and 2016.

Mental health and mentalillness

Very high levels of psychological distress may signify
aneedfor professional help. The proportion of
adults with very high levels of psychological distress
did notdecrease between 2007—-08 and 2017-18.

Mentalillness prevalence rates provide a high-level
indication of the mental health of Australians. In
2007, 20.0% of Australians aged 16-85 experienced
amentalillness (P16).1n2013-14, 13.9% of
childrenand adolescents aged 4-17 experienced
amentalillness (PI6).1n 2010, 0.4% of Australians
aged 18-64 had a psychoticdisorderand were

in contact with public specialised mental health
services (P16). Currently, only asingle year of
in-scope datais available for each component

of the prevalence of mentalillness performance
indicator, soit will not be possible tocommenton
change untilmore databecomesavailable. Asurvey
toupdate the datafor Australians aged 16-85is
inthe early stages of development, butitis not
clear whenthe remaining data will be updated.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

77



Suicide isthe leading cause of deathamong
peopleaged 15-44in Australia, and people with
mentalillness are at greater risk. Nationally, from
2009102018, the suicide rate trended slightly
upwards (P119). Over this time, no state or territory
experienced asustained reductioninits suicide
rate.In 2009-2013, Aboriginal and Torres Strait
Islander Australians had a suicide rate around
double that of non-Indigenous Australians; a
disparity that persisted through 2014—2018.

Contributinglife

Maximising opportunities to participate in a range of
community activities and contribute to the community
areimportant factorsinrecovery from mentalillness.
In 2014, similar proportions of people with and without
mentalillness had engagedin social participationin the
past 12 months (P19). This pattern was also observed
for Aboriginaland Torres Strait Islander people. There
is not sufficient data available toidentify trends.
However, the similarities between people with and
without mentalillness reportedin thisindicator do not
alignwith other reports that people with mentalillness
experience highlevels of social exclusion, including
reduced participation in day-to-day activities.* More
investigationis required to determine whether or not
the dataaccurately reflect the experience of people
with alltypesand severity levels of mentalillness.

Allgovernments are committed toensuringa
contributing life for people with mentalillness. This
includes anindividual’s ability to support their own
livelihood and contribute to the greater community
through employment. Inallage groups, alower
proportion of people with mentalillness werein
employment, education or training (Pl 10), compared
to people without mentalillness. Although there is
not sufficient data available toidentify trends, this
disparity was consistent from 2014-15to0 2017-18.

Awell-integrated, effective and sustainable mental
health system for people with a psychosocial disability
alsosupportscarersto live a contributing life, including
their participationinemployment. In 2015, carers of
people with mentalillness had similaremployment
rates (P111)tocarers of people with other condition
typesand lower employment rates than people who
were not carers. This patternis more pronounced
infemale carersthan male carersand persisted
throughto 2018. Thereis not currently sufficient
dataavailable toidentify trends forthis indicator.

For people with mentalillness, experiencing
discrimination canincrease feelings of isolation
and create barriers to seeking help. Nationally,

in 2014, the proportion of people with mental
illness who experienced discrimination (Pl 24)
was nearly double that of people without mental
illness. Thereisasimilar patternamong Aboriginal
and Torres Strait Islander people. Currently, there
isinsufficient data available to identify trends.

Isthe performance of the mental health
systemimproving?

Consumerand carerinvolvementin the planning
and delivery of mental health servicesis considered
essentialto adequately represent the views of
consumersand carers, advocate on their behalf,
and promote the development of consumer
responsive services. Nationally, the rate of full-time
equivalent consumer workers (Pl 18) increased from
2007-08t0 201718, but the patterns observed
varied for states and territories. Nationally,

the rate of full-time equivalent carer workers
(PI18) increased from 2007-08 to 2017-18.

Measuring population treatment rates against
whatis known about the distribution of mental
illnessin the community gives a broad estimate

of unmetneed. While dataon the prevalence

of mentalillness (see Pl 6) is limited, assuming

the prevalence of mentalillnessis stable, then

higher proportions of people accessing clinical
mental health care suggest lessunmet need. From
2013-14t02017-18, the proportion of people
accessing both publicand private clinical mental
health care was stable, ataround 2% and 0.2%
respectively (P115). Inthis time, the proportion

of people accessing Medicare-subsidised and
Department of Veterans’ Affairs-subsidised
clinicalmental health care increased to about

10%. From 2013-14to 2017-18 the proportion of
Aboriginal and Torres Strait Islander people accessing
Medicare-subsidised and Department of Veterans’
Affairs-subsidised clinical mental health care services
was comparable tothat of non-Indigenous people.
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High levels of seclusion are widely regarded
asinappropriate treatment, and may point to
inadequaciesin the functioning of the overall
system and risks to the safety of consumers
receiving mental health care. The total seclusion
rate in publicacute mental health hospital services
(PI22) showed a sustained reduction from
2008—-09t02018-19. Seclusion rates for public
acute mental health hospital services targeted
atolder people andthe general population have
also showed a sustained reduction during this
period. However, seclusion rates fluctuated for
servicestargeted at children and adolescents, while
services targeted at the forensic population have
experienced asharpincrease since 2015-16.

Involuntary careisatype of restrictive and coercive
practice where treatment for mentalillnessis
provided without the person’s consent. The
proportion of public sector acute mental health
separations and patient days with involuntary
specialised mental health care (Pl 23) varied
between statesand territoriesin 2017-18. Currently
thereisinsufficient data to identify trends.

State or territory clinical mental health services
aimto reduce symptomsandimprove functioning.
Clinical mental health services are effective at
improving clinical symptoms (Pl 14) for the majority
of consumers, but have not made progressin
thelast 10 yearsinreducing the proportion of
consumers who experienced no significant change
orsignificant deterioration of clinical symptoms.

Consumer experiences of care from mental health
services are ameasure of the performance of the
service and arevital to inform ongoing quality
improvement efforts. In 2016—17, the majority of
consumers accessing admitted patient care and
ambulatory carein New South Wales, Victoria and
Queensland, who participated in data collection,
reported a positive experience of service (P113).
Data for other statesand territoriesis not available.
Experience of ambulatory care was consistently rated
positively more often than admitted patient care.
Nearly half of consumers accessing admitted patient
servicesin Victoriaand Queensland did not have a
positive experience of care. A higher proportion of
mental health consumers with a voluntary mental
health legal status reported a positive experience

of care, compared to mental health consumers
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with aninvoluntary mental health legal status.
Time series dataare not currently available, soitis
not possible to comment on trends at this time.

Community mental health care following hospital
discharge is essential to maintain clinical and
functional stability and to minimise the need for
hospital readmission. Nationally, the rate of post-
hospital discharge community mental health care
(PI16) increased each year from 2011-12 to 2017-18.
Thelargestincrease in post-discharge community
mental health care was for remote and very remote
areas, which now have rates of post-discharge
community mental health care that are comparable
tothat of major cities, inner regional and outer
regional locations. However, evenin 2017-18, post-
hospital discharge community mental health care
did not occur within seven days in 20—25% of cases.

Readmission to hospital within 28 days of discharge,
also known as rapid readmission, may indicate
thatinpatient treatment wasincomplete or
ineffective, orthat follow-up care was inadequate
tomaintainthe person’streatment out of hospital.
Nationally, the proportion of mental health-
related hospitalisations that are followed by rapid
readmission (PI 17) was relatively consistent from
2013-14t02017-18. Across geographical areas,
major cities had a small upwards trend, while inner
regional areas, outer regional areas and remote and
very remote areas did not show a consistent trend.
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Conclusion

Atthe national level, some aspects of the health
and wellbeing of Australians have been stagnant,
and some are experiencing small, sustained
deterioration. The proportion of children

who are developmentally vulnerable and the
proportion of adults with very high levels of
psychological distress have been stagnant. Health
and wellbeing, as measured by suicide rates, has
experienced small, sustained deterioration.

Althoughitis not currently possible tocommentona
trend due toinsufficient data, the disparity between
people with and without mentalillnessin long-term
physical health conditions, tobacco and other drug
use, participation inemployment, education and
training, and experience of discrimination, suggests
that more workisalsoneeded in these areas.

Nationally, some aspects of the mental health
system’s performance are consistently
improving, while others remain stagnant.

We are seeingimprovementsin:

e population access to Medicare-subsidised
and Department of Veterans’ Affairs-
subsidised clinical mental health care

¢ seclusion rates
¢ employment of consumer and carer workers

e post-hospital discharge community
mental health care access.
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However, improvements have not beenseenin:

e population access to public and private
clinical mental health care

e the proportion of mental health-
related hospitalisations that are
followed by rapid readmission

¢ reducing the proportion of consumers
who experienced no significant change or
significant deterioration of clinical symptoms
following clinical mental health care.

Although the performance indicators canidentify
that changeis needed toimprove the health and
wellbeing of Australians or the performance of

the mental health system, they are notableto
indicate what changeis necessary to see the desired
improvements. Investigation beyond the Fifth Plan
indicatorsis required toinform future reforms.
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Performanceindicatorl:

Children who are

developmentally vulnerable

Children who display poorearly learning skillsare
likely tofall further behind, so early detection of,
andintervention for, developmental vulnerabilities
areimportantto children’slonger-term

outcomes. Higher proportions of children who

are developmentally vulnerable suggest a greater
need forsupporttargeted at the early years of life.

What does the data tell us?

The Australian Early Development Census (AEDC)
rates children’s functioning in the domains of
physical health and wellbeing, social competence,
emotional maturity, language and cognitive
skills,and communication skills and general
knowledge. The proportion of Australian children
who were developmentally vulnerablein one
ormore domain (approximately 22%), or two
ormore domains (approximately 11%) of the
AEDCwas consistent from 2012 to 2018.

Thedisparityin developmental vulnerability between
Indigenous and non-Indigenous children was stable
from 2012 to 2018 (Figure P11). The proportion of
Aboriginaland Torres Strait Islander children who
were developmentally vulnerable was consistently
more than double that of non-Indigenous children.
The proportion of children who were developmentally
vulnerableincreased as remotenessincreased;
thisdisparity was stable from 2012 to 2018.

What can’t the data tell us?

Data on developmental vulnerability cannot
indicate the cause of the developmental
vulnerability, whether or notitrelatestothe
child’s mental health, or whether or not the child
has previously received oris currently receiving
additional supports for their vulnerability.

Additional information about the scope of
thisindicator can be foundin AppendixD.

Figure Pl 1: Children who are developmentally vulnerable, by Indigenous status, 2012,2015 and 2018
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Performanceindicator 2:
Long-term health conditions in
people with mentalillness

The prevalence of long-term health conditions What can’tthe data tell us?
in people with mentalillnessis a measure of
their physical health. Higherincidence of long-
term health conditions in people with mental
iliness suggests poorer physical health.

Data on the co-morbidity of physicaland mental
health conditions provides anindication of the
current health status of people with mentalillness,
but cannotindicate the cause of any differencesin
What does the data tell us? physical health. The available data do not support
the analysis of differencesin the physical health

The presence of a long-term physical health of people with different types of mentalillness.

conditionis more common in people with mental
illness than in people without mentalillness Additional information about the scope of
(Figure P12). This patternisthe same across time thisindicator can be foundin AppendixD.
forall statesandterritories and both malesand

females. The proportion of people with mental

illness who had along-term physical health

condition was stable from 2014-15to 2017-18.

Figure P12: People with along-term physical health condition, by mentalillness status and sex, 2014-15
and 2017-18
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Performanceindicator 3:
Tobacco and other drug use
in adolescents and adults

with mentalillness

Tobacco and other drug use in adolescents and
adults with mentalillnessis a proxy measure
fortheir physical health. Higher proportions
of adolescentsand adults who use tobacco
and otherdrugs suggests poorer health.

What does the data tell us?

Nationally, a higher proportion of adolescents and
adults with mentaliliness smoke daily, compared
toalladolescentsand adults. While the proportion
of adolescentsand adults with mentalillness who
smoke dailyincreased from 2013 t0 2016 (21.0% and
24.1% respectively), the proportion of alladolescents
and adults who smoke daily was stable (12.8% and
12.2% respectively). Although there appearstobea
changeinthe proportion of Indigenous Australians
with a mentalillness who smoked daily between
2013 and 2016, the differencein these numbers
isunlikely tobe the result of areal differencein
community behaviour. The proportion of other
Australians with mentalillness who smoked daily
increased slightly from 2013 to 2016 (Figure PI 3).

Similar proportions of people with mentaliliness
and all Australians consumed five or more standard
drinks onasingle occasion atleast oncein the past
yearinboth 2013 and 2016 (41.8% of people with
mentalillnessin 2013 and 44.3%in 2016, compared
t037.8% of all Australiansin 2013 and 37.3%in 2016).

More people with mentalillness used
illicitdrugsin the pastyear comparedto

all Australians, in both 2013 and 2016. This
disparity increased between 2013 and 2016.

What can’t the datatell us?

Prevalence of tobacco and other drug use cannot
indicate the extent to which the potential poor
health outcomes associated with substance use have
actually occurred.

Additional information about the scope of this
indicator can be foundin AppendixD.

Figure P13: Daily tobacco use, by Indigenous status and mentaliillness status, 2013 to 2016
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Performanceindicator 6:
Prevalence of mental illness

The prevalence of mentalillness provides a high-
levelindication of the mental health and wellbeing
of Australians. Lower prevalence rates suggest
higher levels of mental health and wellbeing.

What does the data tell us?

In 2007, 20.0% of Australians aged 16-85 experienced
amentalillness (Figure P16).1n 201314, 13.9% of
childrenand adolescents aged 4-17 experienced a
mentalillness (16.3% of males, 11.5% of females).
Inthis age group, attention deficit hyperactivity
disorder (ADHD) was the most common mental
illness (7.4% of persons, 10.4% of malesand 4.3%

of females), followed by anxiety disorders (6.9%

of persons, 7.0% of males and 6.8% of females).

