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In 2013 we add a further
eight recommendations to
our existing ten from last year:

Where the 2012 Report Card
priorities took others

Our contributing life approach and reform priorities have been
echoed by others in a range of initiatives this year. These are
just some of the things we see as significant:

The new Australian
Government has tasked us
with conducting a
comprehensive review of the
effectiveness of the current
mental health system and
outcomes,’ ajob weintend to
take very seriously. This
additional responsibility
reaffirms and re-emphasises
our cross-sectoralleadership
approach. It will encompass a
contributing life perspective.

The Australian Government
established the Ministerial
Aboriginal and Torres Strait
Islander Mental Health and
Suicide Prevention Advisory
Group in June 20138 This
Group is welcomed by

the Commission.

States and territories, agencies
and experts came together to
publicly release national
seclusion data for the

first time.

Two new state mental health
commissions in New South
Wales and Queensland

were established.

Work by governments
continued on Consumer and
Carer Experiences of Care
survey tools. Work was
concluded on the development
of a National Mental Health
Service Planning Framework
—aworld first that will tell us
the mix and level of mental
health services and supports
that people should get
regardless of where they live,
and the workforce and other
resource needs. This work s
done; the model needs to be
tested in the real world and for
all governments to sign up to it.

Our cautionary advice to avoid
incentivising bed-focused
services was heeded in
planning for Activity Based
Funding for mental health
services. The advocacy of the
Commission and others meant
that psychosocial disability is
being taken seriously in the

National Disability Insurance

Scheme. We continue to pay
close attention to the design
and implementation of these
major initiatives.

After they were highlighted
inlastyear’s Report Card, the
physicalhealth needs of
peopleliving with mental
illnessreceived much
attention, including through
aNational Summit hosted by
the Australian and New South
Wales governments.? However,
we are yet to see any tangible
national policy action emerge
from this.

The NSW Government soon
after adopted the principles
ofthe international Healthy
Active Lives (HeAL)
Declaration,® which highlights
the physical health challenges
faced by young people

with psychosis.




nlights of our activities
1d successes since 2012

We regularly and systematically listened to people’s experiences.

The National Contributing Life Project piloted a small population survey,

undertook an online survey targeting people with lived experience, and

held community conversations and focus groups. These have asked what
barriers and enablers have most effect upon a person’s ability to lead the type of life they
want.! The early findings are reported throughout and have influenced this Report Card.
The pilot will determine how the Commission conducts future regular national
qualitative surveys. This way we will hardwire peoples’ experiences into our reports and
advice about what works and what needs to change.

Promoting mentally healthy workplaces

We were a catalyst for the establishment of the Mentally Healthy
Workplace Alliance, a national coalition of business, community and
government leaders.! In 2012 we highlighted the importance of meaningful
work and how employment opportunities for and the participation of people with lived
experience and their supporters must be expanded. The Alliance has called for good
practice examples thatindustry, small and large businesses and all employers can draw
upon.?Together, members are developing practical resources for businesses to be released
in early 2014. Like much of what the Commission has done in our first two years, this
initiative builds on the work of many before us. But it takes a deliberately different
approach in involving business owners and leaders to drive cultural change from the top.

Working to eliminate the use of seclusion and restraint

We established an independent National Seclusion and Restraint Project

tolook at good approaches nationally and overseas.® In 2012 we called

forreal reductions in rates of seclusion and restraint because we know these

practices are not therapeutic and not in line with human rights. We are

working with others to reduce and eliminate these practices. Together we
had a significant impact—for the first time state and territory governments publicly
released national seclusion data in July 2013 and said they would do so every year.* We
understand that governments are agreeing a national definition of restraint to allow for
this data to also be collected and reported. We urge that this work be given priority. We
remain troubled by these practices and will remain vigilant.
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Valuing lived experience and the expertise it brings ‘ ‘ .

We implemented a Paid Participation Policy and developed a
Participation and Engagement FrameworR.’ The Framework was . A-

written with expert input of the National Mental Health Consumer and
Carer Forum. It transparently and clearly establishes our standards on
how we recognise and work across all sectors. Both documents
acknowledge the valuable contribution of others to our work.

Measuring success in a way thatis
meaningful to peoples’ experience

Lastyear we called on governments to be brave enough to set goals and

targets forimproving mental health and reducing suicide, and to be
judged by the community on their results. A few weeks later the Council of Australian
Governments (COAG) asked our Chair, Professor Allan Fels, to lead a new Expert Reference
Group to develop whole of life outcome targets and indicators to measure national progress.
The elements of a contributing life were considered in this work and in September 2013 the
group published and sentits independent advice to governments. This important work cannot
gounheeded and we call upon governments and others to consider this advice and respond.

While these measures of success take a national, whole of population approach, the
Commission is particularly concerned to see better outcomes for specific groups who carry
ahigher burden of mental health problems and suicide risk. Therefore, data to support each
measure should atleast be collected by: gender, age, Aboriginal and Torres Strait Islander
descent, Culturally and Linguistically Diverse background, sexual orientation, and ruraland
remote location. The disaggregation of data will enable more detailed analysis of progress to
ensure that targets are met across the population. In particular, the Commission will take
advice from the Aboriginal and Torres Strait Islander Mental Health and Suicide Prevention
Advisory Group on measures of success on the social and emotional wellbeing of Aboriginal
and Torres Strait Islander peoples.

Aboveall, aunified and purposeful drive for reform must have a set of national targets to
stimulate systemic and behavioural change. Governments and communities must seta
destination and course for improved outcomes and experiences. Gains across all of life’s

domains must be meaningful and measurable.

Leading collaboration

We forged strong relationships across Australia and overseas.

With the New South Wales Mental Health Commission, we hosted an

international meeting of mental health commissions and experts in

March 2013. The contributing life framework was supported and

referenced in the resulting joint statement of commitment, the Sydney Declaration.* We
signed several Memoranda of Understanding, including with the National Mental Health
Consumer and Carer Forum, Australian Human Rights Commission and Mental Health
Commission of Canada and are developing one with state mental health commissions and
the New Zealand Mental Health Commissioner.



Australian Government

National Mental Health Commission

Prime Minister
tralia

Allan Fels AO

Dear Prime Minister,
Mental health reform is a nation-building issue.

Itisasfundamental to a better Australia as building new physical infrastructure,
economic reform and social investment.

Mental health problems affect nearly half of all Australian adults at some pointin
their lifetime. Poor mental health has significant social, economic, productivity
and participation impacts.

Indeed, during the election campaign yourecognised that mentalillnessis the
“hidden epidemic” in modern Australia.

You have many demands on your new Government. However, as an economist,
and as a father of a daughter with an enduring mentalillness, I can see the
national, community, family and personal benefits from supporting people with
mental health problems to have choice, opportunities and be included in all
aspects of our society.

As you commence your Prime Ministership, I write with two key messages
based on the National Mental Health Commission’s findings to date. I believe
these require your personal leadership to secure the potential benefits:

Improving mental health is an invest-to-save issue. Tackling the causes
rather than the symptoms; preventing mental illness and suicide in the first
place; promoting good mental health for everyone; and timely support when
things start to get tough, is the best economic and social renewal strategy
that we caninvestin.

Our current system is not designed with the needs of people and families at
its core. These needs are wider than health services —they are about
supporting recovery and leading a contributinglife.

Otherleaders and experts join me in writing to you with their insights.
Our National Review of Mental Health Services

Iwelcome your confidence in the Commission in making your Government’s
election commitment to mental health reform, and giving us adequate resources
to do so. We look forward to getting started on the review on behalf of the
Australian community.
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This will be an independent, comprehensive review of the effectiveness of
the current mental health system. We urge that itbe guided by six
fundamental principles.

1. Thereview musthave atits heart the needs and preferences of people who
live with mentalillness and those who supportthem, and be planned with
them. Our own National Contributing Life Project’s early findings" are that
stigma and discrimination, economic, job and housing insecurity and poor
social connections are the biggest barriers to a productive, fulfilling and healthy
life. We need to identify the gaps in services and the systemic barriers which
perpetuate disadvantage.

2. The review must take a whole-of-life perspective on mental health.
Supporting people to achieve their aspirations and potential is not just about
providing excellent clinical mental health services. Having meaningful things
to do, maintaining connections to community, family and culture, and having a
stable place tolive, are all intrinsic elements of a contributing life —none of
which we can afford to ignore. The review needs to assess how services across
sectors might be better integrated or co-ordinated to provide joined-up support.

3. Thereview must consider the ultimate indicator of service effectiveness to
be whether it makes a positive difference to the ability of a person tolive a
contributinglife. All too often we focus on measuring cost-per-activity, but this
isnot the way to gauge value for money.

4. The review must consider the appropriateness of the current balance of
investment. This is heavily weighted towards acute care, resulting in a crisis-
driven system. We do need sufficient hospital beds for when people need
intensive clinical treatment, and not because community-based support has
failed them. We need to move funds towards a system focused on prevention
and early intervention. This doesn’t just make sense economically but —most
importantly —itimproves the chances of a contributing life for those who
experience mental illness.

5. The review must build on Council of Australian Government (COAG) and
tri-partisan support for mental health reform and be characterised by strong
engagement and consultation across governments and across sectors.

6. Thereview must notbe rushed. We take this task very seriously, and believe
that meaningful reform can only be based on detailed consideration of the
judiciousness, effectiveness and efficiency of current
investments; the balance, targeting and distribution of this
investment and current incentives; and the cost-benefits of
different models in terms of both indirect and direct impacts on
peoples’ lives. All of this will entail careful development of
appropriate indicators of service quality and effectiveness—a
task which is presently challenging jurisdictions all over the
world.



The review will provide your Government with evidence upon which to make
future policy and investment decisions. You can expect our recommendations to
be clear and frank.

The case for review and reform is unambiguous.

While we contribute to ongoing mental health reform directions, we note your
commitment to quarantine current funding for mental health, but also note that
thislevelis already mismatched to the burden of disease, productivity loss and
contribution to years of disability and life lost.

Governments spent an almost record $6.9 billion (or $309 per Australian) on
specialist mental health services in 2010/11.1? A recent study found that at

$28.6 billion per year (excluding capital), total direct expenditure on supporting
people with amentalillness in Australia far exceeds that previously estimated
andis equivalent to 2.2 per cent of Australia’s Gross Domestic Product (GDP)."

Untilit conducts the review the Commission is unable to tell you whether this
investmentis being spent to the best effect and on the supports that willhave
the greatest positive impact on people and families.

As significant as this investment is, itis not enough to truly alleviate the burden
associated with mentalillness. In Australia, the total mental health budget is itself
only 6.5 per cent of the health budget when the total burden of disease due to
mental illness suggests this should be closer to 14 per cent.” Furthermore there are
still questions unanswered about our level of investment in young minds —about
11 per cent of spending on specialised mental health services in 2010-11 was
towards child and adolescent services® yet 0-17 year-olds comprise almost

23 per cent of the population.®

These expenditure figures exclude indirect costs, such as lost productivity.
Psychological distress in the workplace produces a $5.9 billion reduction in
employee productivity per annum.” Each and every year, the societal costs of
depression in the workforce are estimated at $12.6 billion. Better health and
education canresultin substantially greater labour force participation for people
living with a mentalillness. Averting the impacts of thatillness has a positive
effect on workforce participation and increases the likelihood of working by
between 25 and 30 per cent.” The need for housing supportis growing asis
insecurity of accommodation. People need a stable place from which to recover
and contribute.?’ Such benefits can be realised though better participation,
removing barriers to employment, to facilitate full inclusion across the economy.

These are social investments with good rates of return.

Ontop of these persuasive figures, suicide takes the lives of 44 Australians on
average each week —far greater than the number killed on our roads.? Aboriginal
and Torres Strait Islander peoples are two times more likely to die by suicide than
non-Indigenous people.?? Suicide and suicidal behaviour has been estimated

to cost Australia $17.5 billion a year (in 2007-08 dollars), approximately 1.3 per cent
of GDP.2
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Our second year inreview

Our first Report Card on Mental Health and Suicide Prevention made ten
recommendations, and they remain just as valid today as they were 12 months ago.
This year we report back on these recommendations and we make a further eight.