In 2010, 0.4% of Australians aged 18-64 (0.5% of
males and 0.3% of females) had a psychotic disorder
and were in contact with public specialised mental
health services. People aged 25-34and 35-44

had a psychotic disorderand were in contact with
publicspecialised mental health services (0.6%
respectively) more commonly than other age groups.

What can’t the data tell us?

Mentalillnessvariesin severity and duration.
Prevalence data quantifies how much ofthe
communityis affected by mentalillnessinany given
year, but does not reflect variationsin the extent to
which individuals are impacted by their mentalillness.

Additionalinformation about the scope of
thisindicator can be foundin AppendixD.

Figure P16: Prevalence of mentalillness among adults, by disorder type and sex, 2007
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Performanceindicator7:
Adults with very high levels

of psychological distress

Psychological distress s a proxy measure of the
overall mental health and wellbeing of Australians, as
very high levels of psychological distress may signify a
need for mental health services. Higher proportions
of Australians with very high levels of psychological
distress suggests lower levels of wellbeing.

What does the data tell us?

The proportion of adults with very high levels of
psychological distress did not decrease between
2007-08 and 2017-18 (Figure P1 7).

Although there appearstobeaslightincrease

in national rate and fluctuation at the stateand
territory level, the apparentdifferencein these
numbersisunlikely to be theresultofareal change
inthe community’s psychological distress levels.

The proportion of Aboriginal and Torres Strait
Islander adults with high and very high levels of
psychological distress was more than double that of
non-Indigenous adults from 2011-13t0 2017-19. The
proportion of Aboriginal and Torres Strait Islander
adults with high and very high levels of psychological
distress did not decrease during this time.

What can’t the data tell us?

Data on psychological distress quantifies non-specific
psychological distress, based on questions about
negative emotional states. The data does not provide
anindication of the individual’s or the community’s
ability to cope with psychological distress, orthe
supportsthey may require to cope more effectively.

Additionalinformation about the scope of
thisindicator can be foundin AppendixD.

Figure P17: Adults with very high levels of psychological distress, by state or territory, 2007-08 to 2017-18
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Performance indicator 9:
Social participationin adults

with mentalillness

Maximising opportunitiesto participateina
range of community activities, and contribute
tothe community areimportantfactorsin
recovery from mentalillness. Higher proportions
of adults with a mentalillnesswho report

social participation suggest that more people
with mentalillness have a contributing life.

What does the data tell us?

In 2014, similar proportions of people with

and without mentaliliness engagedin social
participationinthe past 12 months (Figure PI9).
This pattern was also observed for Aboriginal
and Torres Strait Islander people; 91.2% of

Indigenous people with mentalillness and 89.9% of

Indigenous people without mentalillness engaged
in social participationinthe past 12 months.

What can’t the data tell us?

The similarities between people with and without
mentalillness reportedin thisindicator do not

align with reports that people with mentalillness
experience high levels of social exclusion, including
reduced participation in day-to-day activities.®
However, the data for thisindicator cannot be
disaggregated by mentalillness type or severity,
so cannot reflect any variation in experience that
may exist between these sub-groups. Further

investigationis required to determine whether or not
the dataaccurately reflect the experience of people

with alltypes and severity levels of mentalillness.

Although the data can estimate the social
participation of people with mentalillness, it
cannotindicate whether the social participation
people with mentalillness have aligns with

the social participation they want or their
satisfaction with their social participation.

Additionalinformation about the scope of
thisindicator can be foundin AppendixD.

Figure P19: People who engaged in social participation in the past 12 months, by mentalillness

statusandsex, 2014
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Performanceindicator10:
Adults with mentalillnessin
employment, education or training

Allgovernments are committed to ensuring a Alower proportion of Aboriginal and Torres
contributing life for people with mentalillness. StraitIslander people with mentalillness
Thisincludes anindividual’s ability to support were inemployment education or training,

their own livelihood and contribute to the compared to Aboriginal and Torres Strait Islander
greater community through employment. people without mentalillness, in 2018—19.

Higher proportions of people with mental
illnessin employment, education ortraining What can’tthe data tell us?
suggest that more people with mentalillness Estimates of the proportion of people with mental
are being supported to live a contributing life. illnesswho are inemployment, education or

training cannotindicate whether or not people
What does the data tell us? are being adequately supported to maintain their
Inallage groups, a lower proportion of people employment, education or training for the long-term.
with mentalillness werein employment,
education ortraining, compared to people
without mentalillness (Figure P1 10). This disparity
was consistent from 2014-15to0 2017-18.

Additional information about the scope of
thisindicator can be foundin Appendix D.

Figure P110: People in employment, education or training, by mentaliillness status and age group,
2014-15and 2017-18
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Performanceindicator1l:
Adult carers of people with
mentalillnessin employment

Awell-integrated, effective and sustainable mental
health system for people with a psychosocial
disability also supports carersto live a contributing
life, including participation inemployment.®
Higher proportions of carers of people with mental
illnessinemployment suggests that more carers
arebeing supportedto live a contributing life.

What does the data tell us?

In 2015, carers of people with mentalillness had
similaremployment rates to carers of people with
other condition types, and lower employment rates

than people who were not carers (Figure PI 11).
This patternis more pronounced in female carers
than male carersand persisted throughto 2018.

What can’t the data tell us?

Employment data for carers of people with mental
illness cannotindicate whether the carersare
satisfied with their level or type of employment.

Additional information about the scope of
thisindicator can be foundin Appendix D.

Figure Pl 11: Participationin employment, by carer status and sex, 2015 and 2018
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Performanceindicator13:
Mental health consumer

experience of service

Consumer experiences of care from mental health
services are ameasure of the performance of the
service and arevital to inform ongoing quality
improvement efforts. Higher proportions of
consumers with a positive experience of service
suggest ahigher-performing mental health system.

What does the data tell us?

In 2016-17, the proportion of consumers who
reported a positive experience of service was higher
inambulatory care services than in admitted patient
services (Figure PI 13). Nearly half of consumers who
accessed admitted patient servicesin Victoria and
Queensland, and contributed to data collection,

did not have a positive experience of care.

Ahigher proportion of mental health consumers

who accessed admitted patient care with avoluntary

mental health legal status, and participatedin
datacollection, reported a positive experience
of care (New South Wales 73.6%, Victoria 66.5%
and Queensland 61.6%), compared to mental
health consumers with aninvoluntary mental
healthlegal status (New South Wales 63.2%,
Victoria44.4% and Queensland 44.1%).

What can’t the data tell us?

Asignificant proportion of people with mental
illness choose not to access mental health services
and supports. Data on the experiences of mental
health consumers cannotindicate whether existing
services would be rated positively by these people.

Additional information about the scope of
thisindicator can be foundin Appendix D.

Figure Pl 13: Mental health consumers with a positive experience of service, by state and service

setting, 2016-17
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Performanceindicator 14:

Change in mental health

consumers’ clinical outcomes

State or territory clinical mental health services aim
toreduce symptomsand improve functioning. If
services are highly effective, a high proportion of
consumers will experience significantimprovement,
and few or no consumers will experience significant
deterioration or nosignificant change.

What does the data tell us?

Over 70% of consumers’ clinical symptoms
significantly improved after completing inpatient
care eachyearfrom 2008-09to 201718 (Figure
P114). Over this time, the proportion of consumers

who experienced no significant change or
significant deterioration of clinical symptoms was
also consistent. Asimilar pattern occurred for
consumers who completed ambulatory care.

What can’t the data tell us?

Data on mental health consumers’ clinical outcome
cannotindicate why consumers’ clinical symptoms

improved, deteriorated or had no significant change.

Additional information about the scope of
thisindicator can be foundin AppendixD.

Figure Pl 14: Change in mental health consumers’ clinical symptoms after completing inpatient care,

2008—-09t02017-18
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Performance indicator15:
Population access to clinical

mental health care

Measuring population treatment rates against what
isknown aboutthe distribution of mentalillness
inthe community gives a broad estimate of unmet
need. Ifthe prevalence of mentalillnessis stable (see
P16), then higher proportions of people accessing
clinical mental health care suggest less unmet need.

What does the data tell us?

From 2013—-14t02017-18, the proportion of
people accessing publicand private clinical
mental health care was stable, ataround 2% and
0.2% respectively. Inthis time, the proportion

of people accessing Medicare-subsidised and
Department of Veterans’ Affairs-subsidised
clinical mental health careincreased to about 10%,
with increases occurring for all provider types
(Figure PI15). General practitioners provided

the highest proportion of clinical mental health
careservicesthatare subsidised by Medicare and

Department of Veterans’ Affairs, and experienced
thelargestincrease from 2013-14t0 2017-18.

From 2013-14t02017-18, the proportion of
Aboriginal and Torres Strait Islander people accessing
Medicare-subsidised and Department of Veterans’
Affairs-subsidised clinical mental health care
services was comparable to that for non-Indigenous
people, andincreased from 8.1% to 10.6%.

What can’t the datatell us?

Service access data cannotindicate whether
people are accessing the right services to meet
their needs. The dataalso cannotindicate the
proportion of people who might benefit from
accessing clinical mental health care who do not
access care, ortheirreasons for not accessing care.

Additional information about the scope of
thisindicator can be foundin AppendixD.

Figure P115: Population accessing Medicare-subsidised and Department of Veterans’ Affairs-subsidised
clinical mental health care services, by service provider type, 2013-14 t0 2017-18
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Performance indicator 16:
Post-discharge community

mental health care

Post-hospital discharge community mental
health care is essential to maintain clinical and
functional stability, and to minimise the need
forhospital readmission. Higher proportions of
people who access community mental health
care following their discharge from hospital
suggest a more effective mental health system.

What does the data tell us?

Nationally, the proportion of publicacute admitted
patient separations with 7-day post-discharge
community mental health careincreased each year
from 2011-12t02017-18 (from 55.1%in 2011-12

carethatare comparable tothatin major cities,
inner regional and outer regional locations (Figure
P116). However, evenin 2017-18, post-hospital
discharge community mental health care did not
occur within seven daysin 20-25% of cases.

What can’t the data tell us?

Data on post-discharge community mental
health care cannotindicate why some people
do notaccess community mental health care
following their discharge from hospital, orif
they have accessed other forms of support
following their discharge from hospital.

t075.2%in 2017-18). The largestincrease in post-
discharge community mental health care was for
remote and very remote areas, which now have
rates of post-discharge community mental health

Additional information about the scope of
thisindicator can be foundin AppendixD.

Figure P116: Publicacute admitted patient separations with 7-day post-discharge community mental
health care, by remoteness, 2011-12 t0 2017-18
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Performanceindicator17:
Mental health readmissions
to hospital

Readmission to hospital within 28 days of discharge, Across remoteness areas, major cities had a small
also known as rapid readmission, may indicate that upwardstrend, while inner regional areas, outer
inpatient treatment was incomplete orineffective, regional areas, and remote and very remote areas
orthat follow-up care wasinadequate to maintain did not show a consistent trend (Figure P 17).

the person’streatment out of hospital. Higher rates

’ ?
of rapid readmission suggest that less effective care What can’t the datattell us?

is being provided by the mental health system. Rapid readmission may point to deficienciesin the

functioning of the mental health system. However,
What does the data tell us? readmission data cannotindicate where the
Nationally, the proportion of overnight acute deficiency exists.

admitted patient mental health care separations
that are followed by mental health readmissions
to hospital within 28 days was relatively
consistentfrom 2013-14t0 2017-18.

Additional information about the scope of this
indicator can be found in Appendix D.

Figure P117: Overnight acute admitted patient mental health care separations that are followed by
mental health readmissions to hospital within 28 days, by remoteness area, 2013-14t0 2017-18
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Performanceindicator18:

Mental health consumer
and carer workers

Consumer and carerinvolvementin the planning
anddelivery of mental health servicesis essential
toadequately represent the views of consumers
and carers, advocate on their behalf, and promote
the development of consumer responsive services.
Assuch, the rate of staff who are mental health
consumer and carer workersis a proxy measure of
the appropriateness of care, supportand treatment.
Higher rates of consumer and carer workers
suggestamore responsive mental health system.

What does the data tell us?

Nationally, the number of full-time equivalent
(FTE) consumer and carer workers per 10,000
mental health care provider FTE hasincreased,
from 28.8and 12.0 respectively in 2007-08,
to64.3and 24.0respectivelyin 2017-18.

While the rate of carer workers was reasonably
stable over time for all states and territories, the
rate of consumer workers shows more variation

(Figure P118). The rate of consumer workersin South
Australiashows a sustainedincrease from 201112,
and Queensland experienced asharpincrease from
2013-14.Therate of consumer workers in Tasmania
has fluctuated, with peaksin 2011-12 and 2015-16.

What can’t the data tell us?

There arearange of roles for consumersand carers
within mental health services, and models adopted
by jurisdictions differin their approach. Models
include having consumers and carersin advisory
roles on committees, working within clinical teams
anddirectly with consumers and carers. The data
onconsumerand carer workers cannotindicate
whether there are sufficient numbers of consumer
and carer workers, orif the models adopted by
jurisdictions achieve the optimal mix of roles.

Additional information about the scope of
thisindicator can be foundin AppendixD.

Figure PI 18: Full-time equivalent mental health consumer and carer workers, states or territory,

2007-08t02017-18
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Source: National Mental Health Establishments Database.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

94



Performanceindicator19:

Suiciderate

Suicide rates provide a high-level
indication of community mental health and
wellbeing. Higher suicide rates indicate
poorer mental health and wellbeing.

What does the data tell us?