In 2012 we highlighted four priority areas for ongoing action:

1. Mental health mustbe a high national priority for all governments and
the community

While we have made good progress, mental health reform is far from complete. It
remains the Commission’s strongest view that mental health must stay on COAG’s
agenda and enjoy tri-partisan collaboration that extends beyond electoral cycles.

There is an opportunity to realise Australia’s potential and progress. Your new
Government’s agenda to review the current system with your state and territory
colleagues has the potential to fundamentally reshape the current arrangements
to improve outcomes.

We can no longer afford to not have a proper understanding of the value of good
mental health.

The economy is transitioning and the imperative to see mental health as a broader
social and economicissue is more pressing than ever. Are we using our resources
most effectively now? Are current governance, funding and delivery structures
working for people and families? Are they enabling access to prevent problems and
promote recovery? Short-termism and dodging responsibilities will only
exacerbate our current situation and be costly to people, families and the taxpayer.
Too many people are ending up in insecure homes, in the criminal justice system
and in hospital beds because they are inadequately supported in the community.

2. Weneed to provide ‘a complete picture’ of what is happening and closely
monitor and evaluate change

The Commission’s contributing life framework has resonated with the
community, the sector and employers. With a serious, long-term reform agenda
we can give individuals and families the opportunities to develop and fulfil their
potential, work creatively and productively, build strong relationships and
contribute to the community and economy. In doing so, lived experience —either
from a personal experience of mental health difficulties or from supporting
someone else —must be central to design, implementation and evaluation.

Measuring success must centre upon people’s experience of care, quality oflife,
and other determinants such as access to housing, education and

meaningful employment and leading alife free from

discrimination. It is not about measuring cost per activity. Itis

about measuring the extent to which interventions improve lives.



3. Weneed to agree on the best ways to encourage improvement and get
better results

Implementing evidence-based models of support will help to close service gaps.
Systemic evaluation must be a first thought, not an afterthought.

For example, we must see action on the poor physical health of people with mental
health issues. People with severe mental illness die between 10 and 32 years earlier
than the general population®#, alife expectancy second only to Aboriginal and
Torres Strait Islander peoples.?

Further, as significant national initiatives such as the National Disability
Insurance Scheme (NDIS) and Activity Based Funding are implemented, we will
continue to pay close attention to their impacts on mental health outcomes.

The NDIS is a very welcome development and offers great hope, choice and control
for some people living with severe and persistent mental illness, and those where
early intervention has good potential to reduce the long-term burden of disability.

Yet there are concerns about the possibility that current spending on other mental
health supports may be displaced to fund the scheme and that we may
unintentionally close doors on some people. Inrelation to Activity Based Funding,
itis essential that we do not forget about the urgent need to invest in community
supports and not incentivise a hospital-centric model.

4. Weneed to analyse where the gaps and barriers are to achieving a
contributing life and agree on Australia’s direction

Finally, we must set a destination for reform and systematically and transparently
measure and report progress and results, not more activity. In this Report Card
Irepeat our call from last year for COAG to sign on to ambitious national reform
targets and indicators.

Soon after the 2012 Report Card was released I was asked to chair the independent
Expert Reference Group established by COAG to develop targets and indicators for
mental health reform. This group consulted widely to ensure the voices of people
with lived experience were heard and translated into the measures. The group’s
recommended framework, based upon the principles of a contributinglife, was
publicly released and submitted to governments in September 2013. The
Commission endorses its directions and urges COAG to respond.

Inits first18 months the Commission has also actively sought out and considered
ways to measure how effectively investments in government, private and non-
government services are making a difference. We remain convinced that, on the
whole, as a country we are collecting the wrong data to measure real outcomes.
We remain adamant that measures of success must take a whole of life and
person- and family-centred approach. They must focus upon the levers that will
drive the biggest systemic and behavioural change over time. We will use
measures to report independently to the community, and build them into our
review of the current system.
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Iam also pleased to hear that your Government will be a government for all
people and will notleave anyone behind.

Your commitment to Aboriginal and Torres Strait Islander Australiansis well
known, and we welcome the formation of an Indigenous Advisory Council that
will report directly to you. The establishment of the Ministerial Aboriginal and
Torres Strait Islander Mental Health and Suicide Prevention Advisory Group this
year was a great step forward and has become a valued partner. This Group
contributes strong leadership and expertise in social and emotional wellbeing,
mental health and suicide prevention.

In our 2012 Report Card we highlighted the tragic lack of opportunities for good
social and emotional wellbeing in our Aboriginal and Torres Strait Islander
communities. We must measure and evaluate progress. Action on this is

long overdue.

The disadvantage associated with mental ill-health and suicide risk extends into
every corner of Australian society. No family and no community is immune.
Pronounced income inequality in wealthy nations is associated with a higher
prevalence of mental disorders, and socio-economic disadvantage drives an
increased risk of developing a mental disorder.” Poor mental health is the leading
cause of disability burden in our country.* This burden inevitably increases in
times of economic downturn.

Arecent Productivity Commission working paper found that certain people
continue to experience deep and persistent disadvantage and are being ‘left
behind’, including people with enduring and disabling health issues. The paper
highlights the complex interplay between, and compounding effects of, personal
resilience, family circumstances, community support and the broader economic
and social environment.*

Itis my view that your Government’s plans for a prosperous future must
include mental health reform as an integrated component. Mental health and
wellbeing mustbe considered across all portfolios when developing social
and economic policy and designing implementation.

The Commission’s independence from individual departments and funding and
program management is essential to its role of providing you and your
government with unfettered advice thatlooks across all of the systems and
supports that help people to live contributinglives.

Introducing our 2013 Report Card

Asthe National Mental Health Commission completes
its second year, I present to you A Contributing Life:
the 2013 National Report Card on Mental Health and
Suicide Prevention.



Thisbuilds on our first Report Card, released one year ago to the day. It reflects the
community’s voice on the issues in mental health and suicide prevention that
matter most to them.

This year the Commission visited communities and support services in Sydney,
Canberra, Cairns, Yarrabah, Perth, Port Hedland, Hobart, Launceston and
Melbourne. We continue to be impressed by the optimism and resilience of
communities and the hard work and ingenuity displayed by many in the face of
service gaps. The communities and workers at Yarrabah and at Port Hedland are
testament to this. Disappointingly, we continue to hear of poor experiences,
marginalisation and discrimination. We observe a concerning trend of services
retreating from their roles and of governments retreating from their funding
commitments to support people in the community. Again, this is poor economics.

This Report Card sits above the different views and vested interests that have too
often led to disunity and competitiveness. These debates draw energy away from
what the 7.3 million Australians who today have alived experience of mental
illness deserve. Australians deserve a reform plan with a clear destination and
funding to match which is undertaken in a spirit of genuine co-operation. Some of
them have joined with me in writing to you, and I ask that you consider their
letters carefully.

With your leadership, through a whole of life approach that leverages drivers of
inclusion, participation and productivity, and by putting ‘mental wealth’ at the
centre of all policy making we are confident that we all can do better for those
7.3 million Australians and their families.

We cannot afford tonotdo so.

Yours sincerely

Professor Allan Fels AO
Chair
November 2013 Dear Prime Minister,
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Richmond PRA

loget her, we're better.

Peter Farrugia
Dear Prime Minister,

Peerworkisour personalchoiceandthestrengthandvalue of the peer
workforceisevidentintheachievements of those people we support.
Whatever people might hope toachieve, peer workers provideinspiration
and motivationtoenableandencourage thathope.

Extractingfromourownlived experiences, peer workersengage and mentor
peopletohelpthemdevelop theirownsense of masteryintheir recovery
effortsand personalchallenges.

Weunderstand each person’sjourney of recoveryisinfactajourney of
personaldiscovery and transformation. We know the dangersand pitfalls
alongtheway and we provide empathetic supportthatonly lived
experience can offer.

Scarsheal. Weknow thisbecause we've beenthereand havelearnedalot.
Peer workersdon'tteach orstrategise. We listen.

Peerworkis morethanjustanother support worker position.Ithasclear
dutiesandareal, ethicalresponsibility with tangible outcomes. It requires life
experienceandrecovery journey practice. ltrequires discipline, self-esteem,
self-belief,anawareness of triggers, faithin one's own strengths and wisdom
toknow one’slimitations. It requires dedicationand informed commitment
torecovery philosophies.

linvite the Australian Government to considerincluding peerworkasan
essentialcomponent of allmentalhealth services.

Afterall, Peer Workers are the champions of recovery.

Peter Farrugia
41 )

/1~
/

Peer Manager, Richmond PRA

Fax
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Josie C

Dear Prime Minister,

Thirteen years ago I had reached a stage in my life where I thought my (ife was
complete. I had two beautiful doughters, followed by my doting (ittle boy, Tt ustin.
Suddenly all that changed. Justin, who was almost three years old, drownedina
Vteigl/lbour's backyard pool. That same dag T drowned with himl

That person (pre—tragedy) was never tobe the same again. Instead, a changed
person emerged. Through the helpful quidance and support of peers who had
experienced the death of their child before me, I received the precious lifeline.
They, through their own lived experience, showed me how other parents who had
suffered the pain of grief were pow living meaningful lives. It gave me the hope that
T could too.

The reason I now work. for The Compassionate Friends is to advocate and raise
awareness of the value of peer support. Peer support can assist someone in a life

crisis, at a point of vu(y\erabi(itg, tobeing active in one's life again. I recommend

that everyone going through acrisis in their lives should have access to peer support.

Living well in bereavement is possible, although a scar and void in my life and family
remains forever. And that's ok..

Kind Regards
1 '_-35/9 P
() afame
] (}
Josie C
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Lindy B

Dear Frime Minister,
ARE YOU LISTENING TO US?

Is our system UNWELL and not CONFORMING to our needsé As
consumers and carers do we need to start a RISK ASSESSMENT on
the system? As aperson of lived experience that is employed in the
mental health system | recognise the amazing work of individuals and
organisations but [ am also constantly reminded that our systemneeds
much improvement.lwork and connect with people, consumers and
carers andllisten to the struggle and frustration of a systemnot
listening to them.

Consumer and Carer participation needs to be improved. Consumers
and carers must be encouraged to be involvedin all functions of the
mental health system. From Funding to service delivery we need to
be respected, heard and represented in all areas of decisionmaking.
Only then canwe call our system a well balanced system that
sSUpports recovery.

Yours sincerely,
.
rf_n.;ff_j.'_;l-:ﬁ

Lindy B
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Warren Talbot

Dear Prime Minister,

LGBTT people have the highest rates of suicidality of any population in Australia. Same—
gender attracted Australions have up to 14 times higher rates of suicide attempts than
their heterosexual peers. Rates are six times higher for same-gender attracted young
people. Many Australian organisations report that tlftey provide services for LGBTT people
because theg treat everyone the same. However, LGBTI people continue to be

overrepresented in the suicide statistics.

There is a need to support prevention and early intervention programs that seelk to address
LGBTI mental health issues.

MindOut! is the first national project of its kind, working with LGBTT organisations and
mainstream mental health organisations to improve mental health and suicide prevention
outcomes for (GBTT peop(e and popu (ations.

The National LGBTT Alliance provides a combination of public workshops, resources,
information and networking opportunities designed to increase understandings, capacity
and ability to work with LGBTT people as a distinct culture with specific concerns and
needs.

These measures are moving us toward providing LGBTL Australians with the same rights
ond services that other Australions enjoy.

It is now time to develop a National LGBTT Suicide Prevention Stmtegy.
Warren Talbot

Mﬁﬂ’

General Manager of the LGBTI Health Alliance
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JenniferA. Westacott

10 October 2013

The Hon Tony Abbott MP

Prime Minister

Federal House of Representatives
Parliament House

CANBERRA ACT 2600

Dear Prime Minister

To me and members of the Business Council of Australia, true wealth is not just measured by
GDP. It is also about how a strong economy contributes to job creation, having first class
health and education systems, decent infrastructure and proper opportunities for people. That
includes people living with mental iliness, their families, friends and other support people.

| think the whole point of growing our economy is to make sure that all Australians have the
opportunity to work and have a better quality of life. This is fundamental to our economy, to
social cohesion, to our sense of national wellbeing and our confidence as a country.

Increasingly, it will be people, ideas and innovation that underpin a successful Australian
economy. So, in preparing for the future, the most important thing we can do is to put in place
the systems and structures that encourage every individual to realise their potential.

| am proud of the contribution our companies make to the economy, the number of people
they employ and the role they play in creating national wealth. | am excited by the fact that
business is leading a process to create more mentally healthy workplaces. It’s good for
business, it's good for people and it's the right thing to do.

It's about giving all Australians the skills and education to maximise their capacity to
participate, to be productive and to thrive in a modern workforce and workplace. Again, that
includes people with mental iliness, their families, friends and other support people.

I look forward to working with your government to build the kind of inclusive society we all wish
to live in.

Yours sincerely

Jennifer A. Westacott
Chief Executive




Sheree Vertigan
Dear Prime Minister,

Educators must minimise the barriers that exist for students. Increasingly, schools are
confronted by the issues associated with the deteriorating health and wellbeing of some
students: and although this may be more pronounced in lower socio-economic communities
itis a concern for all schools. The increase in students with a disability or mental health
concerns has challenged schools to look beyond traditional education solutions to alternative
and innovative responses.

Inclusion is a whole-school, whole-of-community response to removing learning barriers.
Schools must reach beyond the boundary to find partners to provide support or opportunities
so that students remain connected to education and transition to further education or training.
Many schools use a full service model or multi-disciplinary support teams which may include
school counsellors, welfare workers, youth workers, career or transition officers, chaplain,
school nurse and community liaison officers. Communities cannot bear the cost of
disengaged and disconnected youth and the best provision of service and support occurs
when the school develops partnerships with community organisations and providers.

Schools are focused on improving retention and participation rates but this often means a
reconceptualisation of school provision, increased personalisation and increased awareness
of the student’s needs. Highly successful inclusive schools build strong connections with the
home, identify the barriers, intervene where necessary and continually evaluate progress.
One size does not fit all; not all students are focused on an ATAR score but all students can
have a plan, a pathway to the future that values both vocational and academic pursuits and
keeps students engaged in education and training.

As school engagement with the community increases, and the focus on the importance of
education spreads into the broader community, we are able to provide more hope, more
supportand more opportunities for young citizens.

Programs like Work Inspirations, School-based apprenticeships, project-based learning and
internships, philanthropic initiatives, as well as increased awareness of mental health issues
and the increased support that is available in some communities all contribute to the general
wellbeing of the community and all help to create a better future.

Sheree Vertigan
President, Australian Secondary Principals Association

Fektra__
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GIVING A YOICE TO

THE ELEPHANT

in THE ROOM

Sebastian Robertson

Dear Prime Minister,

For too long young people haven’t been engaged in the discussion and development of the
issues surrounding mental health. As suicide is the leading cause of death for young
Australians itis concerning that we are facing a situation where the ‘solution will be found for
you, not withyou’. It is time to give young people a seat at the table. Let them show you that
they canindeed be a part of the solution, not the problem.

Over the past three years, starting when I was 25, | embarked on a journey to do exactly that
—to give young people a voice — by founding Batyr. At Batyr we engage, educate and
empower young people by speaking with them about social and mental healthissues. Itisa
journey built on vulnerability, personal experiences and ‘hope’ that so many young people
have lost on their journey. However, this has not been a lonely journey; itis and continues to
be built and driven by young people; young people willing and eager to engage in
conversations to help friends, family members and themselves. It is about empowering
young people to stand up and share their lived experiences in the hope that by sharing their
journey of recovery other young people may reach out for support when in need.

[ fully supportany report that highlights an increased need to engage young people in finding
the solution around mental health.

It’s time to talk. It’s time for change, positive change.

| would appreciate any opportunity for young people to discuss with your office, how we can
play arolein helping to find the solution to tackle these important mental health challenges.

Warm regards,

Sebastian Robertson
1
.IF |'l-r]
[ Ht—=_
P LAY
L-f'l ",

Founder & CEO
Batyr




Reporting back and looking forward

ortingbackand
oking forward

Introduction

Our second Report Card continues the National Mental Health
Commission’s commitment for change, building upon the foundations
and whole of life scope established in our inaugural Report Card,

A Contributing Life: the 2012 National Report Card on Mental Health

and Suicide Prevention,* released exactly 12 months ago.

About the Commission

We are Australia’s first National
Mental Health Commission, set
upin 2012 to provide
independentreports and
advice to the community and
government on what’s working
and what’s not.

From day one the
Commission’s view has been
that we must think differently
about mental health, to see
mental wellbeing asimportant
to the individual, their family,
support people and
community. This sees services
notas separate elements to be
used when needed. It sees that
the interconnections between
services, families, employers
and co-workers, health
providers, teachers and friends,
together improve mental
wellbeing and a sense of a life
welllived.

Indeed, one of our strengths
sinceinception hasbeen our
determinationtotakea
whole oflife, whole of
government perspective to
mental health, rather than
treating it simply as ahealth
issue. Despite the
Commission no longer
reporting tothe new Prime
Minister after the 2013 federal
election, we will continue to
take this approach. Welook
forward to working with the
new Minister for Mental
Health and his Cabinet
colleagues to ensure that
mental health reform does
notdropin priority on the
political, socialand
economic agenda.

We know that every family and
community has an experience
to share because mental health

difficulties will affect every
Australian at some point, either
personally or through the
experience of friends, family or
work colleagues.

We highlighted the scandal
that the most severely mentally
ill die atarate thatistwoand a
halftimes greater than the
general population;*and the
shaming fact that Aboriginal
and Torres Strait Islander
peoples are twice as likely to
die by suicide than other
Australians.

We were aghast that we still
had nonational picture of the
extent to which we seclude and
restrain people with mental
health problems —ahuman
rights issue that governments
had, seven years beforehand,
committed to reduce and
eliminate.
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Something
meaningful todo,
Effective something to Connections
support, care look forward to with family,
and friends, culture
treatment and community

Thriving,
notjust
surviving

Feeling safe,
stable and
secure

2

ntributing Life

We set ourselves, governments and the community a pressing task —

to better understand and listen to what it means for people living with
mental health difficulties and their support people to lead a contributing
life—and to regularly and systematically listen to their experiences.

A contributinglife meansa + we put people with lived Our Contributing Life surveys
fulfillinglife enriched with experience and their families andlistening to people’s stories
close connections to family and supporters atthecentre ~ wherever we go helpustocasta
andfriends,and experiencing  andalways first light on what needs to change,
good health and wellbeing to and where there are gapsin
allow those connections to be quality, service and access.
enjoyed. Itmeans having People’s experiences, voices
something to do each day that and views allow us to more

+ we work across all areas that
promote mental health and
prevent mentalillness and
suicide —not just government

provides meaningand ) clearly see the data and will
purpose, whether thisis ajob, and notjust health but always be reflected in our work.
supporting others or education, housing,

employment, human

volunteering. It means . .
services and social support

having ahome and being free
from financial stress and . we consider evidence and
uncertainty.” data, develop projects, seek
new partners and report back
to the community through
thislens.

The contributing life approach
propels everything we do; it
shapes the structure of the
Report Card and its six chapters
and frames how we work:
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yur priority areas

In 2012 we set out our big picture case for change;
four priority areas for action that we must all do and keep doing.

We will not see real change unless these become part of everyday
business. In 2013 these four priorities remained as drivers behind
the Commission’s work:

Mental health mustbe a high national
priority for all governments and
the community

Mental health must be the business of the
Prime Minister, Premiers and Chief Ministers

We must get a proper understanding of the
value of good mental health to drive reform

Governments must meet their existing
commitments

The mental health and wellbeing of Aboriginal
and Torres Strait Islander peoples needs to be
included as one of our national priorities

We need to provide ‘a complete picture’
of whatis happening and closely monitor
and evaluate change

Datamust be rationalised and the right
data collected

The Australian Government needs to
commit to conducting reliable and
regular national population surveys to
measure progress

Governments must ensure that
announced mental health fundingis
spent on mental health as promised

We need to agree on the best ways to
encourage improvements and get
better results

+ Wemustinitially agree on whatis good

practice across all mental health and support
services. This must be based on evidence.
Services need to be effective, efficient, provide
value and demonstrate improvementin the
mental health and experiences of people using
them and their families and support people

+ The new Activity Based Funding system

should be designed to meet the needs of
people with mental health difficulties
regardless of whether services are provided in
hospitals, in the community or elsewhere.
Alternatives to hospital care must be a priority

The National Disability Insurance Scheme
must fully cover the psychosocial disability
thatresults from mental illness

We need to analyse where the gaps and
barriers are to achieving a contributing
life and agree on Australia’s direction

All governments must prioritise the
development and implementation of a
nationally agreed mental health service
planning framework

Governments must be brave enough to set
goals and targets for improving mental
health and reducing suicide and be judged
by the community on their results

A Contributing Life: the 2013 National Report Card on Mental Health and Suicide Preventic

We re-state here that in 2013 we want to hold up a mirror for all
Australians to see what mental health services and supports are
available and how effective they are in supporting people to
achieve a contributing life.

Asthenewreporting
arrangements for the
Commission take effect, it
will be critical to our agendato
influence and have impact
across all relevant agencies and
policy areas. Areturntoa
single health policy focus will
jeopardise the important
initiatives previously
recommended by the
Commission. The
Commission’s strengthsliein
itsindependence and being an
agent for change across all
elements of a contributing life.
This must continue if we are
to truly hold up a mirror to

the mental health system

in Australia.

Before we can assess how
supports and services are
successful or effective,
Australiamust first establish a
clear destination, targets to
drive change and how we
measure progress in getting
there.

In this Report Card we endorse
the directions of the COAG
Expert Reference Group which
was asked to provide
independent advice on a new
set of whole oflife outcome
targets and indicators.** The
Group consulted widely,
found areas of consensus and
recommended a framework of
national targets and indicators
to governments in

September 2013.

This framework captures many
of the Commission’s own
priorities and the areas that we
believe will drive change—in

more people reporting better
wellbeing; in improvinglife
expectancy and physical
health; in more timely access
to care and treatment and safe,
stable and secure homes; in
improvementsinthe
experiences people and
families have; inincreased
employment rates for people
and supporters; in working to
eliminate the use of seclusion
and restraint; in reducing
suicide and suicide
attemptrates.

Itreflects the community’s
aspirations and the views of
experts, including people with
lived experience of mental
health difficulties and their
supporters. We urge
governments to consider this
work and respond.
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Reporting back
Where the 2012 Report Card
priorities took us

Building upon the base established last year,
our work in 2013 has been two-fold.

Firstly we have concentrated effort in working on the actions to
which we committed in the 2012 Report Card, as well as in raising
awareness of our findings and encouraging work by others.

Secondly we have focused on what we would say in the 2013
Report Card —through listening to people with lived experience,
establishing our new priorities, talking with a range of
stakeholders and experts, visiting services, reviewing evidence
and data, as well as commissioning literature reviews.

We report back on what has
happened this past12 months
and assess what that progress
looked like.

The elements of a contributing
life were well received,
especially by people with lived
experience of mental health
issues and their families and
support people.!

We were told that our strategy
of putting the voices of people
with lived experience to the
frontand centre of what we do
is the mostimportant aspect of

our nationalleadership and
reportingrole.

Our contributing life approach
hasinfluenced national and
local debate and policy
thinking. Some non-
government organisations and
even a corporate foundation
have used our work to support
theiradvocacy efforts and in
their development of policies
and position statements.

A Contributing Life: the 2013 National Report Card on Mental Health and Suicide Prevention

15



Reporting back and looking forward

Reporting backonthe
2012 Report Card recommendations

In 2012 the Commission set out ten clear recommendations for
governments and others to consider and accept.

We promised to detail
responses to our 2012
recommendationsin this
year’s Report Card.

We are heartened by the
actions taken by the non-
government sector, business
sector and first responders such
aspolice.

We are disappointed in the
lacklustre response from
governments to the Report
Card as awhole, but are
encouraged by positive steps
towards addressing some
specific recommendations.