Overthe 10years from 2009to 2018, no state or
territory experienced a sustained reductioninits
suicide rate (Figure PI 19). Nationally, the suicide
rate has trended slightly upwards over this time.

In2009-2013 Aboriginal and Torres Strait Islander
Australians had a suicide rate around double that
of non-Indigenous Australians (20.2 and 10.7 per

100,000 population respectively). This disparity was
stable through 2014-2018 (23.7and 12.3 suicide
deaths per 100,000 population respectively).

What can’t the data tell us?

While the dataimplies that the supportavailable
toindividuals and communities has notimproved
their health and wellbeingin recentyears, it
isnot possible to determine if the health and
wellbeing of the community would have become
worse in the absence of existing supports.

Additional information about the scope of
thisindicator can be foundin AppendixD.

Figure PI119: Suicide rate, state or territory, 2009 to 2018
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Performanceindicator 22:

Seclusionrate

High levels of seclusion are widely regarded
asinappropriate treatment, and may point to
inadequaciesinthe functioning of the overall system
andrisks to the safety of consumers receiving
mental health care. Higher rates of seclusionindicate
poorer performance of the mental health system.

What does the data tell us?

The total seclusion rate in publicacute mental health
hospital services showed a sustained reduction
from 2008—-09to 2018-19 (Figure Pl 22). Seclusion
rates for publicacute mental health hospital
servicestargeted atolder people and the general
population also showed a sustained reduction over

this period. However, seclusion rates fluctuated

forservicestargeted at children and adolescents,
while services targeted at the forensic population
have experienced a sharp increase since 2015-16.

What can’t the data tell us?

Seclusion rates may point to the existence
ofinadequaciesinthe functioning of the
mental health care, but they do not suggest
specifically where the inadequacies exist.

Additional information about the scope of
thisindicator can be foundin AppendixD.

Figure P122: Seclusion events per 1,000 patient days in publicacute mental health hospital services, by

service target population, 2008-09 to 2018-19
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Performanceindicator23a:
Involuntary hospital treatment

Involuntary careisatype of restrictive and coercive
practice where treatment for mentalillnessis
provided without the person’s consent. Higher
rates of involuntary hospital treatment indicate that
more consumers are experiencing restrictive and
coercive practicesin the mental health system.

What does the data tell us?

In 2017-18, the proportion of public sector
acute mental health separations with specialised
mental health care that were involuntary varied
between states and territories (Figure Pl 23a).

What can’tthe datatell us?

Aseparationis coded asinvoluntary if the person
hasreceived involuntary treatmentatany time
duringtheiradmission; however, not all people

remaininvoluntary for the full period of their
admission to hospital. So while thisindicator
guantifies the proportion of public hospital
separations with specialised mental health care
thatinvolved care that was provided without the
individual’s consent, it cannot indicate what type
or how much care was provided without consent.

To gain a better picture of how much involuntary
carewas providedin public hospital separations

with specialised mental health care, data from this
indicator should be interpretedin conjunction with
Performance Indicator 23b: Involuntary patient days.

Additional information about the scope of
thisindicator can be foundin Appendix D.

Figure P123a: Public sector acute mental health separations with involuntary specialised mental health

care, state or territory, 2017-18
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Performance indicator 23b:
Involuntary patientdays

Involuntary careisatype of restrictive and coercive What can’tthe data tell us?
practice where treatment for mentalillnessis
provided without the person’s consent. Higher
rates of involuntary hospital treatment indicate that
more consumers are experiencing restrictive and
coercive practicesin the mental health system.

While thisindicator quantifies the proportion of
public hospital patient days with specialised mental
health care thatinvolved care that was provided
without the person’s consent, it cannotindicate
what type of care was provided without consent.

What does the data tell us? Additional information about the scope of

In2017-18, the proportion of public sector acute thisindicator can be foundin AppendixD.
mental health patient days with specialised

mental health care that were involuntary varied

between statesand territories (Figure PI 23b).

Figure PI23b: Public sector acute mental health patient days with involuntary specialised mental health
care, state or territory, 2017-18
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Performance indicator 24:
Experience of discrimination
in adults with mentalillness

For people with mentalillness, experiencing
discrimination canincrease feelings of isolation
and create barriers to seeking help. Higher
proportions of people with mentalillness who
have experienced discrimination in the past

12 months suggest lower levels of wellbeing.

What does the data tell us?

In 2014, in every state and territory, more people with
mentalillness experienced discrimination compared
to people without mentalillness (Figure Pl 24).
Nationally, the proportion of people with mental
illness who experienced discrimination was nearly
double that of people without mentalillness (28.3%
and 16.5% respectively). Thereis asimilar patternin
Aboriginal and Torres Strait Islander people; 44.5%

of Indigenous people with mentalillness experienced
discriminationinthe past 12 months, compared to
29.2% of Indigenous people without mentalillness.

What can’t the data tell us?

The data show the proportion of people who have
experienced one or moreinstances of discrimination
inthe past 12 months, but does not reflect the total
number of instances of discrimination experienced,
the severity of discriminatory events orthe impact
ofthe discrimination on the individual. The data also
cannotdetermine whether or not the discrimination
was the result of the person’s mentalillness.

Additional information about the scope of
thisindicator can be foundin Appendix D.

Figure P124: Adults who have experienced discrimination in the past 12 months, by mentalillness status,

state orterritory, 2014
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Appendix A:
Overview of action status

Action Status Coordination Point Milestone datain Implementation Plan
Governance

i Complete MHPC December 2017, first meeting before June 2018.
ii Complete MHPC Firstmeetingmid-2018.

iii Complete MHPC Firstmeetingmid-2018.

iv AHMAC (progressreportedby | CommenceJanuary 2018, completed December

the MHPC)

2020.

Measuring and reporting on change

v MHPC

vi Yettocommence AHMAC (progress reported
by the MHPC)

vii MHISSC

Negotiationscommence January 2018 and
implementation will be ongoing

Evaluation planagreed December 2018. Evaluation
completedJune 2022.

Published by December2018

Priority Area 1: Achieving integrated regional planning and service delivery

1.1 MHPC

1.2 MHPC

1.3 NMHSPF Steering Committee

1.4 NMHSPF Steering Committee

1.5 MHISSC

2.1 AHMAC (progress reported
by the MHPC)

2.2 AHMAC (progress reported
by the MHPC)

2.3 MHPC

2.4 Notscheduled to commence until mid-2020 MHPC

2.5 MHPC

2.6 MHPC

2.7 MHPC

2.8 MHPC

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

Progressively from December 2017.
Completed mid-2018.
December2017.
ProgressivelytoJune 2018.
CompletedJune 2018.

Commencingearly 2018.

Commencingearly 2018.

Progressively fromJune 2018.
Commencing mid-2020.

Commencinglate 2017.
Completed mid-2020.

Commencing 2017. Completed mid-2020.
Mid-2021.

Mid-2021.
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Action

Status

Priority Area 2: Suicide Prevention

5

Priority Area 3: Coordinating treatment and supports for people with severe and complex mental illness

9

Priority Area 5: Improving the physical health of people living with mentalillness and reducing early mortality

14

15

Commenced—ontrack

Commenced—ontrack

Commenced—ontrack

Complete
Complete
Part1ofthisactioniscompleteasperActioni, Governance

Part2 ofthisactionis notscheduled tocommence until late 2021

Coordination Point

MHPC

MHPC

MHPC

No coordination point
No coordination point

No coordination point

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

Commenced—ontrack

Complete (as peractioniii)

Yettocommence

Yettocommence

Commenced—ontrack

Yettocommence

Yettocommence

Commenced—ontrack

Yettocommence

Commenced—ontrack

Yettocommence

Commenced—ontrack

Commenced—ontrack

Commenced—ontrack

Commenced—ontrack

Not scheduled tocommence untilmid-2020

Commenced—ontrack

MHPC

MHPC
ATSIMHSPPRG
MHPC

MHPC

MHPC

MHPC
MHISSC
MHPC
MHISSC

MHISSC

Alljurisdictions

MHPC

MHPC
MHPC
MHPC

MHISSC

Milestone datain Implementation Plan

December 2017, first meeting early 2018.
Commence 2018. Release of strategy for public
consultationby mid-2019.

Release of final strategy by 2020.

Commence 2019and ongoing.

Commencein2017.Finalised by the end of 2018.

Completed mid-2018.
20109.
Commence late 2021.

Commencein2018.Releasein 2020.

Commence mid-2018.
Firstmeetingmid-2018.
Commence 2018. Completed 2020.
Commence 2018 and ongoing.
Commence 2018 and ongoing.
Commence 2018 and ongoing.
Commence 2018 and ongoing.
Commence 2018. Completed 2021.
From 2017 and ongoing.
Commencing 2018 and ongoing.

Commence 2018. Completed 2021.

From 2017 following release of Equally Well.

Commence mid-2018. Completed late 2019.
Annuallyfrom 2020.

June 2018. By mid-2020.
June 2018
From mid-2020.

Commence October2017. Completed 2022.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

102



Action Status Coordination Point

Priority Area 6: Reducing stigma and discrimination

Milestone datain Implementation Plan

18 MHPC

19.1 AHMAC (progress reported by
the MHPC)

19.2 Yettocommence MHPC

19.3 Yettocommence MHPC

20 MHPC

Completed mid-2018. Completed late 2018.
Completed early 2019.

Completed by mid-2021.

Completed by mid-2018.
Completed by mid-2018.

Commence mid-2018. Completed 2021.

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

21.1 SQPsC

21.2 Complete MHISSC

21.3 SQPsC

21.4 SQPSC

21.5 SQpPsC

22 Yettocommence SQPSC

23 MHISSC

24 MHISSC

25 SQPSC (reassignedtothe
MHISSC)

26 MHPC

27 Yettocommence SQPSC (reassignedtoall

jurisdictions)

Commence 2018. Completed 2021.

Commence 2019. Completed 2020.

Commence 2018. Completed 2020.

Commenced2019. Completed 2021
Commence 2018. Completed 2020.

Commence 2019. Completed 2021.

Commence 2018. Completed 2021.

Published by December2018.

Completed end 2021.

Commence 2017 and ongoing.

Commence 2018 and ongoing.

Priority 8: Ensuring that the enablers of effective system performance and system improvementare in place

28 MHPC

29 MHPC

30 MHISSC

31 AHMAC (progress reported by
the MHPC)

32 AHMAC (progress reported by

the MHPC)
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Commence mid-2018. Completed 2021.
Commence mid-2018. Completed 2021.
Commence mid-2018 and ongoing.

Commence early-2018. Completed 2022.

Commence mid-2018. Framework completed 2020.
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AppendixB:
Case studies

Priority Area 1: Achievingintegrated
planning and service delivery

Achievingintegrated health systems by regional
collaboration

North Coast Collectiveis aregional collaboration
between North Coast PHN, the Mid North Coast Local
Health Districtand the Northern NSW Local Health
District. The North Coast Collective is currently
focused on planning and delivering arange of services
that willimprove the lives of people living with
mentalillness and alcoholand other drugissues. The
North Coast Collective’s work will be driven by the
sharedregional strategy and be informed by system
dynamics and investment optimisation modelling.

To guide investment optimisation in the future, the
North Coast Collective is engaging with government,
non-governmentorganisations, Aboriginaland Torres
Strait Islander community members, people with
lived experience, and consumers and carers. Through
sharedinvestment and making joint decisions, North
Coast PHN, Mid North Coast Local Health District

and Northern NSW Local Health District will be

able to provide an optimal range of services for the
community, instead of delivering servicesin silos.

Improvingthelives of people living with mental
illnessand alcoholand other drugissues was
identified by the North Coast community as their
highest priority, andis therefore thefirst area of
focus forthe North Coast Collective. During the next
phases, membership of the North Coast Collective
willexpand toinclude partners outside the health
sectortodeliveraregional strategy that considers
allthe known social determinants of health.

Inanother example, Murrumbidgee PHN has
established the Murrumbidgee Mental Health Drug
and Alcohol Alliance. The alliance provides a forum
for key stakeholders from the health, community
and social sectors, and consumers and carers, to
develop astrategicapproach to meet the mental
health, and drug and alcohol needs and expectations
of consumersinthe Murrumbidgee population.

The principles of the alliance include focusing on
consumer outcomes and recognising the value that
the community and social sectors contribute to
addressing the needs of consumers. Other principles
include communicatingand working togetherina
collaborative, open and transparent manner that
recognises the values, skillsand expertise that
members bring to the alliance. The alliance meets
monthly to develop, design, and improve services
and service delivery while advocating for the
consumerinthe system. The alliance also ensures
appropriate communication of available services to
consumersacross the Murrumbidgee population.

Indirect response to consumer feedback that the
service system was considered to be fragmented,
complexand difficult to navigate, the alliance
implemented the Alliance Service Integration Project.
This Project hasidentified a number of priorities for
improvement, including development of an online,
interactive mental health and drugand alcohol
service map; acommon referraland consent form
shared across allmember agencies; and a consumer-
led care and wellness plan app that will be available
onconsumers’ devices and can be shared by the
consumer with the agencies they are working with.

Achievingservice integration through consultation
workshops

In April 2018, Central Queensland, Wide Bay and
Sunshine Coast PHN, and the Hospital and Health
Services held a Mental Health and Alcoholand
Other Drug Service Provider Workshop to build on
the strengths and abilities of local communities
and foster collaborationin the design and
implementation of the region’s future health system
landscape. The workshop brought together key
representatives fromthe region’s PHNs, LHNs,
and other stakeholders, including those with lived
experience, to develop and progress the region’s
joint planning activities, with a specific focus on
the development of the joint regional plan.
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The workshop has played aninstrumental roleinthe
developmentofthejointregional planand supported
opportunities for networking, relationship building,
stakeholder buy-in, andidentification and discussion
of emergingissuesand concerns withinthe sector.