We are concerned that while
separate initiatives were
advanced in some key areas,
in others nothing could

be discerned.

So, what happened across
the nation?

In giving anational
assessment, the Commission
wrestled with how to best
identify those agencies,
services or jurisdictions where
change was evident; where
peoplereported that their
experiences had improved.

But to be frank —we could not
find enough information to
paint this picture.

Although we realise thatithas
only been twelve months, there
isno excuse for nothaving
made a start.

We were pleased to see that
projects already initiated by
governments and agencies
continued and reached some
success. But we still heard of
services being closed, wound
back or funds diverted.

In December 2012 COAG —the
then Prime Minister, Premiers
and Chief Ministers —
welcomed the 2012 Report Card,

said they would jointly respond
toitand that theirresponse
would include national
indicators and targets for
mental health reform.

Atthe time of writing,
no COAGresponse has
beenreceived.

The Commission therefore
invited all governments to
provide individual responses.
These were gratefully received
from Western Australia, the
Northern Territory and
Victoria. The Commonwealth,
Tasmania, South Australia and
the ACT declined to provide
separate reports. Responses
from New South Wales and
Queensland had not been
received at the time of writing.

The following table represents
our best endeavours to find and
report information from the
public domain as at October
2013. Amore detailed
‘reportback’ is available on

our website.
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Nothing about us,
without us —there must
be aregularindependent
survey of people’s
experiences of and
access to all mental
health services to drive
real improvement.

How we see progress:
The Commissionis HEARTENED

but commitment to action by
governments remains outstanding

Action called for: The National Mental Health Commission will undertake a regular national
survey of people with mental health difficulties and their families and support people. This
survey will consider access to services, as well as perceptions and experiences. This will build
on and complement existing efforts and ensure that people always have a voice and remain at
the centre of decision-making about all the services thatimpact on them.

What action could we see nationally?:

+ While work is underway on national
consumer and carer experiences of care
tools, governments still need to commit to
implement national tools to survey people’s
experiences.

+ Individual pieces of work are underway —
buta co-ordinated and systematic approach
is yetto be established.

+ The Victorian and Western Australian
governments have made particular efforts
to engage people with lived experience in
policy and service design, such as the
Victorian Consumer and Carer partnerships
and initiatives to prioritise women’s safety
inin-patient units.

Our action:

+ We piloted several methods to understand

how best to obtain people’s views on whatis
important to achieving a contributing life.
The findings of this pilot National
Contributing Life Project will become a
regular national qualitative survey.

+ We developed, released and implemented a

Paid Participation Policy to establish the
‘sround rules’ for engaging the expertise and
advice of people with lived experience.

« Welaunched our Participation and

Engagement Framework in September 2013
that will guide our activities and ensure
diverse and genuine engagement

and participation.




How we see progress:
The Commission is DISAPPOINTED

about thelack of leadership by
our governments

Increase access to timely
and appropriate mental
health services and
support from 6-8 per cent
to12 per cent of the
Australian population.

Action called for: All governments must agree and meet the targetin the Fourth National
Mental Health Plan Measurement Strategy that12 per cent of the population should be able to
access mental health services in a year.** There must be an agreement to this indicator with an
implementation plan and investment strategy to achieve this.

What action could we see nationally?: Our action:

How we see progress:

The Commissionis HEARTENED
by the co-operative approach across
the country to openly report public
service seclusion rates as a first step

But the Commission is DISAPPOINTED
that we remain distant from our target
to end the use of seclusion and restraint
and will continue to push for action

Reduce the use of
involuntary practices
and work to eliminate
seclusion and restraint.

Action called for: All jurisdictions must contribute to a national data collection to provide
comparison across states and territories, with public reporting on all involuntary treatments,
seclusions and restraints each year from 2013. This information should be reported at the

+ Currentreported service treatment rates
do notreport upon timeliness or
appropriateness of care.

+ Weunderstand that access to mental health
services may be being considered asa
performance indicator for reporting under
the National Healthcare Agreement
performance framework. But no clear action
or statement as to a national unified strategy
toincrease access could be found.

+ Theincoming Australian Government has

given the Commission the task of
undertaking a review of the mental health
system, to identify where gaps and barriers
are, and to see if money is spent effectively,
efficiently and for the best outcome. This
review will also include consideration of
timely access to mental health supports
across the population and lifespan.
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service unitlevel.

Action called for: The National Mental Health Commission will call for evidence of best
practice inreducing and eliminating seclusion and restraint and help identify good practice
treatment approaches. We will do this in partnership with the Mental Health Commission of
Canada and Australian partners, including the Safety and Quality Partnership Standing
Committee, Disability Discrimination Commissioner, Australian Human Rights Commission
and interested state mental health commissions.

What action could we see nationally?:

Significant first steps were seen: all states
and territories for the first time publicly
released national seclusion dataand made a
commitment to ongoing national data
collection and reporting.

Real and sustained national action on the
apparent decline in seclusion rates is
awaited, particularly given the wide
variation of rates.

Governments are developing a consistent
definition of restraint, and we urge that this
is given priority so data can also be publicly
reported in a comparable way.

The United Nations Committee on the
Rights of Persons with Disabilities raised
concernin October 2013 about restrictive
practices and recommended that Australia
take immediate steps to end such practices.

Our action:

+ We established a National Seclusion and
Restraint projectin partnership with the
Mental Health Commission of Canada, the
Safety and Quality Partnership Standing
Committee, Disability Discrimination
Commissioner of the Australian Human
Rights Commission and the involvement of
state mental health commissions. The
findings will be reported in 2014.

+ A Core Reference Group of people with lived
experience of mentalillness and their
families/supporters, academics, lawyers,
humanrights advocates, mental health
professionals and firstresponders has been
established to inform the project.




Allgovernments mustset =~ How we see progress:

targets and work together The Commission was ENCOURAGED
to reduce early death and by governments’ commitment to
improve the physical develop national targets and indicators
health of people with for mental health reform

mental illness.

The Commission is DISAPPOINTED
that while targets have been developed
and submitted there is no commitment
yet to adopt them

Action called for: Enduring mental illness must be given the status of a chronic disease to give
ithigher national focus and support.

Action called for: The physical health needs of people with mental health problems need to be
given a higher priority in all areas of health. The initial focus must be on rapidly reducing
cardiovascular disease by reducing risk factors such as smoking and poor diet, and by
increasing physical activity for people living with mental health problems.

Action called for: All government-funded mental health related programs must also be
measured on how they support people to achieve better physical health and longer lives.
Priority should be given to the financing of multi-disciplinary primary care (through GPs and
other primary health care organisations).

Action called for: All relevant services must give priority to tracking of both the physical and
mental health needs of those with enduring mental illness.

What action could we see nationally?: Our action:

* No action oninclusion in chronic disease * The Commission’s view is that national

framework; however, psychosocial
disability is now part of the National
Disability Insurance Scheme (NDIS).

+ Anumber of national initiatives that could
provide opportunities for multi-disciplinary
co-ordinated care have been started,
including the NDIS, Medicare Locals and
Partners in Recovery. These need to be rolled
outin anintegrated and careful way, with
outcomes measured and reported.

+ While physical health needs have been
discussed by experts and state
governments, including at a national
summit in May 2013, there is no known
progress from public reporting.

NSW signed up to the principles of the
Healthy Active Lives (HeAL) Declaration.

measures of success must include
improvinglife expectancy and
physical health.

+ The 2013 Report Card endorses the directions

inthe COAG Expert Reference Group’s
framework of national targets and indicators
for mental health reform, which was
submitted to governments in September
2013. Thisnominates measures to improve
life expectancy and physical health,
including addressing reductions in
cardiovascular disease and smoking.
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Include thementalhealth =~ How we seeprogress:

of Aboriginal and Torres The Commission is DISAPPOINTED
Strait Islander peoples in in the lost opportunity toinclude a
‘Closing the Gap’ targetsto ~ mental health ‘Closing the Gap’ target
reduce early deaths and

improve wellbeing.

Action called for: Mental health must be included as an additional target in the COAG ‘Closing
the Gap’ program. This must be done through the development and implementation of an
Aboriginal and Torres Strait Islander Mental and Social and Emotional Wellbeing Plan to
commence in 2013. This must also address the future findings of the Aboriginal and Torres
StraitIslander Suicide Prevention Advisory Group.

Action called for: Training and employment of Aboriginal and Torres Strait Islander peoples
in mental health services mustincrease. There must also be better support for Aboriginal and
Torres Strait Islander families. There must be regular reporting on progress.

What action could we see nationally?: Our action:

+ No action seen to date, noting that
additional ‘Closing the Gap’ targets were
added in 2013 but these did not relate to
social and emotional wellbeing, mental

health or suicide prevention. signed in August 2013 between the

A National Aboriginal and Torres Strait Commission and the Aboriginal and
Islander Suicide Prevention Strategy was Torres Strait Islander Mental Health and
released in May 2013. Suicide Prevention Advisory Group, to seek

No evidence available publicly to measure and action opportunities for joint effort
increased training and employment of and collaboration.
Aboriginal and Torres StraitIslander peoples « The Sydney Declaration, signed in March 2013
in mental health services. Progress is noted by international and national and state
through the expansion of the National mental health commissions, identifies
Empowerment Project which shows Indigenous mental health as one of five
promise for better support of families. priority areas for collaborative effort and
information exchange. It also commits to
the Wharerata Declaration.

+ We contributed to the development of the
National Aboriginal and Torres Strait
Islander Suicide Prevention Strategy.

A Memorandum of Understanding was




There must be the same How we see progress:

national commitment to The Commissionis HEARTENED

safety and quality of care by the work underway to look at uptake
for mental health services of the standards, but there is still so

as there is for general much we don’t know. We will continue

health services. to press for a national commitment
toimproved quality of care

Action called for: All governments must agree that there is the same emphasis on improving
the quality of care and reducing adverse events in mental health services as applies to other
physical health services. Governments must commit to implement nationally agreed and
mandatory service standards in mental health services as they have for other health services.
The National Mental Health Commission will work with the Australian Commission on Safety
and Quality in Health Care to identify what it takes to get proper uptake of national mental
health service standards and make them mandatory.

What action could we see nationally?: Our action:

+ No COAG response received to date on a + We have partnered with the Australian
national commitment to improved quality Commission on Safety and Quality in
of care and reduction of adverse events. Health Care to establish the level of adoption
of the National Mental Health Standards by
services, their usefulness and utility.
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Investin healthy families How we see progress:

and communities to The Commission is DISAPPOINTED,
increase resilience and while individual projects have been
reduce the longer-term rolled out, there is no clear way to see
need for crisis services. or measure a national approach

Action called for: Increase enhanced and personalised support for parenting through
culturally relevant forms of home based visiting (ante-natal and in the first few years of life).
These must be provided at alocal or regional level. There must also be active follow-up where a
family is under stress or experiencing tough financial or social difficulties.

What action could we see nationally?: Our action:

+ No COAGresponse tothe2012ReportCard ~ + Wehave started to find out whatis useful to
received; no national priority, focus or co- families to build their resilience through the
ordinated drive in the antenatal period and pilot National Contributing Life Project.

@n first feyv years of life is known from public . e commissioned and released a report into
information. what young people want and need to
Victoria’s new Services Connectinitiative support their mental health.

aims to connect all human services for We have listened to and heard the stories of

people and families. hundreds of individuals and families at
Commission meetings across Australia
about what they think needs to change to
improve theirlife.




Increase the levels of How we see progress:
participation of people The Commission is ENCOURAGED
with mental health by theleadership shown by business

difficultiesinemployment ~ The Commission is ENCOURAGED
in Australiatomatchbest by actions thatwill resultin astronger
peer workforce if taken up

The Commission remains DISAPPOINTED
about thelack of progress to improve
current employment systems for people
with complex needs

international levels.

Action called for: The National Mental Health Commission will pull together a taskforce,
including industry, government and community leaders to actively promote effective
government and workplace programs thatincrease the participation of people with mental
health difficulties in employment. The Commission will partner with key industry and
community groups to call for evidence and work together to advance the adoption of good
practice in Australia.

Action called for: Employment support programs, initiatives and benefits must be more
flexible. They must recognise that mental illness comes and goes and what that means for
people and their families. Programs must provide long-term support for the employee,
families and support people and the employer, with appropriate incentives and milestones.

What action could we see nationally?: Our action:

+ The Mentally Healthy Workplace Alliance
flexible national employment support was formed in 2012 and formally launched
programs, initiatives and benefits. inJuly 2013. Firstly undertaking a call for

« Health Workforce Australiahas undertaken  evidence, the Alliance will turn its attention
astudy into the peer workforce in Australia. o participation/employmentrates, building
The Commission has advised the project. upon a foundation of evidence, evaluation

and best practice.

+ In August2013, with the Australian National
Council on Drugs and others, we advocated
for Job Services Australia to work more
effectively for people experiencing mental
health issues, drug and alcohol problems
and/orhomelessness.

We have funded
Community Mental
Health Australiato
produce national training
and development
materials to support the
Certificate IVin Peer Work.

+ No public evidence identified of more
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No-one should be How we see progress:

discharged from hospitals, The Commissionis HEARTENED
custodial care, mental that new programs have been initiated,
healthordrugandalcohol ~ but will await their evaluation to assess
related treatment services ~ impacts uponreducing homelessness

into homelessness. Access The Commission is DISAPPOINTED

to stable and safe places to that while this has been anational

live must increase. commitment since 2008, we still
have no public reporting of exits
into homelessness

Action called for: All governments implement and report regularly on the existing COAG
commitment of ‘no exits into homelessness’ from statutory, custodial care and hospital,
mental health and drug and alcohol services for those at risk of homelessness.

Action called for: Discharge planning must consider whether someone has a safe and stable
place tolive. Data mustalso be collected on housing status at point of discharge and reported
on three monthslater, linked to the discharge plan.

Action called for: Governments must commit to removing any structural discrimination
barriers to accessing housing. Just asimportant is providing support to help vulnerable
residents to settle in, adjust and remain in their homes.

What action could we see nationally?: Our action:

+ Programs were initiated in the majorityof =~ « Ourview is thatnational measures of
states and territories. success mustinclude people having ensured

No evidence that governments have access to safe, stable and secure homes.

implemented or have plans to report « The Expert Reference Group’s framework
regularly on their existing COAG includes national targets and indicators in
commitment of ‘no exits thisarea.

into homelessness’.

No public evidence found on improved
discharge planning.

Some positive discrimination initiatives
seen, but not widespread.




Prevent and reduce
suicides, and support

How we see progress:

The Commissionis ENCOURAGED

those who attempt suicide ~ by the number and range of initiatives
through timely local
responses and reporting.

in this area, with more to be done

Action called for: Develop local, integrated and more timely suicide and at-risk reporting and
responses. Developing and rolling out well co-ordinated community-based, culturally
appropriate, early response systems and suicide prevention programs which promote
community safety, reach the most vulnerable, and using up-to-date information from the
‘first responders’ such as police officers, occupational health workers, ambulance officers and

mental health workers.

Action called for: Programs with a proven track record (which are evidence-based) must be
supported and implemented as a priority in regions and communities with the highest suicide
or attempted suicide rates —action needs commitment and a humane approach.

What action could we see nationally?:

+ Turning Point Alcohol and Drug Centre is
being funded to pilot a surveillance system
for overdose and suicidal behaviourin
Victoria, NSW, Queensland, ACT and
Tasmania. This uses ambulance call-out
data to distinguish patterns in suicides and
suicide attempts, including across sub-
populations or geographicregions.

This project could shed light on these issues,
help timely responses and contribute to
national reporting. Sharing of results would
help with policy and planning.

+ Several new initiatives started by states and
territories.

+ Mix of evidence-based programs
implemented, with others yetto be
evaluated. More work remains.

Our action:

« We have commissioned the Centre for

Research Excellence in Suicide Prevention to
undertake a 12-month project on people’s
experiences of suicide attempts. This will
startto gain a better insight to people’s
experiencesin thelead-up toand aftera
suicide attempt, and what helped and what
hindered.

« Ourview is that national measures of

success mustinclude reducing suicide rates
and the number of suicide attempts.

+ The proposed national targets and indicators

for mental health reform submitted to
governments by the Expert Reference Group
include addressing the national suicide rates
and suicide attempts. We expand on thisin
Recommendation 18 in this Report Card.
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e have held up a mirror and seen
that much good work is underway.
But we also see that we are getting
further behind each year.

Lives continue to be lost to suicide.

People continue to be discharged
to homelessness.

Crisis services continue to provide
the only option when prevention
and intervening early would be
better for everyone.
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Reporting back and looking forward

ng forward

We also heard that there
are opportune times for
intervention across all ages
and throughouta person’s
recovery journey.

This makes sense economically
and socially, where burdens
fromillness or consequent
disability are lifted from
individuals, families,
employers, schools

and communities.

We continued to hear that
services and agencies need to
work together for the person,
focused on the whole person,
working with the person and
their supporters; that families
want to be that—supportive
families, not care co-ordinators.

The themes of the
2013 Report Card

In 2013 the Commission
remains focused upon seizing
opportunities for people
living with amentalhealth
difficulty and their families
and supporterstoleada
contributinglife.

This year we investigate and
spotlight new issues for close
scrutiny and action.

Many people who have
experience of poor mental
health —which, afterall, is
half of the people we know
—have also encountered some
barrier toliving thelife they
would like.

We shine alight upon the lives
of the most disadvantaged
people in our communities.
This can be through economic
or social circumstances and
because of the impacts of their
mentalillness.

The highest barriers are often
faced by:

+ people with mentalillnessin
prisons and ex-prisoners

+ young peopleinjuvenile
justice systems

+ people struggling with
mentalillness and difficulties
with drug and alcohol use.

Discrimination justadds to
their exclusion.

Notintervening early cements
their disadvantage.
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The case for investing early

Promotion and prevention
must be priorities. They
make sense.

Impacts from mental health
difficulties faced by children
and young people are
substantial for them, their
families and society —in
under-achievementin
education, early contact with
the justice system and
future employment.

Promoting resilient, mentally
healthy communities, and
preventing people becoming
unwell or disconnected, are key
toinvesting early in families
and children.

A staggering fourteen per cent
of Australia’s children and
young people have a mental
health problem.* About fifty
per cent of mental health
problems emerge by the mid-
teens, and around 75 per cent
by age 25.%¢ Earlier onset is
associated with longer duration
of untreated illness, and poorer
lifetime health outcomes.*"3#

Only 25 per cent of young
people with mental health
problems receive treatment of
any kind —and only 15 per cent
of boys and young men. Young
people living with mental
illness are less likely than their
classmates to complete
secondary or tertiary
education.* Suicide is the
leading cause of death among
our young people.?

Itdoesn’t have to be this way.
We can work to lift this weight
from young people and

their families.

Thekeyisinvestmentin
prevention and intervening
early for new parents, all
families and young people.
There is substantial evidence
of what works bothin terms
of prevention and support —it
is simply a case of puttingitas
afirst priority.

The Commission called for this
in our first Report Card, and
again in 2013 we are calling our
new federal Government and
states and territories to commit
to the task.

This cannot be subject to the
short-termism of election
cycles. Itrequires sustained
vision and commitment. To fail
toinvestin children and young
people’s mental health isto
failthem.

To fail to invest across the
lifespanis to fail everyone.

We believe that timely
interventions must be available
when a person’s mental health
difficulty is emerging for the
firsttime or re-emerging
during the person’s
recoveryjourney.

All of the factors that canlead to
or deny a contributing life do
not exist or operate in isolation.
They are partof an everyday
life, and are affected by the
transitions and changes we
meet along the way:.



Our 2013 recommendations

2013
>commendations

In 2012 we made ten recommendations
for action. Since then 3.2 million
Australians have experienced a mental
health problem and at least another
2,200 people have died by suicide.

So these recommendations remain just
as valid this year as they were last year.
We re-state them here.

In 2013 we add a further eight for action.

We will re-visitall We want to see healthier
recommendations everyyear  people, fewer people
until we have evidence of institutionalised in our how these recommendations
changethatcanbeseeninthe prisons,lessdisadvantage were addressed by us, our
lives of people living with and stronger Aboriginaland governments and serviceand

Next year we hope we can
give apositive reportback on

mental health problems and Torres StraitIslander support providers.
their supporters. communities. We want our
young people tohavea

Ourrecommendations are
stepping stones towards a
vision thatall peoplein
Australia achieve the best
possible mental health
and wellbeing.

contributing future; families
to thrive; a society thatdoes
notdiscriminate on the
grounds of mentalillness,
race, disability or sexual
preference. We want strong
resilient mentally healthy
communities, schools

and workplaces.
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Recommendations

Recommendation 1:

Nothing about us, without us —there
must be a regular independent
survey of people’s experiences of
and access to all mental health
services to drive real improvement.

Action: The National Mental Health
Commission will undertake aregular
national survey of people with mental health
difficulties and their families and support
people. This survey will consider access to
services, as well as perceptions and
experiences. This will build on and
complement existing efforts and ensure that
people always have a voice and remain at the
centre of decision-making about all the

| services thatimpact on them.

Recommendation 2:

Increase access to timely and
appropriate mental health services
and support from 6-8 per cent

to 12 per cent of the

Australian population.

Action: All governments must agree and
meet the targetin the Fourth National Mental
Health Plan Measurement Strategy that12 per
cent of the population should be able to access
mental health servicesin a year. There must
be an agreement to this indicator with an
implementation plan and investment

strategy to achieve this.

Recommendation 3:

Reduce the use of involuntary
practices and work to eliminate
seclusion and restraint.

Action: Alljurisdictions must contribute toa
national data collection to provide
comparison across states and territories, with
public reporting on all involuntary
treatments, seclusions and restraints each
year from 2013. This information should be
reported at the service unitlevel.

Action: The National Mental Health
Commission will call for evidence of best
practice inreducing and eliminating
seclusion and restraint and help identify good
practice treatment approaches. We will do
this in partnership with the Mental Health
Commission of Canada and Australian
partners, including the Safety and Quality
Partnership Standing Committee, Disability
Discrimination Commissioner, Australian
Human Rights Commission and interested
state mental health commissions.
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Our 2013 recommendations

Recommendation 4:

All governments must set targets
and work together to reduce
early death and improve the
physical health of people with
mental illness.

—
Action: Enduring mentalillness mustbe
given the status of a chronic disease to give it

higher national focus and support.
L ——

Action: The physical health needs of people
with mental health problems need to be given
ahigher priority in all areas of health. The
initial focus must be on rapidly reducing
cardiovascular disease by reducing risk
factors such as smoking and poor diet, and by
increasing physical activity for people living
with mental health problems.

L —
Action: All government-funded mental
health related programs must also be
measured on how they support people to
achieve better physical health and longer
lives. Priority should be given to the financing
of multi-disciplinary primary care

(through GPs and other primary health

care organisations).

T ——
Action: All relevant services must give
priority to tracking of both the physical and
mental health needs of those with enduring

mentalillness.

Recommendation 5:

Include the mental health of
Aboriginal and Torres Strait
Islander peoples in ‘Closing the
Gap’ targets to reduce early deaths
and improve wellbeing.

L —
Action: Mental health mustbe included as an
additional targetin the COAG ‘Closing the
Gap’ program. This must be done through the
development and implementation of an
Aboriginal and Torres Strait Islander Mental
and Social and Emotional Wellbeing Plan to
commence in 2013. This must also address the
future findings of the Aboriginal and

Torres Strait Islander Suicide Prevention
Advisory Group.

S —
Action: Training and employment of
Aboriginal and Torres Strait Islander peoples
in mental health services mustincrease.

There must also be better support for
Aboriginal and Torres Strait Islander families.
There must be regular reporting on progress.
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Recommendation 6:
There must be the same national
commitment to safety and quality

of care for mental health services as

there is for general health services.

Action: All governments must agree that
there is the same emphasis on improving the
quality of care and reducing adverse events in
mental health services as applies to other
physical health services. Governments must
commit to implement nationally agreed and
mandatory service standards in mental
health services as they have for other health
services. The National Mental Health
Commission will work with the Australian
Commission on Safety and Quality in Health
Care toidentify what it takes to get proper
uptake of national mental health service
standards and make them mandatory.