The success of thisactivity has been enabled by the
commitment, transparency and contributions of all
stakeholders withinthe region. The activity has assisted
the development of a firm foundation upon which the
joint regional plan andits objectives can be achieved.

Key outcomes of the workshopinclude identification of
issuesrelevanttotheregion,improved service literacy
and understanding, improvedinterface between
tertiary and primary health services for consumers,
andimproved referral fluidity between services.

Co-designing youth mental health services

Hunter New England and Central Coast PHN received
funding to commission a new service type foryoung
people with, or at risk of, developing severe and
enduring mentalillness. As this was a new service,
the service delivery model needed to be co-designed
toensurethattheclinical care, case management,
and collaborative care (such as specialist mental
health care and psychological therapies) were

aimed at meeting the needs of the young person,
andtoensure thatthe model built on existing
services and acknowledged local characteristics.

Orygen facilitated four co-design workshopsin each
regionidentified through the Mental Health and
Suicide Prevention Needs Assessment. The purpose
of the workshops was to discuss and gather feedback
on how each region could designalocal primary care
model that provided the best possible outcome for
young people with complex presentations. Before
the workshops, participants received a briefing
paper that outlined models of mental health services
foryoung people experiencing severe and complex
mentalill health, to provide context to the workshop,
and key questions for consideration and discussion.

The workshops were attended by more than 200

local consumers, carers, community members,

young people, service providers, school teachers,

GPs, specialist mental health clinicians from Local
Health Districts, private providers, service providers,
representatives from ACCHSs, Department of
Education, Familyand Community Services, and
Disability Services. Stakeholders were alsoable to
provideinputand feedbacktothe co-design process
viathe PHN online social mediatool, ‘Peoplebank’. In
additiontothe co-design workshops, ayoung person
withalived experience was part of tender evaluation
panel. The services developed throughthe co-design
processare providinglocal solutions to young people to
facilitate easier access and better pathways to the right
care, attheright time, to suitayoung person’s needs.

Improving regional service consistency by
rationalising funding models

Use of different funding models by different
stakeholders can presenta barriertoachieving
integration. This can be confusing to service
providers,and consumer and carers, particularly,
when aregional service provider has multiple
funders, resultingininconsistency of service
delivery. Organisationally, adopting a co-funding
model demonstrates significant commitment
andtrust between organisations, and focuses
onimproving consumer and carer experience
ratherthan organisational benefits.

The Active Life Enhancing Intervention (ALIVE)
programisaservice for peopleaged 17 yearsand
older whoare at mediumto high risk of suicide.
ALIVE aimsto decrease theincidence of suicide and
self-harm behaviourin the community by providing
asafe, non-judgmental supportservice for those
atrisk. It offers up to three months of intensive
therapeuticsupport as needed, with the aim of
linking people to ongoing counselling servicesand
programs, where necessary. Before the 2018-19
financial year, the program received separate
funding from the WA Primary Health Alliance and the
Western Australian Mental Health Commission for
separate arms of the service. During 2018-19 the WA
Primary Health Alliance and the Western Australian
Mental Health Commission agreed to jointly fund
and manage the contract for the ALIVE program.
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The decisiontoalign service schedules was based
onreducing confusion around accessibility and
improving the operational performance of the
service, by providing a consistent pathway to receive
the service across the Perth-metropolitan area.

The changes to the model of co-commissioning
ALIVE have led to a well-connected and integrated
systemthat services the mostvulnerable

people and ensuresthatindividuals at risk

receive the care and support required.

Reducing theimpact of suicide by early
intervention for bereaved

As part of the Perth South Suicide Prevention Trial
Site, the WA Primary Health Alliance has contributed
tothe Peeland Rockingham Kwinana Community
Postvention Response pilot. This pilotincludes
support for the immediate family affected by suicide,
such asanimmediate notification service following
acriticalincidentinvolving a suspected suicide,
ensuring arapid response and allowing support
services toreach outto the family to offer counselling.

The pilot has been achieved through a partnership
of governmentand nongovernment agencies,
groupsand community members, andin
collaboration with the WA Primary Health
Alliance, the Western Australian Police, and the
Rockingham Peel Group. The 6-month pilot builds
onacomprehensive postvention plan developed
by local agenciesinresponse to several suicides
inthe Rockingham and Mandurah areain 2016.

During the pastyear, the postvention plan has allowed
local agenciesto supportanumber of families,
along with friendsand community members.

The recent addition of theimmediate notification
service and the rapid response means that
services canreach outtomore people even
earlier—offering supportinthe critical period
immediately following a suddenloss. The impact
has beenimmediatelyidentifiable. In the first
three months of the immediate notification
pilot, 100% of losses by suspected suicide were
identified, and families were offered support.
The pilot highlights that suicide prevention
iseveryone’s business and that meaningful
outcomes canresult from better integration.

Mental health services mappingin Tasmania

Atthe simplest level, service mapping can be used to
portray demographic, socio-economicand health
characteristics, and display physical features such as
health facilities. This function directly supports the
implementation of Priority Area 1 of the Fifth Plan
and particularly Action 2.3 —toundertake ajoint
regional mental health needs assessment to identify
gaps, duplication and inefficiencies to make better
use of existing resources and improve sustainability.

Mapping the current mental health services
across Tasmania was seenasacritical first step

in understanding the gaps, duplications, and
future services needs that would be addressed
throughtheregional plan. The service mappingis
jointly funded and led by Primary Health Tasmania
andthe Department of Health Tasmania.

The University of Queensland has been contracted by
the Australian Government Department of Health to
undertake this work, which includes mapping existing
mental health services against the National Mental
Health Service Planning Framework taxonomy,
reporting to the Regional Plan Steering Committee
oncurrentand future service needs, and working
with staff from Primary Health Tasmania and the
Department of Health Tasmania to build capacity to
enable future service mapping to happenlocally.

Priority Area 2: Effective suicide
prevention
Peer-led suicide attempt aftercare service

In consultation with the community, Nepean Blue
Mountains PHN identified a high priority need within
theregion to provide assertive, consistent, coherent,
and timely aftercare for people discharged from
hospital mental health units after a suicide attempt.

The peer-led suicide aftercare service was
establishedin partnership with the Nepean Blue
Mountains Local Health Districtand is based at
Nepean Hospital, providing services to the four

local government areas across the Nepean Blue
Mountains region. The service uses a peer workforce
tofacilitate accessand link people to their GP,

and other supportservices, after discharge from
hospital following a non-fatal suicide attempt.
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Itis expectedthat the aftercare service will
better support people who have attempted
suicide to connect with a GP or community
supportservices post-hospitalisation, and
reduce rates of re-admission. Additional benefits
willinclude GPs being more engaged with this
vulnerable group, and that a trained peer-led
workforce will be available and maintained.

Integrating clinical and psychosocial aftercare
services following suicide attempt

To meetthe complex needs of people discharging
from hospital following a suicide attempt, itis
importantto ensure thatany clinicaland psychosocial
servicesareintegrated. Gippsland PHN and Latrobe
Regional Hospital have been working together since
2018 with Beyond Blue to establish and deliver

The Way Back Support Service in Gippsland.

The Way Back Support Service isa non-clinical
supportservice providing practical psychosocial
supportto people who are experiencinga
suicidal crisis or who have attempted suicide.
Gippsland PHN has been selected for rollout of
The Way Back Service. In conjunction with the
Hospital Outreach Post-Suicidal Engagement
(HOPE) team at Latrobe Regional Hospital, The
Way Back Service will provide anintegrated
suicide prevention service for the region.

Inresponse tothe high representation of the Darling
Downs and Western Moreton regionin Queensland
suicide statistics, and the urgent need for support
servicesintheregion, the Darling Downsand
Western Moreton PHN has committed to funding
The Way Back Support Service in Ipswich and
Toowoomba base hospital areas. Thisinitiative isin
thefinal phase of rollout. Itis expected that it will
achieve a coordinated response for one of the most
vulnerable cohorts experiencing mental health
andalcoholand otherdrugimpactsinthe region.

Integration of services for hospital aftercare

Inrecognition of the need for appropriate aftercare
following a suicide attempt, Western Sydney

PHN commissioned a program for follow-up

care. The programtargets people living with
mentalillness and those who have self-harmed
orattempted suicide who are leaving acute

mental health units and do not have sufficient
supporttoreintegrate into the community.

The program uses peer workers who, with
consumers’ agreement, meet with consumers and
their carersand family during the discharge planning
process to discuss the support that can be provided
andidentify the goals each person wants to achieve.

Atthetime of reporting, the program had received
more than 170referrals fromacute unitsin the
Western Sydney local governmentarea, withan
acceptance rate of more than 50%. The program
ishelping to bridge the service gap and reduce
there-hospitalisation rate in the community.

Preventing suicide by Connecting with People

SA Health hasimplemented Connecting with People
trainingtoimprove the capability of the health
workforce to support people at risk of suicide.

This program supports clinicians toimprove their
capacity to connect with people who have had
suicidalthoughts or attempted suicide. Through this
training, SA Health has alsoincreased knowledge
andimproved consistency in skillsand practice
across the clinical workforce. The program will
alsosee forthefirsttime, the developmentofan
Aboriginal specific mental health module for the
Connecting with People Suicide Prevention Training
forclinicians, delivered by 4Mental Health.

New suicide preventioninitiatives underthe ACT
LifeSpan trial

In partnership with Capital Health Network, ACT
Health Directorate hasimplemented athree
year trial of the Black Dog Institute’s LifeSpan
Integrated Suicide Prevention Framework,
which supportsthe coordination of the various
suicide preventioninitiatives occurring across
the ACT. Akey component of the ACT LifeSpaniis
the Question, Persuade, Refer (QPR) program,
which teacheslay and professional gatekeepers
torecognise and respond positively to someone
exhibiting suicide warning signs and behaviours.

QPR trainingis designedto detect people who
areintheideational phase of a suicide plan. QPR
training may also enable individuals to identify
people atrisk who have already made one

or more non-lethal attempts. QPR trainingis
delivered online. At the time of reporting more
than 350 people had undertaken the training.
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Priority Area 3: Coordinating treatment
and supports for people with severe and
complex mentalillness

Anticipating changein the psychosocial sector

Arecentsignificant change in the mental health
sectorwastheintroduction ofthe NDIS, and the
transition of a number of national psychosocial
programsinto new psychosocial funding
streams. Eastern Melbourne PHN led three large
Partnersin Recovery programs across east and
northeast Melbourne, and took a number of
actionsinitsapproach totransition planning.

In 2018, before the transition from Partnersin
Recoverytothe NDIS, the Eastern Melbourne PHN

rana ‘psychosocial support pilot’. The pilot enabled
consumerstoaccess psychosocial supportwitha
one-to-one workerin additionto the usual service
provided by Partnersin Recovery. Toenhancetransition
success, the pilotalso provided an opportunity

forthe systemtoretainandbuildastrongand
knowledgeable psychosocial support workforce.

Eastern Melbourne PHN also commenced early
transition planning for the new psychosocial
support program with neighbouring PHNs,
North Western Melbourne PHN and South East
Melbourne PHN. The collaboration resultedin
earlyagreement on the psychosocial support
specifications, aiding service system consistency
forboth providers and consumersand carers.

Eastern Melbourne PHN commissioned the
Psychosocial SupportServiceinJanuary 2019, using
National Psychosocial Supportand Continuity of Service
funding. The serviceis delivered by NeamiNational. It
wasimportant forthe Psychosocial Support Service
toappearasasingle program offering services ‘on the
ground’ to reduce consumer and carer confusionand
enhance continuity of care during the transition period.

Asaresult of this planning approach, in March 2019,
Eastern Melbourne PHN was able to respond quickly
tothe new National Psychosocial Support Transition
funding toimprove the continuity of care while
consumerstransitionedinto NDIS services. The
response included the design and implementation
of psychosocial transition supports for consumers
who were previously Partnersin Recovery, Day to
Day Living or Personal Helpers and Mentors Service
participants. The service commencedin July 2019.

Eastern Melbourne PHN is currently planning
todevelop a ‘regional psychosocial interface’,
ensuring that psychosocial services provided by
PHNs, the Victorian Governmentand the NDIS
are easy to navigate for consumers and carers,
aswellasfor GPsand other health providers.

Meeting the needs of young people with moderate
tosevere mentalillness

Asaresult of commissioning for services for young
people with severe and complex mentalillness,
Northern Sydney PHN identified a service gap for
young people who experience moderate to severe
mentalillness. These young people present with
symptomstoo severe and/or complexfor headspace
services butdo not meet eligibility criteriafor the
Child and Youth Mental Health Service provided

by the Northern Sydney Local Health District.

Following extensive consultation and co-design, a
model was developed, and Parramatta Mission was
contracted to establish the Karrikin program. Karrikin
providesintensive clinical case management support,
individual and group psychological therapies, and
accessto psychiatry. Services are delivered by a
multidisciplinary team, including a psychiatrist,
psychologists, social workers and youth peer
workers, at accessible locations across the region and
using assertive outreach. Atintake, the young person
receives acomprehensive assessment by a mental
health clinician and psychiatrist and a treatment plan
isdeveloped. Apeerworker will also work with the
young person to address psychosocial needs and will
link with other services, including vocational support
where required. Karrikin staff are trained in family
systemstherapy and where consentis provided, will
work with the young person’s broader family unit to
addresscommunicationissuesand support recovery.