Recommendation 7:

Invest in healthy families and
communities to increase resilience
and reduce the longer-term need
for crisis services.

Action: Increase enhanced and personalised
support for parenting through culturally
relevant forms of home based visiting (ante-
natal and in the first few years of life). These
must be provided at alocal or regional level.
There must also be active follow-up where a
family is under stress or experiencing tough
financial or social difficulties.

Recommendation 8:

Increase the levels of participation
of people with mental health
difficulties in employmentin
Australia to match best
international levels.

—
Action: The National Mental Health
Commission will pull together a taskforce
including industry, government and
community leaders, to actively promote
effective government and workplace
programs thatincrease the participation of
people with mental health difficulties in
employment. The Commission will partner
with key industry and community groups to
Call for Evidence and work together to
advance the adoption of good practice

| in Australia.

S —
Action: Employment support programs,
initiatives and benefits must be more flexible.
They must recognise that mentalillness
comes and goes — and what that means for
people and their families. Programs must
provide long-term support for the employee,
families and support people and the

employer, with appropriate incentives

and milestones.
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Our 2013 recommendations

Recommendation 9:

No-one should be discharged from

hospitals, custodial care, mental
health or drug and alcohol related
treatment services into

homelessness. Access to stable and

safe places to live must increase.

L ee——

Action: All governments implement and
reportregularly on the existing COAG
commitment of ‘no exits into homelessness’
from statutory, custodial care and hospital,
mental health and drug and alcohol services
for those atrisk of homelessness.

C—

Action: Discharge planning must consider
whether someone has a safe and stable place

tolive. Data must also be collected on housing

status at point of discharge and reported
on three months later, linked to the
discharge plan.

T —

Action: Governments must commit to
removing any structural discrimination
barriers to accessing housing. Justas
importantis providing support to help
vulnerable residents to settle in, adjustand
remain in their homes.

Recommendation 10:
Prevent and reduce suicides, and

support those who attempt suicide

through timely local responses
and reporting.

T e—

Action: Develop local, integrated and more
timely suicide and at-risk reporting and
responses. Developing and rolling out well
co-ordinated community-based, culturally
appropriate, early response systems and
suicide prevention programs which promote
community safety, reach the most
vulnerable, and using up-to-date
information from the ‘first responders’ such
as police officers, occupational health
workers, ambulance officers and mental

l health workers.

And in 2013 we add a further action...

Action: Programs with a proven track record
(which are evidence-based) must be
supported and implemented as a priority in
regions and communities with the highest
suicide or attempted suicide rates —action
needs commitment and a humane approach.
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Recommendations

Co-existing mental illness
and substance misuse

People who experience co-existing mental
health difficulties and substance misuse can

live contributing lives if they are able to access
appropriate services and support for both issues.
These people are too often discriminated against

and treated as though they are less worthy of help.

Their needs must be responded to in a
comprehensive, integrated way wherever they
present. Workers on the ground are often not
supported to work in this way. That may be
because of siloed structures, inadequate funding
or constraints on professional development

and supervision.

Recommendation 11:

People with co-existing mental
health difficulties and substance
use problems must be offered
appropriate and closely co-
ordinated assessment, response
and follow-up for their problems.

Action: We must have amechanism to test
compliance with ‘No Wrong Door’ practices
and ensure they do not exclude or
discriminate against people with co-existing
mental health and substance misuse
problems. The benchmark for this must come
from the experience of people affected by
these difficulties, their families and
supporters. Then we can start to measure
uptake of policies and impacts on

peoples’ experiences.

Action: The Commission calls for innovative
responses in this area that donot
discriminate against people with co-existing
difficulties — particularly around integrated
services, funding and policy. These must
embed appropriate assessment, treatment
and professional supervision and be
systematically evaluated. This will expand
our understanding about what works, and
help develop more effective models of
practice appropriate to different groups.

Action: Funding must facilitate these actions,

not create barriers to them.
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Our 2013 recommendations

Early intervention

We support early intervention and acknowledge
the significant recent investment in these
initiatives for young people. It is important that
these services are given enough time to bed in.
We need to build in robust evaluation with
outcome measures and accountability of these
services to young people and their families and
supporters. The concept of early intervention for
people at any age or stage of life should remain
a high priority.

Recommendation 12:

e —

Action: People using services, their families
and supporters must be engaged with
co-design, evaluation and monitoring of
early intervention initiatives.

L ————
L —

Action: Continuous practice improvement
must be driven by the findings of ongoing
independent rigorous evaluation and
appropriate accountability.

Peer workforce

Delivering recovery-focused services must involve
growing and properly supporting our peer
worRforce. Without exception, the peer workforce
includes both people with lived experience and
personal carers. To do this, we need clear
employment provisions and working conditions,
training opportunities, professional capabilities
and workforce development strategies, including
supervision and mentoring requirements. All must
be standardised nationally.

Recommendation 13:

——
Action: All governments and agencies must
work together and with suitably experienced
people with lived experience and their
families to agree and implement a
National Mental Health Peer Workforce
Development Framework.

—
Action: This framework mustidentify a
target and implementation strategy for the
employment of peer workers in all support
and treatment settings.

L m————
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T eee—

Action: The Certificate IV Peer Work training
materials developed by Community Mental
Health Australia must be rolled out nationally
when available.

Including families and
support people

People with lived experience of mental health
issues, either personally or as a support person,
tell us that the most important enabler to a
contributing life is strong and supportive
relationships and connections. However, what we
have heard is that families and support people,
when coming into contact with services, are too
often excluded and perceived as irrelevant.

Recommendation 14:

Action: Effective approaches to the
meaningful inclusion of families and
informal support people exist, and these
mustbe harnessed and incorporated into a
national practical guide.

Action: The Commission will use the
Contributing Life survey to assess compliance
with these principles. This will complement
the work being developed on the Consumer
and Carer Experience of Care tool.
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Our 2013 recommendations

Community understanding

While concerted efforts mean that Australians are
becoming more aware of and talking more about
mental health and suicide, the Commission
continues to hear about individual and systemic
discrimination and misunderstanding. In
particular, people living with certain illnesses,
such as psychoses, continue to face entrenched
discrimination, which only adds to

their marginalisation.

Recommendation 15;:

This should encourage positive and affirmative
action by every person, family, service, school,
workplace and community to help others to live
a contributing life. It must be centred on
community-level initiatives, and be targeted at
areas and groups most resistant to change and
where there is the most potential to bring about
improvement, consistent with the evidence.
———
Action: We will continue to work with others
to consider ways to end the vilification of
people with mentalillness.

——

Action: We need more targeted anti-
discrimination initiatives, beginning with
those who come into frequent contact with
people with mental health problems and their
families and support people, as well as those
among whom discrimination is the greatest.

Transitions through education

All transitions and changes can be challenging,
but particularly so for people living with mental
health problems. Our years in kindergarten,
school, vocational college, TAFE, apprenticeships
and university see some of life’s biggest transition
points. Our education and training systems know
this and support us through these. However,
people with mental health difficulties may need
additional support and more innovative
pathways so they keep connected.

Transitions and changes occurring in education
and training must not leave people with mental
illness behind, but rather create opportunities to
keep them engaged in education, employment or
training to live productive and contributing lives.
This is especially important for young people
living with mental illness, from disadvantaged
backgrounds, those who live in rural and

remote areas, and Aboriginal and Torres Strait
Islander peoples.
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Recommendation 16:

There are already many good examples of these
which must be recognised, valued and scaled
up. This is crucial to engaging people who are
disconnected and for whom ‘mainstream’
institutional structures form barriersto a
contributing life.
—————
Action: Australian governments must collect
data, and report nationally on the educational
participation of people experiencing mental
health difficulties. A target mustbe set to
reduce the numbers of those with mental
health problems falling into the “notin
education, employment or training” (NEET)
group, thus tracking our progress against that
of other countries.

The justice system and
mental health

The Commission knows of examples of contact
with the criminal justice system and diversion
schemes being an opportunity for people with a
mental health problem to start on the path to a
contributing life. All too often, however, this
contact is not only damaging to their mental
health but also to whole-of-life outcomes.

People who experience mental health problems
who are in contact with any part of the criminal
justice system and their families and support
people need approaches which support their
mental health needs and improve personal
outcomes, and which also reduce recidivism rates.

The Commission finds that there are strong
human rights, health and economic arguments to
address these failings. It is in the community’s
interest for the criminal justice system to respond
appropriately to mental health issues while a
person is in corrections services, to prepare them
to rejoin the community and to follow up with
them on their release. The criminal justice system
should not create or contribute to further mental
health problems, and must provide opportunities
for assessing and addressing mental health issues.
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Our 2013 recommendations

Recommendation 17:

These include:

« diversion services to create pathways for
people with mental health problems away
from prison and into support and treatment;

* justice reinvestment for Aboriginal and Torres
Strait Islander peoples and people with mental
health issues who are in contact with the
justice system; and

- arrangements that give better rights
protection, supported transitions and follow-
up for people with mental health issues in
custody, prison and forensic facilities when
they arereleased or discharged. These must
include step-down forensic services and
supported community accommodation.

—
Action: State and territory governments must
scale up diversion schemes, justice
reinvestment, and transition support.

e ———

—
Action: State and territory governments must
provide better mental health programs to
those who come into contact with the justice
system, so that people have their mental
health improved rather than diminished.

Suicide prevention

Itis unacceptable that at least 2,200 lives are lost
to suicide in Australia each year. Suicide affects
young people disproportionately and as a result
is a leading cause of healthy life years lost in our
country. It compounds and reflects existing
patterns of disadvantage in Australian society.

In addition, there were an estimated 65,300
suicide attempts in 2007 reported by the
Australian Bureau of Statistics. The biggest risk
factor for suicide is a previous suicide attempt.
We have limited understanding of what
people experience leading up to and after a
suicide attempt.

Aninternationally tried and tested way to focus
minds and encourage co-operation and action is
to introduce a national target for a reduction in the
suicide rate. The COAG Expert Reference Group on
mental health reform has proposed a reduction in
the national suicide rate by 10 per cent in four
years and 50 per cent in ten years.

The Commission supports this ambitious goal.

This Report Card shows how little we know about
what works to bring population suicide rates
down. Practical and detailed implementation
plans are required to realise this ambition.

To give further impetus to the implementation

of last year’s Recommendation 10, we recommend

that:

—

Action: Programs with a proven track record
(which are evidence-based) must be
supported and implemented as a priority in
regions and communities with the highest
suicide or attempted suicide rates —action
needs commitment and a humane approach.

Recommendation 18:
rmments must sign up to
ational targets to reduce suicide
and suicide attempts and make
a plan to reach them. These
targets must be based on
detailed modelling.

Action: This modelling must:

« incorporate the best current evidence from
Australia and proposals for small-scale
piloting of approaches with promising
evidence. It should identify where targeted
research is most needed;

+ identify proposals for how practical
collaboration can be fostered — as the basis
for a systemic approach to suicide
prevention. This applies not just across
government departments and between
federal and state governments. It also
means collaboration atalocal level between
providers of health, welfare, employment,
education, housing, legal and justice sectors,
and also between providers and users of
services and supports; and

+ determine priorities for investment. We
know little about the cost-effectiveness of
suicide prevention approaches, and we need
to start by undertaking robust evaluation of
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existing initiatives.

—
Action: Existing community-based suicide
bereavement support activities for families
and support people must be scaled up

and new ones encouraged — particularly

in Aboriginal and Torres Strait

Islander communities.

——
Action: Australia needs a national picture of
the contributing factors to suicide attempts,
starting with those most atrisk, so we can
work out sensitive responses to those groups,
marshal resources and, over time, measure
our success.