Toensure service integration, communication, and
shared care pathways, Northern Sydney Primary
Health Network has facilitated collaboration
between the Karrikin program and other local
servicesincluding headspace, the Child and Youth
Mental Health Service, and youth drug and alcohol
services. Karrikin staff regularly liaise with these
servicesto undertake jointassessment where
consumer needs are shared across the services and
Karrikin staff also provide secondary consultation to
local service providers working with young people.
Karrikin have partnered with the local Lifeline service,
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also commissioned by Northern Sydney PHN, to
deliver Dialectical Behavioural Therapy-based
skills development groups for young people with
mood disorders and emotional dysregulation.

Uptake for the Karrikin program has been strong
and feedback from consumers, carers and local
service providers has been highly positive, noting
in particular the value of psychiatry and peer
supportinthe model. Young people accessing
the service have demonstrated improvement
across anumber of domains relating to their
psychological wellbeing and personal recovery.

headspace Early Intervention Team

In Central and Eastern Sydney PHN, the headspace
Early Intervention Team was co-designed and
commissioned due tofillthe gap inservice
availability for young people who do not meet the
headspace criteria of mild to moderate mental
health needs or the threshold for community health
teams. The headspace Early Intervention Team
provides early identification, care coordination,
assertive outreach and targeted interventions,
enabling young people who are experiencing, or
areatrisk of, complex or severe mentalillness to
be assessed, treated, and supported torecover.
Itis delivered by Sydney Local Health District out
ofthe primary health care locations of headspace
Ashfield and headspace Camperdown.

The program has so far supported 190young
people.Ithasalso provided additional support
to headspace centres, ensuring greater
coordination for young people stepping up
and down between primary mental health
servicesand Local Health District services.

Nowrong door—improved access to services
through shared intake model

Northern Queensland PHN hasimplemented a
regional clinical intake assessment and triage model
of service delivery. The service model supportsthe
concept of ‘nowrongdoor’. Thismeans thata person
referred, usually by a GP, to a service where a clinical
intake processisundertaken, leading toimproved
system navigationto the right level and type of care.

Asanexample, forapersonin suicidal crisis, the
service conducting the intake process will create
asafety planandfacilitate accesstoan acute
careteam, asuicide prevention counsellor, and

asuicide call back service, based onidentified
need. Additionally, the service conducting the
intake process may identify needs not met by the
clinical stepped care suite of service delivery, such
asinterpersonal and family violence. The service
may theninclude the Queensland Police Service
andthe Women’s Domestic Violence Service,

as well as psychological therapy providers.

The service that provided the intake process will
conduct afollow-uptoensure thatthe personis
engaged, and feeling safe and supported. This model
has been used by arange of providers, including
primary health providers, police services, education
services, and tertiary mental health providers.

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

Kumpa Kiira Suicide Prevention Project

Coomealla Health Aboriginal Corporation provides
health services to address the health needs of
Aboriginal people inthe Wentworth and Balranald
regions of New South Wales. The communities
serviced experience arange of complexissues,
including domesticviolence, drugand alcohol
issues, and mental and physical health concerns. The
communities have also lost a number of Aboriginal
and Torres Strait Islander people to suicide.

Inresponse, Coomealla Health Aboriginal
Corporation developed a suicide prevention
project as part of the NSW Suicide Prevention Fund.
Kumpa Kiirais aninnovative health promotion
program that seeksto prevent suicide by engaging
Aboriginaland Torres Strait Islander people across
thelifespan through activities grounded in culture
and community connection. The project employs
ateam leaderandtwo Aboriginaland Torres
StraitIslander suicide prevention workers. They
aresupportedintheirroles by adedicated Social
and Emotional Wellbeing Worker, who provides
one-on-one supportand counselling to clients.

Community engagement has been a key component
of the work. The project engages Aboriginal and
Torres Strait Islander youth with culture through
youth groups for men and for women, using art, music
and other. This engagement supports connection to
community and tolocal schools. KumpaKiira has also
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engaged Elderstorunregulargroupsthatfocuson
culture, intergenerational exchange and connection.
Program promotional materialsinclude messaging
toincrease understanding of mentalillness and
suicide riskin at-risk groups, including aged people.

The project has also engaged local GPs, through
formal up-skilling and advice onidentifyingand
managing suicide risk, and postvention support.
Since 2017, Kumpa Kiira has brought its community
togetherand promoted culture as healing which
isacritical component of suicide preventionin
Aboriginal and Torres Strait Islander communities.

Addressing lateral violence as a barrierto
help-seeking

As part of the National Suicide Prevention
Trial, Western New South Wales PHN supports
local providersto deliver a hybrid model

of suicide prevention, using the LifeSpan
modeland recommendations from the 2016
Aboriginal and Torres Strait Islander Suicide
Prevention Evaluation Project report.

As part of the community consultation for the
suicide prevention trial in the shires of Lachlanand
Weddin, Western Plains Regional Development
foundthat Aboriginal community membersin

the town of Condobolin saw lateral violence asa
majorissue incommunity suicide. Lateral violence
hasits origins in colonisation and the consequent
discrimination, disempowerment, and disconnection
fromland and cultural practices and supports that
have been experienced by Aboriginaland Torres
Straitlslander communities. These effectsin turn
create environments of insecurity and reduced
safety, where individuals are less likely to seek
assistance for suicidal thoughts for fear that support
will not be provided, orthereisarisk of being
attacked and dismissed as ‘attention seeking.

The Condobolin community reported that,
although a majority of members had witnessed,
beenthe victim of, or perpetrated, lateral violence,
very few knew of any strategies to address it. As
aresult, the project staff arranged for Kooreen
Enterprisestodeliver a 2-day Lateral Healing
workshop. The workshop was attended by 27
Aboriginal community leadersand members, and
included discussion about the nature and causes
of lateral violence and strategies to addressiit.

The majority of participants subsequently
reported that they had the skillsand confidence
torespondto lateral violence in their community.
Asaresultof the success of thisinitiative, Western
New South Wales PHN is currently working

with project staff to gauge interest from other
Aboriginaland Torres Strait Islander communities
in conducting similar workin their communities.

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

Improving the physical health of people living with
severe mentalillness

Inearly 2019, based on insights gained through
community engagement and analysis of regional
data, North Western Melbourne PHN invited
tendersforalocally based andintegrated
approachto supporting the physical health
needs of people with severe mentalillness.

The Integrated Chronic Care service is atwo-year trial
that seekstoimprove health outcomes for people
living with severe mentalillness through delivery of
recovery focused mental health supportand support
for chronic conditions using a self-management
approach. Theserviceistargeted at people with
severe and persistent mentalillness, and a diagnosis
of one or more chronic physical health conditions
such asdiabetesand cardiovascular disease.

The service uses a multi-disciplinary workforce,
including peer workers, to deliver aflexible

and person-centred model that enhancesthe
coordination of care. The service supports people

to participateinand connect with their community
andtoincrease their confidence to self-manage their
health care. The service was recently implemented
and will use consumer self-reported experience

and outcome indicatorsto continuallyimprove.

General practice centred model forintegrated
mental health care

South Western Sydney PHN has commissioned

the Integrated Subspecialty Clinicto ensure better
quality care, improved continuity of care, and
more effective care of physical health problems for
people with severe and complex mentalillness.
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Provided through Tahmoor Medical Centre and
South Western Sydney Local Health District, the
clinic provides coordinated, wrap around care for
people with severe and persistent mentalillnessina
general practice setting. The clinic supports people
living with a severe and persistent mental illness to
addresstheir mental health, physical health, and
psychosocial needs through accesstoarange of
services, coordinated by a dedicated South Western
Sydney Local Health District Care Coordinator.

The service acts as a proof of concept for
anintegrated mental health service model
targeting people with severe mentalillness
within a general practice setting. This model
could bereplicatedin otherregions.

Priority Area 6: Reducing stigma and
discrimination
Acharterto address the stigma of mentalillness

The Fifth Plan identifies reducing the stigmaand
discrimination surrounding mentalillnessasa
significant priority. Thisissue was reflected as a
primary concern by the participants of a Partners

in Recovery programin Murray PHN. Asaresult,
Murray PHN initiated a co-design working group
consisting of program participants, carers, and other
stakeholdersto develop strategies to address stigma.

An outcome of the working group was the
development of a charter that demonstrates
the commitment of organisationsto
addressing the stigma of mentalillness. The
Stop Mental lliness Stigma Charterincludes
seven commitmentsthatare proven strategies
toaddress the stigma of mentalillness.

Asignatory organisation commits for their staff to
increase their understanding of mentalillness, the
mythsand stereotypes that surround mentalillness,
and how to support people who are experiencing
mentalill health. Arequirement of signing the
charteristhat the organisation displays the charter
and thesigned pledge in a prominentlocation. This
ensuresall visitors, customers, and consumers are
aware that the signatory organisation is committed
toaddressing the stigma of mentalillness and that
theirinteraction with staff will be free from stigma.

Atthetime of reporting, more than 70 organisations
fromavariety of sectorsacross Australia have
adoptedthe charter. Implementation of the charter
withinthese organisations has had a positive
impact, with 83% of attendees at regional Stop
Stigma workshopsindicating that the charter had
made a difference within their organisations.

Priority Area 7: Making safety and quality
central to delivery of mental health
services

Making safety and quality central to delivery of
mental health services

InMarch 2019, Queensland Health released the
Violence Risk Assessment and Management
Framework—Mental Health Services. State-wide
implementation of the framework was completed
by July 2019. The framework was developedin
response torecommendations arising from the
2016 report ‘When mental health care meetsrisk:
AQueensland sentinel events review into homicide
and public sector mental health services’.

The Framework provides mental health services
withastructuredthree-tiered approach. Tier
linvolvesabriefrisk screen undertaken by
frontline clinical staff for all mental health service
consumers. Tier 2 involves a comprehensive risk
assessment undertaken by senior cliniciansand
consultant psychiatrists for consumersidentified
attier 1ashavingan elevated risk for violence.
Tier 3involvesatargeted response by forensic
mental health servicesfor consumers assessed
attier2 ashavingasignificantly elevated risk
profileand complexforensic behaviours requiring
specialistinput. Each tieris supported by clinical
documentation and training modules to build clinical
capability to undertake the required response.

An evaluation of a six month pilot of the framework
demonstrated several benefits. The evaluation
showed that the framework had improved the quality
ofinformation gathered pertaining to violencerisk;
encouraged discussion of risk during multidisciplinary
teamreviews; increased senior clinician inputinto risk
assessmentand management planning; enhanced
the ability of clinicians and mental health services to
manage risk; and improved liaison with, and referrals
to, specialist forensic mental health services.
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Priority Area 8: Ensuring that the enablers
of effective system performance and
systemimprovementarein place

Community-of-practice approach supports peer
workersin grassroots-based advocacy

Asidentified in the Fifth Plan, creating opportunities
for peer workers to advocate withina systemata
grassroots level supports the reduction of stigma
anddiscrimination. In support of grassroots
advocacy, Brisbane South PHN worked with lived
experience practitioners to establish a community of
practice for people working from a lived experience
perspective within community services.

The community of practice was developed through
aseries of co-design workshopsto support the lived
experience practitionersto create an environment
of learning from their shared experiences. The
design process also aimed to build capability
foremergingleadersinthelived experience
workforce. The co-design facilitators taught

and modelled decision making, groundwork for
hosting meetings, and project design techniques.
Members of the community of practice named

the group, the Community of Lived Experience
Workers (CLEW), and developed aslogan, ‘If you
don’thavea CLEW, thenyoudon’thave a CLUE!".

Intotal, 67 individuals attended the workshops, with
the majority of participants reporting that they felt
more connected. By creating a sense of belonging,

and asafe supportive space, participants felt more
supportedintheirlived experiencerole. Participants
alsoreported that they felt more comfortable speaking
up andthat they would sustain the connections that
they made throughthe CLEW. A participant noted
‘’knowing | have an external supportinthe Community
of Lived Experience Workers, |lam more confident
about bringing my whole self and advocating for mental
health awarenessinthe workplace’.

Improving the peer workforce through networking

South Eastern NSW PHN recognisesthe roles of the
region’s peer workforce across numerous parts of
the public mental health service—fromin-patient
tocommunity—aswell asrolesin community
managed organisations and commissioned services.
Asaresult, South Eastern NSW PHN established

the position of Mental Health Peer Coordinator
who developed Peer Networks across the regions

in partnership with Local Health Districts, non-
government organisations, and service providers.

ThelllawarraShoalhaven, the South Coast, and the
Southern Tablelands Peer Networks meet quarterly.
They provide peer workers with a safe environment,
andanopportunity toshare professional knowledge
andlearning opportunities through a combination of
informal support, mentoring and co-reflective practice,
and professional development activities. Since the
program launchedin 2017, theregion’s 75 peer workers
have participatedin over 26 network meetings.

Upskilling general practitioners on mental health
contextuallyinthe Northern Territory

The Northern Territory PHN recognises that the rates
and management of mentalillness and suicide in the
Northern Territory are complicated by poor access
toservices, acomplexand overstretched public
mental health service, and a transient workforce.

Aneedsassessmentin 2017-18 examined the
interface between general practice and community
mental health services. Itidentified a mismatch
between the supportand skillset needed by GPsin
the Northern Territory and the available training,
which can oftenresultinlimited GP confidence

and potentially suboptimal consumer outcomes.

Inresponse, Northern Territory PHN made up-skilling
the GP workforce a priority—bothin general practices
andinthe specific context of the Northern Territory.
A mapping exercise was conducted across the
Northern Territory to understand the mental health
learning and education needs of GPs. Input was also
sought from a wide range of health professionals

and providers, and consumers and carers.

The result of this exercise will be implementedin
October 2019. Itincludesthe localisation of Mental
Health HealthPathways to guide management

and service availability across each of the six
regionsinthe Northern Territory; a cyclical
training package for GPs, looking at the essentials
of mental healthinthe Northern Territory; and
theidentification of a group of GPs with a special
interestinfurther developing their skills.
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AppendixC:
Status of Fifth National Mental

Health and Suicide Prevention Plan

performance indicators

Domain

Healthy starttolife

Better physical health
andlivinglonger

Good mental health
and wellbeing

Related Fifth Plan priority area(s)

N/A

Coordinatingtreatmentand supportsfor people with severe and complex
mentalillness.