Itis vital to hear from those who have
survived a suicide attempt and from their
families and supporters about what helped
and what made things worse at the time. To
contribute to this effort, the Commission has
initiated a small study by the Centre for
Research Excellence in Suicide Prevention
into peoples’ experiencesleading up to and
following a suicide attempt.
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Our 2013 recommendations

)13 Report Card chapters

Thriving,

notjust surviving
One person, diverse needs:
living with a mentalillness
aswell as the challenges
from difficulties with
alcohol and druguse

Governments, community
agencies, and public and
private services mustdo away
with historical silos and
isolated approaches. We can
have a cycle thatleads
opportunity to another
opportunity, rather than
disadvantage leading to further
disadvantage. A stark example
of a stubbornly fragmented
approach is how we support
people with co-existing
mental health and substance
use problems. All too often, the
presence of one of those
challenges means exclusion
from services designed to
support the other.

Only seven per cent of people
with co-existing mental illness
and substance misuse have
received support for both
problems,*® yet studies have
shown that up to 70 per cent of
people presenting to mental
health or substance use
services can experience
bothissues.*

Strengthening community
understanding

If we see equal opportunity for
acontributing life asahuman
right, we can start torecognise
and remove the barriers to
accessing the building blocks
for such alife. This begins with
recognising and dismantling
entrenched institutional and
individual discrimination
through strengthening
community understanding.

Abouta quarter of the first
participants in a Commission
snapshot survey this year said
that social discrimination got
inthe way of them feeling
connected to family, friends,
culture or community."

Approaches that support
recovery, including early
intervention

Ifthe right supportis available
attherighttime, and everyone
knows aboutitand hasan
equal chance to accessit, the
vicious cycle of illness and
disadvantage canbe
interrupted or averted.

We focus on how this can
happen in the chapter about
early intervention.

Fourteen per cent of Australia’s
children and young people
have mental health problems.*
Young people with mental
illness are less likely than their
classmates to complete
secondary or tertiary
education.® Fifty-two per cent
of20-24 year olds with a
disability from a psychological
illness had not completed
Year12 or higher qualifications,
compared to 25 per cent of
people with other types of
disability,® and double the rate
of therest of their schoolmates
(16.5 per cent of their

age group).**
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Something
meaningful todo
Transitioning from
education toindependence

We all experience times of
change and transition. Ifa
young person begins to
experience difficulties with
their mental health, it’s vital
that they are supported to get
through periods of difficulty
—especially during transition
points. Welook at what is
needed to build strong
foundations for a contributing
life in education
toindependence.

Young people aged 15-24 years
whohave amentalillness and
completed up to Yeari1at
school, have lower rates of
engagementin work or study
than their classmates who did
nothave a mentalillness. For
this group of young people with
amentalillness, 55 per cent are
either in full- or part-time
employment or full- or part-
time studying, in contrast to 81
per cent of their classmates who
do not experience a mental
illness*

Feeling safe,
stable and secure
Thejustice system
and mental health

We know that people with
mentalillness are over-
represented in our prisons. We
know that people can turn their
lives around with the right
supports. It can be done. The
justice system and mental
health chapter talks about how
we cando this.

Nationally, one third of
prisoners with a mental health
condition have been in prison
five or more times, compared to
26 per cent of prisoners with no
condition.*

Preventing
suicide

What works in
suicide prevention?

Sometimes people can get
locked into a situation which
feelsimpossible and hopeless.
This can culminate in one of
65,300 suicide attempts* and
2,200 reported deaths from
suicide every yearin Australia.?
In our suicide prevention
chapter, we look at what we
know about what works to
prevent suicide and how we
can stop this tragedy
happening for any more people
and families.

Every year, suicide takes more
than twice as many livesin
Australia as trafficaccidents.?
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‘hriving,

not just surviving:

One person, diverse needs:

Living with a mental illness as well
as the challenges from difficulties
with alcohol and drug use

Lani, Queensland

I'was diagnosed with bipolar 2and ADHD in
2006. Iwas 24 then. After going through an
extreme manic episode, I knew I needed help.
And fast.

When Ilook back on the years preceding my
diagnosis, there were big warning signs
Iwasn’t well. From the age of 16, my head
suddenly began to operate independently
of what Iwanted it to do. I now understand
that was bipolar. Back then I thought it

was normal.

SoIbegan to self-medicate. A treatment plan I
devised myself; so dangerous to someone with
mental health issues.

Over the next eight years, I struggled with
alcohol and drug use. I couldn’tjust drink a
few drinks. I had to wipe myself out. For

that was my intention always. I didn’t want to
feel the hurt from depression and I wanted

to numb the confusion and anxiety

of hypomania.

The comedowns were horrifying but that brief
moment of escape made it seem worthwhile.

Watch Lani’s video at www.mentalhealthcommission.gov.au

Until I kept going down, down, down.

I'mnow on an extensive treatment plan that
includes medication, therapy, being mindful
and working with my amazing husband,
family and friends. I have two degrees, about
to start my Masters, a great job and am
leading a life I'm proud of.

I've found that doing the things I love helps
greatly. For me that includes writing, reading,
study, sport and music. I still have my down
days, my up days and my all over the shop
days. But doing the things I love regularly
keeps me excited, engaged, and looking to
the future.

I'have to confront my mental illness by
managing it every day. It doesn’t own me.
Icanownit. Ino longerjust want to survive.
Iwant to thrive.

Ichoose happiness. I choose health.
Ichooselife.

&
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ntroduction

The Commission recognises that the ability to live a contributing life is
hindered for many people who live with the combination of drug and
alcohol problems and mental illness.

The effects of experiencing
both problemsin tandem can
be devastating for people, their
families and supporters.
Peopleliving with this mix of
difficulties are discriminated
againstand are often judged
and marginalised from
services and the community.

They will have major
challenges in their life and the
social and health impacts of
both problems are huge. People
will most often start to use
substances in adolescence,*®
atime which is usually for
forming identity, establishing
relationships and

completing education.

People with mental illness and
substance use disorder will
have their life expectancy
reduced by up to 30 years®

and are twice as likely to smoke
as the general population®.
Although they have ahigh
need for both physical and

mental health support they will
bereluctanttowalkintoa
health service and ask for help.

People with this combination
of problems will also be

more likely to experience
suicidal thoughts.®

Thisis atragedy.

The Commission wants to
emphasise that substance use
disorder is anillness —like
cancer or heart disease. People
with thisillness should have
the same human rights and
should have the same access to
appropriate health care and
treatment as people who have
physical health problems.

We have heard that thisis not
the case.

People with this mix of
problems and their families
and supporters will knock on
many doors for help. They
might ask for a safe place to

sleep or help with money, for
help with addiction orlegal
advice. Itis essential that every
door which isknocked onisa
door which canlead to theright
pathway to support, care

and treatment.

Wehave heard that thereis
oftennothing behind the
door from people and

their families.

In this chapter we will shine
alight on the challenges faced
by people who experience
co-existing mental health and
drug and alcohol use. We will
look beyond policy and
research, where much progress
hasalready been made,
towards the call for
development of new models of
care where much potential can
berealised to change lives.
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WNhatwe know

We know that in a year, almost 340,000 Australians
will have both mental illness and a substance use dis6tder.*

For many people, challenges
at school, early exposure to
druguse, difficult family
relationships, alack of
community cohesion and
poverty can lead to problems
with drugs and alcohol.>"*

We know thatalarge number
of people who have a mental
illness will use substances at
some stage, and vice versa.
Thismay notbe atalevel that
is problematic or needs a

specialistalcohol and drug
service.® Many will have their
needs met from local supports
whether it be amental health or
drug and alcohol service, or by
their GP.

Here we focus on people living
with a mentalillness who are
most significantly affected by
substance use. We use the term
‘substance use disorder’ to
describe theirillness.

We know that misuse of
different drugs affects peoplein
different ways and has
variable health and social
impacts. For example, people
who have mental health issues
and a substance use disorder
are twice as likely tobe
homeless as those who had
one of these problems, and
twice as likely to have been in
prison or a correction facility
(refer Figure 1).

Figure 1: Percentage of people who have ever been homeless or in a correctional facility,

by mental health status

No mental disorder

All mental disorders*

Substance use disorder only

Co-existing substance use disorder
and other mental disorder

) 2 4 6 8

10 12 14 16 18

per cent

. Has been homeless

. Has been in a jail or correctional facility

*Includes people with a substance use disorder

Source: 2007 National Survey of Mental Health and Wellbeing
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Figure 2: Drug use by people living with a psychotic illness compared with the

general population

FOEDED
FOEDEDED

Our emergency services are heavily impacted by alcohol and
drug misuse. Recent data from the Victorian Ambulance Service
shows that of 5,993 callouts to people with depression between
June 2012 and May 2013, alcohol was involved in 29 per cent,
with drug use being present in 38 per cent.”*

per cent
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Male

Female

Psychosis

. Lifetime alcohol abuse/dependence

. Current tobacco smoking

The range of effects of different

For people with psychosis,

+ Thereis a strong association

drugs and the impacts on theirlives are more likely to betweenmethamphetamine
people and communities be affected by problematic (“Ice” or “crystal meth”) use
needs to be recognised substance use across their and psychosis, with some
and understood: lifetime in comparison to studies showing that the

+ People with amentalillness
are twice as likely to smoke.*
Nicotine addiction is often
overlooked when talking
about co-existing mental
illness and substance use
disorder, but remains a major
cause of death and illnessin
Australia, with people living
with amentalillness
smoking at higherrates
compared to the

general community.*

people without psychosis.*
Figure 2 shows the
disproportionate use of
alcohol, drugs and nicotine
by people living with
psychosis compared to the
general population.

Long-term cannabis use is
common in people
experiencing mentalillness,
in particular for those with
psychosis.® Prolonged use
has been associated with
psychotic symptoms.®

prevalence of psychosisin
methamphetamine usersis
11times higherthaninthe
general population.”’

There is an association
between completed suicide
and alcohol consumption®.

We know thatin Aboriginal
and Torres StraitIslander
communities, alarge
proportion of people refrain
from drinking but those who
dodrink often do soathigh
risklevels.® Indigenous men
die from alcohol-related
causesataratenine

times higher than
non-Indigenous men.*°
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Male
General population

Female

. Lifetime cannabis/other drug abuse/dependence

Sources: 2007 National Survey of Mental Health and Wellbeing and 2010 National Psychosis Survey

We know that excessive
alcohol consumption is
associated with physical
health problems such as

cardiovascular disease, liver
disease and diabetes.

We know advances have been
made inresearch about
treatment approaches for
co-existing conditions and

we recognise that many
services promote a principle of
shared care or ‘nowrong

door approach’.

But we hear this has made little
difference to the lives of people

and their families. Of great

concern, is that despite the high

health needs of these people,

we know that use of health care
services is no greater by people

with co-existing disorders
than those wholive with a
mentalillness alone.

Despite isolated examples of

good practice, estimates show

that only seven per cent of
people with a co-existing
mentalillness and substance
use disorder will receive

treatment for both problems.*°

We know that delay and
reluctance to seek treatment
places great stress on families
and support people —as does
the reliance on them to
navigate a fragmented system.
As aresult, families and
support people often
experience financial hardship,
compromised emotional

and physical health, risks

to personal safety and

family conflict.®
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Nhatthe evidence
shows is good practice

The National Co-morbidity Project has made
great strides in identifying good practice.

Clinical treatment guidelines
have also been developed,
including those on the
management of co-existing
alcohol and other drug and
mental health conditions.®

Despite the advancesin
research, thereis
comparatively little evidence
of true integration of care
occurring at the coal face.®

We know that the problems
that people face with
co-existing mentalillness and
substance use disorder are far
reaching. There is often no
quick fix. For this reason, the
most promising practices are
those which address a person’s
whole-of-life needs
concurrently, rather than
addressing one atatime.

This means working with the
person; meeting them where
they are, for example,
providing assertive outreach to
people who are homeless, or
addressing their needs within
the service where they first
seek help. When a person
arrives ata service, a thorough
assessment of the substance
use should precede

any treatment.

This should look at the impact
of the substance use on the
person’s relationships, work,
leisure, accommodation,
physical health and harm.
Consideration should be given
to the person’s motivation and
preference for what they think
should be the next step in their
recovery journey.®

“I would make it so that people

don’t have to all fit into a box (in
terms of their mental illness). As
[ think there are a lot of areas in

between that aren’t catered for.”"

Good practice means an
endtoleavingitto people
and their supporters to
take responsibility for
co-ordinating different
elements of care.