Improving Aboriginaland Torres Strait Islander mental health and suicide
prevention.

Improving the physical health of people living with mentalillness and
reducingearly mortality.

Improving Aboriginaland Torres Strait Islander mental health and suicide
prevention.

Improving the physical health of people living with mentalillness and
reducing early mortality.

Improving the physical health of people living with mentalillness and
reducingearly mortality.

Coordinatingtreatmentand supports for people with severe and complex
mentalillness.

Improving Aboriginaland Torres Strait Islander mental health and suicide
prevention.

Improvingthe physical health of people living with mentalillnessand
reducing early mortality.

Making safety and quality central to mental health service delivery.

Achievingintegrated regional planningand service delivery.
Effective suicide prevention.

Coordinatingtreatmentand supportsfor people with severe and complex
mentalillness.

Improving Aboriginaland Torres Strait Islander mental health and suicide
prevention.

Improving the physical health of people living with mentalillness and
reducing early mortality.

Reducing stigmaand discrimination.
Making safety and quality central to mental health service delivery.

Ensuringthatthe enablers of effective system performance and system
improvementareinplace.

Achievingintegrated regional planningand service delivery.

Coordinatingtreatmentand supportsfor people with severe and complex
mentalillness.

Reducing stigmaand discrimination.
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Indicator numberand
name

PI1:Childrenwhoare
developmentally vulnerable

PI2: Long-term health
conditionsin people with
mentalillness

PI3:Tobaccoandotherdrug
useinadolescentsandadults
with mentalillness

Pl4: Avoidable hospitalisations
forphysicalillnessin people
with mentalillness

PI5:Mortality gap for people
with mentalillness

P16: Prevalence of mental
iliness

PI7: Adults with very high
levels of psychological
distress

P18: Connectednessand
meaningin life

Current reporting status

Includedforthefirsttimeinthe
2019 report

Includedforthefirsttimeinthe
2018 report

Includedforthefirsttimeinthe
2018 report

Requires further development

Requires further development

Includedforthefirsttimeinthe
2018 report

Includedforthefirsttimeinthe
2018 report

Requires further development
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Domain

Meaningfuland
contributing

Effective support,
careandtreatment

Related Fifth Plan priority area(s)

Achievingintegrated regional planningandservice
delivery.

Coordinatingtreatmentand supports for people with
severeand complexmentalillness.

Coordinatingtreatmentand supports for people with
severeand complexmentalillness.

Coordinatingtreatmentand supports for people with
severeand complex mentalillness.

Reducing stigmaand discrimination.

Ensuring thatthe enablers of effective system
performance and systemimprovementarein place.

Achievingintegrated regional planning and service
delivery.

Coordinatingtreatmentand supportsfor people with
severeand complexmentalillness.

Improving Aboriginaland Torres Strait Islander mental
health and suicide prevention.

Reducing stigmaand discrimination.

Making safety and quality central to mental health
servicedelivery.

Achievingintegrated regional planningand service
delivery.

Coordinatingtreatmentand supports for people with
severeand complexmentalillness.

Improving Aboriginaland Torres Strait Islander mental
health and suicide prevention.

Making safety and quality centralto mental health
servicedelivery.

Achievingintegrated regional planningand service
delivery.

Improving Aboriginaland Torres Strait Islander mental
health and suicide prevention.

Achievingintegrated regional planningand service
delivery.

Effective suicide prevention.

Coordinatingtreatmentand supportsfor people with
severeand complexmentalillness.

Improving Aboriginaland Torres Strait Islander mental
health and suicide prevention.

Making safety and quality centralto mental health
service delivery.

Improving Aboriginaland Torres Strait Islander mental
health and suicide prevention.

Ensuring thatthe enablers of effective system
performance and systemimprovementarein place.

Indicator numberand name

P19:Social participationinadults with
mentalillness

P110: Adults with mentalillnessin
employment, education ortraining

P111: Adult carers of people with mental
illnessinemployment

P112: Proportion of mental health
consumersinsuitable housing

P113: Mentalhealth consumer experience
of service

P114:Changein mental health consumers’
clinical outcomes

P115: Population accessto clinical mental
health care

P116: Post-discharge community mental
health care

P117: Mental health readmissions to
hospital

P118: Mental health consumerand carer
workers

Currentreporting status

Included forthefirsttimeinthe
2019report

Included forthefirsttimeinthe
2018report

Included forthefirsttimeinthe
2019report

Requiresfurther development

Included forthefirsttimeinthe
2019report

Included forthefirsttimeinthe
2018 report

Included forthefirsttimeinthe
2018 report

Included forthefirsttimeinthe
2018report

Included forthefirsttimeinthe
2018report

Included forthefirsttimeinthe
2018 report
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Domain

Lessavoidableharm

Stigmaand
discrimination

Related Fifth Plan priority area(s)

Achievingintegrated regional planningand service
delivery.

Effective suicide prevention.

Improving Aboriginaland Torres Strait Islander mental
health and suicide prevention.

Effective suicide prevention.

Achievingintegrated regional planningand service
delivery.

Effective suicide prevention.

Improving Aboriginaland Torres Strait Islander mental
health and suicide prevention.

Making safety and quality centralto mental health
servicedelivery.

Coordinatingtreatmentand supportsfor people with
severeand complexmentalillness.

Making safety and quality central to mental health
servicedelivery.

Coordinatingtreatmentand supports for people with
severeand complexmentalillness.

Improving Aboriginaland Torres Strait Islander mental
health and suicide prevention.

Reducing stigmaand discrimination.

Indicator numberand name

P119:Suiciderate

P120:Suicide of peopleininpatient mental
health units

P121:Rates of follow-up after suicide
attempt/self-harm

P122:Seclusionrate

P123:Involuntary hospital treatment

e Pl23a:Involuntaryhospital treatment
(separations)

e PI23b:Involuntary patient days

P124: Experience of discriminationin
adults withmentalillness

Currentreporting status

Included forthefirsttimeinthe 2018
report

Requiresfurther development

Requiresfurther development

Included forthefirsttimeinthe 2018
report

Included for the firsttimeinthe 2019
report

Included forthefirsttimeinthe 2018
report
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AppendixD:
Detailed descriptions of
performance indicators

Performanceindicator 1:

Children who are developmentally vulnerable

What does thisindicator measure?
Thisindicator measuresthe percentage of children

who meet the criteria for developmentally vulnerable
inthe Australian Early Development Census (AEDC).

Thisindicator can be disaggregated by sex,
Indigenous status, state and territory, remoteness
area, and socio-economic disadvantage categories.

Whyisitimportant?

Earlylearningskills, such as the ability to use language,
solve problemsand communicate with others, help
children toreach their full potential. Children who
display poor early learning skills are likely to fall
further behind, so early detection and intervention
areimportant to children’slonger-term outcomes.

Caveats

AEDCscoresare based on data fromall children
who participate in the AEDCand take into account
variationsinthe age of childrenin their first year
of schooling.

AEDCscores are categorised into three groups:
¢ Developmentally vulnerable: scores ranked in
the lowest 10%

¢ Developmentally at risk: scores ranked between
10% and 25%

¢ Developmentally on track: scores ranked
between 25% and 100%.

Only children who are categorised as
developmentally vulnerable are in scope for
thisindicator.

Scoresonthe AEDC are teacher-rated.
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Reporting under the Fifth Plan

Thisindicator was first published in the Fifth Plan
2019 Progress Report. The data source for this
indicatoris collected approximately every three
yearsand was most recently collected in 2018.
Updated datafor thisindicator may not become

available during the remaininglife of the Fifth Plan.

More information aboutthe data sourceand
calculation methodology for thisindicator can
be found onthe Metadata Online Registry. See
table PI1.1inthe accompanying Excel workbook
forall data available for thisindicator.
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Performanceindicator 2:

Long-term conditions in people with mentalillness

What does thisindicator measure?

Thisindicator measures the percentage of people
with mentalillness who have another long-term
health condition.

‘Another long-term health condition” is defined as
any of the following conditions, which has lasted six
months or more, oris expected to last sixmonths
ormore:

e Asthma

e Arthritis

e Cancer

e Diseases of the circulatory system
¢ Diabetes mellitus

e Back problems

e Chronic obstructive pulmonary disease (COPD)
(Bronchitis, emphysema).

Thisindicator can be disaggregated by age, sex, socio-
economicstatus, remoteness, and state and territory.

Whyisitimportant?
Equalityinhealthisabasichumanright forall
Australians. However, itis well known that people
living in our community with mentalillness

have poorer physical health than those without
mentalillness.’

Numerous studies have highlighted that people living
with mentalillness are more likely to die early. Most

ofthe causes of early death relate to physicalillnesses
such as cardiovascular disease, diabetes and cancer.®

Monitoring the proportion of people with mental
iliness who have comorbid physical health conditions
overtimeis essential to shed light on whether

there hasbeenany progressinimproving the
physical health of Australians with mentalillness.
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Caveats

Self-report datais usedto collect experience of
both mental and physical health conditions.

Allagesareinscopeforthisindicator.

Dueto historical limitations of the data collection,
equivalent data for Aboriginal and Torres Strait
Islander people are not currently available for
reporting. However, due to recent developments it
isexpected that this disaggregation will be available
forreporting during the life of the Fifth Plan.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth

Plan 2018 Progress Reportand updated datais
publishedinthe 2019 Progress Report. Source data
forthisindicatoris published approximately every
three yearsand was most recently conductedin
2017-18. Updated data may not become available
duringthe remaining life of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can
be found onthe Metadata Online Registry. See
tablesPl2.1and Pl 2.2 inthe accompanying Excel
workbook forall data available for this indicator.
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Performanceindicator 3:

Tobacco and other drug use in adolescents and adults with mental illness

What does thisindicator measure?

Thisindicator measuresthe percentage of
adolescentsand adults with mentalillness
who reportthe use of licitandillicit drugs.

lllicitdrugs are defined asillegal drugs, drugs

and volatile substances usedillicitly, and
pharmaceuticals used for non-medical purposes.
Alcoholandtobacco use, although most often
licit, are alsoincluded in thisindicator.

Thisindicator can be disaggregated by age, sex,
stateandterritory, Indigenous status, and drug type.

Why isitimportant?

Thereisastrongassociation betweenillicitdrug
use and mentalillness. However, it can be difficult
toisolate to what degree drug use causes mental
iliness, and to what degree mentalillness gives rise
todruguse, ofteninthe context of self-medication.®

Both licitandillicitdrug use contribute to
poorer health outcomes and decreased life
expectancy for people with mentalillness

in Australia. Monitoring the rate of drug use
provides anindicator of the effectiveness of
preventionand drug use reduction programs.

People with mentalillness have higher rates of
tobacco use than other Australians.*® In Australia,
lung canceris responsible forareductioninlife
expectancy of six years. Tobacco use is responsible
for80% of lung cancer burden.’
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Caveats
This dataincludes people aged 14 and over.
Data on pharmaceuticals that are used

appropriately for their medical purpose
arenotincludedinthisindicator.

Experience of mentalillnessis self-reported and
relatestothe person having been diagnosed or

treated foramentalillnessinthe previous 12 months.

ReportingundertheFifth Plan

Thisindicator wasfirst published in the Fifth

Plan 2018 Progress Report. Source data for this
indicator are collected approximately every three
yearsand was most recently collected in 2016.
Itis likely that updated data willbecome available
during the remaining life of the Fifth Plan.

More information about the data source and
calculation methodology for thisindicator can

be found onthe Metadata Online Registry. See
tablesPl3.1,P13.2,P13.3,PI3.4,and PI3.5inthe
accompanying Excel workbook for all data available
forthisindicator.
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Performanceindicator 6:
Prevalence of mentalillness

What does thisindicator measure?

Thisindicator measures the percentage of people who
experienced mentalillnessin the previous 12 months.

‘Mentalillness’ is defined for thisindicatorasa
clinically diagnosable disorder that significantly
interferes with anindividual’s cognitive, emotional or
social abilities.

Thisindicator can be disaggregated by age, sex, socio-
economic statusand mentalillness type.

Why isitimportant?

Differencesin prevalence of mentalillness
across the age span and between sexesimpact
local population needs and service delivery
profiles. Assuch, data onthe prevalence of
mentalillnessin Australiaisimportant for policy
developmentand totailor planning of services.
Prevalence ratesalso provide a high-level
indication of the mental health of Australians.

Caveats

Datafor different components of thisindicatorare
sourced from three different surveys. Data from the
three surveys cannot be comparedto each other.

Data for people experiencing psychoticillness
onlyincludes people who arein contact
with specialised mental health services.

Equivalent dataare not available for Aboriginal
and Torres StraitIslander people. The surveys
thatare the data source for thisindicator did
not contain alarge enough sample of Aboriginal
and Torres Strait Islander people to producea
reliable national estimate. Acomparable survey
of Aboriginaland Torres Strait Islander people’s
mental healthis not currently available.
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Reporting under the Fifth Plan

Thisindicator was first published in the Fifth

Plan 2018 Progress Report. Estimates of the
prevalence of common mentalillnessesin adults
were most recently published in 2007, child and
adolescent prevalence estimates were most
recently collected in 2013—-14 and prevalence
estimates for psychotic disorders were most
recently published in 2010. Although a survey to
collect updated data for the estimates of common
mentalillnessesinadultsisinthe early stages

of development, itis not clearif the child and
adolescent mentalillness or psychoticdisorders

data will be updated during the life of the Fifth Plan.

More information about the data source and
calculation methodology for thisindicator can
be found onthe Metadata Online Registry. See
tablesPI6.1,P16.2,PI6.3,P16.4,P16.5,andPI6.6
inthe accompanying Excel workbook for the
most recent data available for thisindicator.
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Performanceindicator 7:

Adults with very high levels of psychological distress

What does thisindicator measure?

Thisindicator measuresthe percentage of
adults with very high levels of psychological
distress. Psychological distressis derived from
the Kessler Psychological Distress Scale.

Thisindicator can be disaggregated by
remoteness; socio-economic disadvantage
categories; age; sex; disability status; and by
state andterritory by sex. Data for combined
high/very highlevels of psychological distress
areavailable by Indigenous status.

Why isitimportant?

Psychological distress provides a proxy measure
ofthe overall mental health and wellbeing of the
population. Very highlevels of psychological distress
may signify a need for professional help and provide
an estimate of the need for mental health services.

Caveats
Dataincludes people aged 18 and over.

Dataare age standardised to the 2001
Estimated Resident Population.
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Reporting under the Fifth Plan

Thisindicator was first published in the Fifth Plan
2018 Progress Report, and updated data for both
Indigenous and non-Indigenous Australiansis
publishedinthe 2019 Progress Report. Psychological
distress data for non-Indigenous Australians is
published approximately every three years, and data
forIndigenous Australiansis published approximately
every fouryears, so additional data may not become
available during the remaining life of the Fifth Plan.

More information about the data source and
calculation methodology for thisindicator can be
found onthe Metadata Online Registry. See tables
P17.1,P17.2,PI7.3and Pl 7.4inthe accompanying
Excelworkbook for all data available for this indicator.
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Performanceindicator9:

Social participation in adults with mentalillness

What does thisindicator measure?

Thisindicator measuresthe percentage of adults
with mentalillness who reportsocial participation.

Thisindicator can be disaggregated by age group,
sex, remoteness areas and Indigenous status.

Why isitimportant?

People affected by mentalillness experience high
levels of social exclusion, including reduced social
participationin day-to-day community activities.
Maximising opportunities to participate in arange of
community activities and contribute to the community
areimportant factorsinrecovery from mentalillness.

Caveats
Dataincludes people aged 15andover.
Experience of mentalillness is self-reported.

Datafor Aboriginaland Torres Strait Islander
people and non-Indigenous people are not
directly comparable.
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Reporting under the Fifth Plan

Thisindicator was first published in the Fifth
Plan 2019 Progress Report. Source data for this
indicatorare collected approximately every
fouryears,and was most recently collected

in 2014. Updated data may become available
during the remaining life of the Fifth Plan.

More information about the data source and
calculation methodology for thisindicator can be
found onthe Metadata Online Registry. See tables
P19.1,P19.2and PI9.3inthe accompanying Excel
workbook for all data available for this indicator.
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Performanceindicator 10:

Adults with mentalillness in employment, education or training

What does thisindicator measure?

Thisindicator measuresthe percentage of adults with
mentalillness who are in employment, education
ortraining.

‘Inemployment’ includes people who are employed
to work full-time (usually 35 hours per week) or
part-time (from one toless than 35 hours per week).

‘Ineducationandtraining’includes people who
indicated that they are currently studying fora
qualification and people aged 15-19 who indicated
thatthey are attending secondary school.

Thisindicator can be disaggregated by age, sex,
state and territory, socio-economic status and
remoteness. Data for Aboriginaland Torres
StraitIslander people are also available.

Whyisitimportant?

Allgovernments are committed to ensuring a
contributing life for people with a mentalillness.
Thisincludes anindividual’s ability to support
their own livelihood and contribute to the greater
community through employment options.

Arange of evidence highlights that people
with mentalillness are over-represented
in national unemployment statisticsand
that untreated mentalillnessis a major
contributorto lost economic productivity.

Anincreasing body of evidence isaccumulating
thatemployment rates for people affected by
mentalillness can beimproved substantially,
leading to better health outcomes.
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Caveats

Experience of mentalillnessis collected by
self-report.

Respondents reporting current study were required
tobeenrolledand currently participatinginacourse.
People who had enrolled but not commenced, and
people undertaking hobby orrecreational courses
arenotincluded.

Dataare limited to people aged 15-64.

Data for Aboriginal and Torres Strait Islander
people and non-Indigenous people are not
directly comparable.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth Plan 2018
Progress Report, and updated datais published inthe
2019 Progress Report. Source data for thisindicator
are collected approximately every three years for
non-Indigenous people and approximately every
fouryearsforAboriginaland Torres Strait Islander
people. ltisunclearif updated data willbecome
available during the remaining life of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can be
found onthe Metadata Online Registry. See tables
P110.1,PI10.2and P110.3in the accompanying Excel
workbook forall data available for this indicator.
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Performanceindicator 11:

Adult carers of people with mental illness in employment

What does thisindicator measure?

Thisindicator measuresthe percentage of adult
carers of people with mentalillness, who are
inemployment.

Thisindicator can be disaggregated by age, sexand
carer status.

Why isitimportant?
Awell-integrated, effective and sustainable
mental health system for people with severe

and complex mentalillnessalso supports carers
andtheir participationin employment.

Caveats

Acarerisdefined asaperson who provides ongoing
unpaid assistance, interms of help or supervision,
toa person with a disability. Both primary and
othercarersareinscopefor thisindicator.

Dataare available for people aged 15-64 yearsand

livinginthe same household as the recipient of care.

‘Inemployment’includes people who work both
part-time and full-time.
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Reporting under the Fifth Plan

Thisindicator was first published in the Fifth

Plan 2019 Progress Report. Source data for this
indicator are collected approximately every three
yearsand was most recently collected in 2018.
Itis not clearif updated data will become available
during the remaining life of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can
be found onthe Metadata Online Registry.
SeetablePl11.1intheaccompanying Excel
workbook for all data available for this indicator.
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Performanceindicator 13:

Mental health consumer experience of service

What does thisindicator measure?

Thisindicator measures the percentage of mental
health consumers with an experience of service score
equaltoorhigherthan 80 using the Your Experience
of Service (YES) survey.

Thisindicatoris disaggregated by age group,
Indigenous status, mental health service delivery
settingandinvoluntary treatment status.

Why isitimportant?

Consumer experiences of care from mental
health services are vital to inform ongoing quality
improvement efforts.

Caveats

Underthisindicator, a mental health consumeris
defined asapersonwho usesorhasuseda public
mental health service and has responded to the
YESsurvey.

Individual consumers may have completed the
YES survey more thanonceinthe reporting year.
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Reporting under the Fifth Plan

Thisindicator was published for the first timein

the Fifth Plan 2019 Progress Report. Source data
forthisindicatorare collected annually, and was
most recently collected in 2016—17. Updates to this
indicator are expected annually for the remaining life
of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can be
found onthe Metadata Online Registry. See tables
PI13.1,P113.2andPI13.3inthe accompanying Excel
workbook for all data available for this indicator.
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Performance indicator 14:

Change in mental health consumers’ clinical outcomes

What does thisindicator measure?

Thisindicator measuresthe proportion of mental
health-related episodes of care where:

¢ significant improvement
e significant deterioration

¢ no significant change

was identified between baseline and follow-up of
completed outcome measures.

Thisindicator can be disaggregated by service setting
and agegroup.

Why isitimportant?

State or territory specialised mental health services
aimto reduce symptomsandimprove functioning.
The effectiveness of services can be compared

using routinely collected measures. This will assistin
service benchmarking and quality improvement.

Theimplementation of routine mental health
outcome measurementin Australia provides
the opportunity to monitor the effectiveness of
mental health servicesacross jurisdictions.

Caveats

This data relates specifically to state and
territory specialised mental health services,
which are those with a primary function to
provide treatment, rehabilitation or community
health support targeted towards people with
amental disorder or psychiatric disability.
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Dueto historical limitations of the data collection,
data cannot currently be disaggregated for
Aboriginaland Torres Strait Islander people.
However, due torecent developments this
disaggregation may become available for
reporting during the life of the Fifth Plan.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth Plan 2018
Progress Reportand updated datais published in the
2019 Progress Report. Source data for thisindicator
arecollected annually and was most recently
collectedin 2017-18. Updated data are expected
annually for the remaining life of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can
be found onthe Metadata Online Registry.
SeetablePl14.1intheaccompanying Excel
workbook forall data available for this indicator.
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Performanceindicator 15:

Population access to clinical mental health care

What does thisindicator measure?

Thisindicator measuresthe percentage of the
population receiving clinical mental health services.

Thisindicator can be disaggregated by socio-
economicdisadvantage group, remoteness,
Indigenous status and, for some data, profession
type of service provider.

Why isitimportant?
Theissue of unmet need has become prominent since
the National Survey of Mental Health and Wellbeing

indicated that a majority of people affected by a
mental disorder do not receive treatment.*?

Theimplication for performanceindicatorsis
thatameasureisrequired to monitor population
treatmentrates and assess these against what is
known about the distribution of mental disordersin
the community.

Accessissuesfigure prominently in concerns
expressed by consumers and carers about the
mental health care they receive. More recently, these
concerns have been echoedinthe wider community.

Most jurisdictions have organised their mental health
services to serve defined catchment populations,
allowing comparisons of relative population
coverage to be made between organisations.
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Caveats

Thisindicatoris calculated separately for public,
private, and combined Medicare Benefits Schedule
(MBS) and Department of Veterans’ Affairs

(DVA) data.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth Plan 2018
Progress Reportand updated datais publishedinthe
2019 Progress Report. Source data for this indicator
are collected annually, and were most recently
collectedin 2017-18. Updated data are expected
annually for the remaining life of the Fifth Plan.

More information about the data source and
calculation methodology for thisindicator can
be found onthe Metadata Online Registry.
SeetablesPl15.1,P115.2,PI15.3and PI 15.4
inthe accompanying Excel workbook for

all data available for thisindicator.
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Performanceindicator 16:

Post-discharge community mental health care

What does thisindicator measure?

Thisindicator measuresthe percentage of
separations from state or territory publicacute
admitted patient mental health care service units for
which acommunity mental health service contact,
in which the consumer participated, was recorded
inthe seven days following that separation.

Thisindicator can be disaggregated by age
group, sex, socio-economic disadvantage
group, remoteness, and Indigenous status.

Why isitimportant?

Aresponsive community support system for
people who have experienced an acute psychiatric
episode requiring hospitalisation is essential to

maintain clinical and functional stability, and to
minimise the need for hospital readmission.

Consumers leaving hospital after a psychiatric
admission with a formal discharge plan, involving
linkages with community services and supports,
arelesslikely to need early readmission.

Researchindicates that consumers have
increased vulnerability immediately following
discharge, including higher risk for suicide.

Monitoring mental health and suicide prevention reform: Fifth National Mental Health and Suicide Prevention Plan, 2019

Caveats

Forthisindicator, only direct contact with the
consumer constitutes a ‘post-discharge follow-up’.
Agrowing body of evidence suggests that, for some
cohorts (forexample, children and adolescents),
follow-up with the consumer’s carer represents
best practice.

This measure does not consider variationsin intensity
orfrequency of service contacts following separation
from hospital.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth Plan 2018
Progress Report, and updated data are published in
2019 Progress Report. Source data for this indicator
are collected annually and were most recently
collectedin 2017-18. Updated data are expected
annually for the remaining life of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can

be found onthe Metadata Online Registry. See
tablesPI16.1and PI16.2 inthe accompanying Excel
workbook for all data available for this indicator.
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Performanceindicator17:
Mental health readmissions to hospital

What does thisindicator measure?

Thisindicator measuresthe percentage of in-scope
overnight separations from state or territory acute
admitted patient mental health care service units
that are followed by readmission to the same or to
another public sector acute admitted patient mental
health care service unit within 28 days of separation.

Thisindicator can be disaggregated by age
group, sex, socio-economic disadvantage
group, remoteness and Indigenous status.

Why isitimportant?

Readmissions to an acute admitted patient
mental health care service unitfollowing a
recent discharge may indicate thatinpatient
treatment wasincomplete orineffective, or that
follow-up care wasinadequate to maintain the
person’s treatment out of hospital. In this sense,
rapid readmissions may point to deficienciesin
thefunctioning of the overall care system.

Avoidable rapid readmissions place pressure
on finite number of beds and may reduce
accessto care for other consumersin need.

International literature identifies one month
asanappropriate defined time period for the
measurement of unplanned readmissions
following separation from an acute admitted
patient mental health care service unit.
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Caveats

Duetodatalimitations, no distinctionis made
between planned and unplanned readmissions.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth
Plan 2018 Progress Reportand updated data
are publishedinthe 2019 Progress Report.
Source data for thisindicator are collected
annually and were most recently collected in
2017-18. Updated data are expected annually
forthe remaininglife of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can

be found onthe Metadata Online Registry. See
tablesPl117.1and PI17.2 inthe accompanying Excel
workbook forall data available for this indicator.
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Performanceindicator 18:

Mental health consumer and carer workers

What does thisindicator measure?

Thisindicator measuresthe proportion of staff
employedin state and territory administered
specialised mental health services who

are mental health consumerworkersand/

or mental health carer workers.

‘Mental health consumer workers” are persons
employed (orengaged via contract) ona part-
time or full-time paid basis, where the personis
specifically employed for the expertise developed
fromtheir lived experience of mentalillness.

‘Mental health carer workers’ are persons
employed (or engaged via contract) ona part-
time or full-time paid basis, where the personis
specifically employed for the expertise developed
fromtheir experience asa mental health carer.

Thisindicator can be disaggregated by state
andterritory. Datais available separately
forconsumerand carer workers.

Whyisitimportant?

Consumerand carerinvolvementinthe
planning and delivery of mental health services
is considered essential to adequately represent
the views of consumers and carers, advocate
ontheir behalf, and promote the development
of consumer responsive services.

Therearearange of rolesforconsumersand carers
within mental health services, and models adopted
by jurisdictions differin theirapproach, including

advisory roles on committees, working within clinical

teams and directly with consumersand carers.
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Caveats

The data are presented as the number of full-
time equivalent (FTE) consumer and carer staff
per 10,000 mental health care provider FTE.

Consumerand carer workers employed
in the community managed sector
arenotincludedinthisdata.

The source data collection does notinclude
the Indigenous status of staffin mental health
services. Asaresult, dataare not ableto be
disaggregated for Aboriginal and Torres Strait
Islander consumer and carer workers.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth
Plan 2018 Progress Report, and updated data
are publishedinthe 2019 Progress Report.
Source data for thisindicator are collected
annuallyand were most recently collected in
2017-18. Updated data are expected annually
forthe remaining life of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can
be found onthe Metadata Online Registry.
Seetable PI18.1inthe accompanying Excel

workbook for all data available for this indicator.
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Performanceindicator 19:
Suiciderate

What does thisindicator measure?

Thisindicator measuresthe number of suicides per
100,000 Australians.

Thisindicator can be disaggregated by age group,
sex, state and territory and Indigenous status.

Whyisitimportant?
Suicide is the leading cause of death among people

aged 15-44in Australia, and people with mental
iliness are at even greater risk.

Suicide isacomplex problem that requires awhole-
of-governmentresponse. Allgovernments are
committed to working together to achieve adecrease
intherate of suicide.

Numerous factors, including age, gender, health
problems, social or geographicisolation and drug or
alcohol problems, caninfluence an individual’s risk
of suicide. Thiscomplexinteraction of biological,
psychological and social factors can influence

the outcomes of programsintended to reduce
suicide rates.
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Caveats

Duetothe process of suicide death investigation and
registration, data are deemed preliminary when first
published, revised when published the following year
andfinalwhen published after a second year. This may
resultin minor changes in published time series data.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth Plan 2018
Progress Report, and updated data are published
inthe 2019 Progress Report. Source data for this
indicatorare collected annually, and were most
recently collectedin 2017. Updated data are expected
annually for the remaining life of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can be
found onthe Metadata Online Registry. See tables
P119.1,PI19.2and PI119.3inthe accompanying Excel
workbook forall data available for this indicator.
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Performanceindicator 22:
Seclusionrate

What does thisindicator measure?

Thisindicator measuresthe number of seclusion
events per 1,000 patient days within publicacute
admitted patient specialised mental health
service units.

Seclusionis defined as the confinement of the
consumer or patientatany time of the day or
nightaloneinaroom orareafrom which free exit
is prevented.

Thisindicator can be disaggregated by state and
territory, remoteness of the hospital and target
population of the service.

Why isitimportant?

High levels of seclusion are widely regarded
asinappropriate treatment, and may point
toinadequaciesinthefunctioning of the
overall systemand risks to the safety of
consumers receiving mental health care.

The reduction and, where possible, elimination
of seclusion in mental health services hasbeen
identified as a priority in the publication National
safety prioritiesin mental health: a national plan
forreducingharm.*The use of seclusion in public
sector mental health service organisationsis
regulated underthe legislation and/or policy of
eachjurisdiction.
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Caveats

Datarelatestoseclusioninstate and territory
publicacute admitted patient mental health
service unitsonly. Seclusion that occurredin
other mental health settingsis notin scope.

The source data collection does notinclude

the demographicinformation of consumersor
patients. Asaresult data cannot be disaggregated
for Aboriginaland Torres Strait Islander people.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth Plan
2018 Progress Report, and updated data are
publishedinthe 2019 Progress Report. Source data
forthisindicatorare collected annually, and were
most recently collected in 2018—19. Updated data
are expected annually for the remaining life of the
Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can be
found onthe Metadata Online Registry. See tables
P122.1,P122.2and PI122.3inthe accompanying Excel
workbook for all data available for this indicator.
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Performanceindicator 23a:
Involuntary hospital treatment

What does thisindicator measure?

Thisindicator measuresthe percentage of
separations with specialised mental health care days
thatareinvoluntary.

Thisindicator can be disaggregated by age group,
sex, Indigenous status, service target population
and whetherthe unitis acute or non-acute.

Whyisitimportant?

Alljurisdictionsin Australia have legislation
allowing people with mentalillness to be treated
involuntarily under certain conditions. This may
include medication and therapeuticinterventions

thatare provided without the consent of the
individual, eitherin hospital or the community.

Involuntary careis considered atype of restrictive
practice, so monitoringinvoluntary careisan
important component of understanding and
reducing the use of restrictive practicesin Australian
publichospitals.
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Caveats

Separations with specialised mental health
caredaysthatinclude one or more days of
involuntary care are counted as involuntary
separations, regardless of how many days of
voluntary care occurred within the separation.

Data fromthisindicator should beinterpretedin
conjunction with datafrom Pl 23b: Involuntary
patient days.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth Plan
2019 Progress Report. Source data for this indicator
are collected annually, and was most recently
collectedin 2017-18. Updated data are expected
annually for the remaining life of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can be
found onthe Metadata Online Registry. See tables
PI23a.1and Pl 23a.2inthe accompanying Excel
workbook for all data available for this indicator.
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Performanceindicator 23b:
Involuntary patient days

What does thisindicator measure?

Thisindicator measuresthe percentage of
admitted patient specialised mental health
care patientdaysthatare involuntary.

Thisindicator can be disaggregated by age group,
sex, Indigenous status, service target population,
and whetherthe unitis acute or non-acute.

Why isitimportant?

Alljurisdictionsin Australia have legislation
allowing people with mentalillness to be treated
involuntarily under certain conditions. This may
include medication and therapeuticinterventions

thatare provided without the consent of the
individual, eitherin hospital or the community.

Involuntary careis considered atype of restrictive
practice, so monitoringinvoluntary careis
animportant component of understanding
andreducingthe use of restrictive practices

in Australian public hospitals.
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Caveats

Data fromthisindicator should be
interpreted in conjunction with datafrom
PI23a: Involuntary hospital treatment.

Reporting under the Fifth Plan

Thisindicator was first published in the Fifth Plan
2019 Progress Report. Source data for thisindicator
are collected annuallyand were most recently
collectedin 2017-18. Updated data are expected
annually for the remaining life of the Fifth Plan.

Moreinformation about the data source and
calculation methodology for thisindicator can be
found onthe Metadata Online Registry. See tables
PI23b.1and PI23b.2inthe accompanying Excel
workbook forall data available for this indicator.
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Performanceindicator 24:

Experience of discrimination in adults with mentalillness

What does thisindicator measure?

Thisindicator measuresthe percentage
of adults with mentalillness who report
the experience of discrimination.

Thisindicator can be disaggregated by age, sex,
state and territory, socio-economic status and
remoteness. Datafor Aboriginaland Torres
StraitIslander people arealso available.

Why isitimportant?

International evidence shows strong associations
between poverty, disadvantage, deprivation,
exclusionand mentalillness. Discriminationin

people with mentalillness canincrease feelings
ofisolation and create barriers to seeking help.

Aperson’srightto fullinclusion and to a meaningful
life of their choosing, free of stigma and
discrimination, is key to recovery-oriented care.

Caveats
Experience of mentalillnessis collected by self-report.

Datafor Aboriginaland Torres Strait Islander people
and non-Indigenous people are not comparable. Due
todatalimitations, data for Aboriginal and Torres
StraitIslander people include only their experience of
discrimination related to their Aboriginal and Torres
StraitIslander status.

Datainclude people aged 18 yearsand older.
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Reporting under the Fifth Plan

Thisindicator was first published in the Fifth
Plan 2018 Progress Report. Source data for
thisindicatoris published approximately every
fouryearsand was most recently published in
2014. Updated dataiis likely to become available
during the remaining life of the Fifth Plan.

More information about the data source and
calculation methodology for thisindicator can be
found onthe Metadata Online Registry. See tables
P124.1,P124.2 and Pl 24.3in the accompanying Excel
workbook for all data available for this indicator.

134



Glossary

Ambulatory mental health care

Ambulatory mental health careis mental health care
provided to hospital patients who are not admitted to
hospital, such as patients of emergency departments
and outpatientclinics. The termis also used to
referto care provided to patients of community-
based (non-hospital) health care services.

Anotherlong-term health condition

Anotherlong-term health conditionis defined

as any of the following conditions:

e Asthma

e Arthritis

e Cancer

e Diseases of the circulatory system

¢ Diabetes mellitus

e Back problems

e Chronic obstructive pulmonary disease
(COPD) (Bronchitis, emphysema).

Community mental health care

Community mental health care refers to government-
funded and-operated specialised mental health

care provided by community mental health care
services and hospital-based ambulatory care
services, such as outpatientand day clinics.

Coordination Point

A Coordination Pointis the stakeholder namedinthe
Fifth National Mental Health and Suicide Prevention
Plan Implementation Plan as having responsibility
for coordinating theimplementation of the action.

Developmentally vulnerable

Developmentally vulnerable is defined asan
Australian Early Development Census (AEDC)
domainscoreinthe lowest 10% of scores, based
ondatafromallchildren who participatedin the
AEDC, takinginto account age variationsin the
population of childrenin their first year of schooling.

llicitdrugs

llicitdrugs are defined asillegal drugs, drugs
and volatile substances usedillicitly, and
pharmaceuticals used for non-medical purposes.

Implementer

Anlmplementeris the stakeholder named
under ‘roles’ foreach action in the Fifth
National Mental health and Suicide
Prevention Plan Implementation Plan.

Mental health carer workers

Mental health carer workers are persons employed
(orengaged via contract) on a part-time or full-
time paid basis, where the personis specifically
employed for the expertise developed from their
experience asamental health carer. Mental health
carer workers may also be called ‘peer workers'.

Mental health consumer workers

Mental health consumer workers are persons
employed (or engaged via contract) on a part-time or
full-time paid basis, where the personis specifically
employed for the expertise developed from their
lived experience of mentalillness. Mental health
consumer workers may also be called ‘peerworkers’.

Overnight separations

Overnight separations are separations when a patient
undergoes a hospital’s formal admission process,
completesan episode of care, isin hospital for more
than onedayand ‘separates’ from the hospital.

Postvention

Postventionisanintervention conducted aftera
suicide, largely taking the form of support for the
bereaved (family, friends, professionals and peers).

Psychological distress

Psychological distress is measured using the Kessler
psychological distress scale. The scale consists of
guestions about non-specific psychological distress
and seeksto measure the level of current anxiety
and depressive symptoms a person may have
experienced in the four weeks priortointerview.
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Residential mental health care services

Aresidential mental health care serviceisa
specialised mental health service that:

e employs mental health trained staff onsite

e provides rehabilitation, treatment or
extended care to residents for whom the
care is intended to be on an overnight basis
and in a domestic-like environment

e encourages the residents to take responsibility
for their daily living activities.

These servicesinclude those that employ mental
health trained staff on-site 24 hours per day

and other services with less intensive staffing.
However, all these services employ onsite mental
health trained staff for some part of the day.

Seclusion

Seclusionis defined as the confinement of the
consumer/patientatany time of the day or night alone
inaroom orareafrom which free exitis prevented.
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Separation

Separationisthe term usedtorefertothe
episode of admitted patient care, whichcanbea
total hospital stay (from admission to discharge,
transfer or death) or a portion of a hospital stay
beginning or endingin a change of type of care
(forexample, from acute care to rehabilitation).

Specialised mental health services

Specialised mental health services are those with a
primary function to provide treatment, rehabilitation
orcommunity health support targeted towards
people with amental disorder or psychiatric
disability. Thisincludes admitted patient mental
health care services, ambulatory mental health care
services and residential mental health care services.
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Acronyms and abbreviations

2018 Progress Report
2019 Progress Report

2019 Consumer and
CarerReport

ACCHS

ACSQHC

AHMAC

AIHW
ATSIMHSPPRG
COAG

EWIC

Fifth Plan

FPTAG

GP
Implementation Plan
LHN

MBS

MHERP

MHISSC

MHPC

NDIA

NDIS

NMHC

NMHSPF
NSMSHS

NSQHS Standards
NSW Health

PHN

Queensland Health
SAHealth

SQPSC

WHO

YES survey

Fifth National Mental health and Suicide Prevention Plan, 2018: Progress Report
Fifth National Mental health and Suicide Prevention Plan, 2019: Progress Report 2

Fifth National Mental Health and Suicide Prevention Plan, 2019:
The consumer and carer perspective

Aboriginal Community Controlled Health Service
Australian Commission on Safety and Quality in Health Care
Australian Health Ministers’ Advisory Council

Australian Institute of Health and Welfare

Aboriginal and Torres Strait Islander Mental Health and Suicide Prevention Project Reference Group
Council of Australian Governments

Equally Well Implementation Committee

Fifth National Mental Health and Suicide Prevention Plan
Fifth Plan Technical Advisory group

General Practitioner

Fifth National Mental Health and Suicide Prevention Plan Implementation Plan
Local Health Networks

Medicare Benefits Schedule

Mental Health Expert Reference Panel

Mental Health Information Strategy Standing Committee
Mental Health Principal Committee

National Disability Insurance Agency

National Disability Insurance Scheme

National Mental Health Commission

National Mental Health Service Planning Framework
National Standards for Mental Health Services

National Safety and Quality Health Service Standards

New South Wales Ministry of Health

Primary Health Network

Queensland Department of Health

South Australia Department for Health and Wellbeing
Safetyand Quality Partnership Standing Committee

World Health Organisation

Your Experience of Service survey
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