It means meeting peoples’
needsinthe firstinstance and
stopping the revolving door.

Anumber of therapeutic
communities, such as We Help
Ourselves®, Odyssey House®®
and Ted Noffs’ PALM program,®’
although setup and funded
primarily to assist people with
drug and alcohol addiction, do
notdiscriminate against those
with co-existing difficulties
and will arrange concurrent
treatment as part of the
person’s care.

Lyndon Community in
Orange, New South Wales
shows promising practice

and the integration of physical
and mental health wellbeing
programs, drug and alcohol
treatment and principles of
mental health recoveryinthe
one place.®® We know that there
are other organisations
providing flexible and
integrated care to improve
access to treatment for people
with co-existing conditions,
and itis more of these
approaches that are needed.

Good practiceis
also about timely
interventions.

Early intervention can change
the life trajectories of many
people with co-existing mental
illness and substance use
disorder, particularly for young
people and people from
disadvantaged backgrounds.
Evidence suggests that three-
quarters of adult mental health
and substance use disorders
begin by the time people arein
their mid-twenties.* This
suggests that practices that
involve a broad range of
supports for young people —
from schools, their GP, as well
as specialist services —all

have arole.
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spotlightissue
‘No wrong door — or is

there nothing behind it?’

For people living with co-existing mental illness and
substance use disorder, navigating daily life is challenging
enough without having to put up with encountering support
services which don’t communicate with each other.

This means people have to
repeat their story again
and again and only one
aspect of theirillnesses
are dealt with. They face
different eligibility
criteria, referral systems
and paperwork.

A ‘nowrong door’
approach underpins
Australian health policy
for services supporting
those with co-existing
problems. In practice, this
means that every doorin
the public support service
system should be the right
door with arange of
services being accessible
to everyone from multiple
points of entry. This
commits all services to
respond to the individual’s
needs through either
providing direct services

for both their mental
health and drug and
alcohol problems or
linkage and case co-
ordination, rather than
sending a person from
one agency to another.

However, we continue to
hear about separate
systems, with workers not
having sufficient time or
resources to do further
work beyond only the
assessment of co-existing
mentalillness and
substance use disorder.*°
Nonetheless, itis widely
recognised that working
with people with co-
existing disorders is core
business of both drug and
alcohol and mental health
services, and this should
be the expectation rather
than the exception.*

We are not talking about
small numbers. One in ten
people with a mental
health disorder have a
co-existing substance use
disorder.*Itis
incomprehensible that
services and supports
may operate without this
dual perspective.

There are a number of
options thatembody the
‘nowrong door’ ethos and
have the potential to
change outcomes.
Integrated care does not
necessarily mean
integrated funding ora
specialist service.

“Reduce the form-filling and referral
run-around. Reduce the emails and
phone calls. Reduce the red tape.
Reduce the intrusive questions from
the next professional and the next
professional, when you have done it
all before over and over again.”"

Some potential models are:

» Nominating aliaison

person to work between
drug and alcohol services
and mental health services
to develop clear pathways
inlocal areas. This can
nurture improved
communications, referral
protocols and joint
approaches.

+ Augmenting mental

health teamswith a
specialist drug and alcohol

worker who is still able to
access professional
support in their original
discipline and is able to
retain their skills and
expertise, and vice versa.
Itisimportant that this
worker does not become a
case manager, butis
used for up-skilling
colleagues and for
specialist interventions.

+ Creating a specialist

integrated team with

professionals and
leadership across
both disciplines.*

Arecent study looked at

17 Australian ‘co-morbidity
services’ considered to
represent good practice. This
found that whichever model
isused, itis vital that thereis
flexibility in the way support
is provided to each person
because of the complexity
ofthis set of needs.*
Supporting a brother
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supporting a brother

What it means for Kristine, New South Wales

My brother was a son, a husband, a father, a grandfather, and a pastor.
This story is about how his life ended tragically after many, many years
of service providers passing the buck and not assisting him for both his

mental illness and his alcohol use.

There were numerous occasions when he was
admitted to hospital with physical injuries. Each
time he was admitted we tried to get help for his
mental health as well, but he was discharged on
his word. He presented with the smell of alcohol on
his clothes and was labelled a ‘drunk’.

One day he attended court to answer a drink
driving charge. He was drunk. The judge said he
did not know what to do with him and decided to
send him to prison. After prison he went to rehab
to treat his alcohol abuse.

He passed out at the Rehab Centre and by the
time the ambulance arrived he had recovered
consciousness. The rehab would not allow him
back if he was put on medication for his
mental health.

When he arrived at the hospital the staff assessed
him and asked him if he was a threat to himself.
Hesaid ‘no’ so they waited for a doctor.

He wanted to call his wife, using their phone
because he had not brought any money with him
fromrehab, but they refused.

My brother had issues with alcohol his whole life
and because of this he was denied services which
could have helped him with his mental illness. He
took his own life while at the hospital because he
couldn’t get the help he needed.

Ibelieve service providers need to treat mental
illness, physical health and drug and alcohol use
together. Not separately.

@ Watch Kristine’s video at www.mentalhealthcommission.gov.au
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Nhatwedon’t know

Where we need more evidence
and to shine a light

Itis clear that there is a close and often complex relationship between
mental illness and substance misuse. The nature of the relationship and
the pathways to mental illness from drug use is not clearly understood;
however, Australia has made advances in this area of research. Some
common theories are as follows:

The first theoryis that mental
health problems contribute to
problems with alcohol and
other drugs. For example,
alcohol can be used torelieve
feelings of anxiety priortoa
social occasion. Over time, the
alcohol becomes relied upon
and problems can develop.

The relationship may also work
inthe other direction. An
accumulation ofloss, exposure
totrauma and difficult
circumstances due to
prolonged alcohol and drug use
may contribute to the
development of depression and
Post Traumatic Stress Disorder
(PTSD) in particular. Research
has shown that acute alcohol

useis associated with suicide.*®
Alcohol dependence has also
been shown to be associated
with suicidal behaviour.®®

The third explanation is that
both mentalillness and
substance use problems
arise from the same
environmental factors and
from genetic sources.

Studies examining the relative
influence of these three
theories tend to support the
third explanation most
strongly. It may well be that the
role of different pathways is
variable between people and
between specific combinations
of disorders.

More studies are needed to
develop treatments for specific
combinations of different
disorders. The approach for
co-existing schizophrenia and
cannabis use will differ from
that for co-existing PTSD and
alcohol use disorder. In most
treatment studies, people with
multiple disorders tend to be
excluded asitisrecognised that
poor outcomes are more likely
where disorders co-exist.
Integrated treatments for PTSD
and substance use disorders
have been developed and
trialled with a number of
concurrent treatment
approaches showing promise.*!

Progressinresearch into
co-existing mentalillness and
substance use disorder are yet
toflow into practice. Many
misconceptions still persist,
such as that the treatment of
the primary disorder may
resolve the secondary disorder;
there can be areluctance of
professionals to treat both
issues atthe same time.®*

We need more evidence as to
whattypes of services and
interventions could best meet
the needs of this group of
Australians and at what pointa
person with both problems
would require help from a
specialist service.

Many people who require help
with substance misuse can
experience symptoms of
depression or anxiety. They
may not need specialist
support for both issues.
Integrating services therefore
requires furtherresearchand a
clear definition of who would
be eligible for and in need of
such services.

More work is needed on how
different professions work
togetherin anintegrated team,
while respecting the others’
specialist experience, and
ensuring adequate access

to professional development
and supervision.

We know that a few integrated
models internationally exist to
provide services to people with
co-existing mentalillness and
substance use disorder, yet
their long-term effectiveness
and appropriateness for use in
Australia has not been tested.

We do notknow if current
programs are meeting the
needs of Aboriginal and Torres
StraitIslander peoples, CALD
populations and LGBTI
communities or whether
integration on its own would
respond to the needs of these
diverse populations. Further
exploration of mental health
literacy in diverse populations
isneeded to ensure culturally
appropriate service planning.
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Helping people with drug
and alcohol problems to thrive

What it means for Rod, New South Wales

Iwork at The Lyndon Community where we
provide alcohol and other drug treatment in both
residential and non-residential programs. We've
been doing this for over 30 years and have a range
of services, including withdrawal, rehabilitation
and outreach.

We see a lot of people with co-existing mental
health and drug and alcohol problems.
Sometimes it’s difficult to work out the root cause
of a person’s suffering.

People are complicated. There is no rule that says
they can have just one problem. Labels do not
help people unless they are correct and the person
themselves sees the benefit in being diagnosed.
It’s also vital that they have an effective
management plan that will help them achieve
positive outcomes for the future.

As an Addiction Medical Specialist at The Lyndon
Community for the past 12 years, I've come to
believe that professionals really need to work in a
holistic manner to ensure service delivery is not
fragmented for those in need.

I've seen many positive changes in the mental
health sector over the years. Evidence-based
practice has improved significantly along with
better staff education, enhanced liaison with
professionals including social workers and
psychologists, and improved staff education at all
levels starting from those on the ground.

Better integration of mental health concerns into
the drug and alcohol services has made a huge
difference too. There’s also more awareness of
latest research into how drugs and alcohol can
potentially affect clients dealing with mental
health issues.

Working at The Lyndon Community gives me
hope for the future. I believe there is a real positive
in up-skilling our staff in current research and
education, which leads to improved help for our
clients. I also believe the flexibility we have as an
NGO s excellent. It places us in a unique position
to be able to work with individuals on a needs
basis. This has seen us engage with smaller
populations of people who don’t access
mainstream services.

@ Watch Rod’s video at www.mentalhealthcommission.gov.au
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Where the Commission is looking
for continuous improvement

We have basic information about the prevalence of co-existing
mental illness and substance use disorder in Australia.

Part of the problem is thatin
research, people are often
asked ifthey experience any
mental health, alcohol and/or
druguse problemsinasingle
question. This makes it
impossible to identify people
with co-existing mental illness
and substance misuse. The
Commission calls for
development of such data

as abasicrequirement for
service development and
improved integration.

We know that primary care is
often the first point of contact
for many people with
co-existing mental health
difficulties and substance
misuse problems, with
estimates showing that around
two people perdayinan
average General Practice are
presenting with co-existing
mentalillness and drug use.*®

Thisis a significant
opportunity, and
improvements could be made
to better support GPs to identify
issues early and deliver or refer
people to supports.

Good case management,
appropriate clinical
supervision and access to
expertise in dealing with both
mental health difficulties and
substance misuse problems
can help support services to
identify and meet the needs of
those affected. The
Commission looks for
advancementin this area

as well as the testing of

new support models and
innovative practise to provide
integrated care.

We need greater recognition of
co-existing mental illness and
substance use problems
experienced by peoplein
contact with the criminal
justice system. More insightis
being gained into the mental
health and wellbeing of
prisoners with the National
Prisoner Health Surveys.™

Unfortunately, the data

collection tool does not as
yet allow for identification
of co-existing conditions.

Anintegrated treatment
approach while in prison and
subsequent co-ordinated
health and social services on
release from prison could not
only reduce the impact of their
illnesses on the person butalso
has the potential to reduce
re-offending. Diversion of
people to programs such as the
New South Wales Drug Court,
have been effective in reducing
recidivism.” The Commission
welcomes more innovation
and development in this area.

People with mentalillness and
co-existing substance use
problems are heavy users of a
number of public services such
as housing, Centrelink and
primary health care. Using
multiple support services
requires repeated form-filling
to provide the same
information to every service.
We would welcome solutions
to these burdens for people
who are often living in chaos.
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Although research has advanced and a
number of services in Australia show
promising practice, it is relatively hard to find
truly integrated care models that consider the
whole person and their full range of needs.
Further exploration and implementation of
flexible models to suit the demands of specific
communities is vital.

The Commission looks for urgent and rapid
improvement in this area, given the
unacceptably poor health and social outcomes
for people who experience mental illness and
substance use disorder, and their families.
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1taining
nections with
family, friends,
community and culture:

Strengthening community understanding

Jack, Victoria

The seeds of mental illness were planted when
Ifirst started school. I couldn’t talk properly
and Iwas overweight. I felt pretty inadequate,
was very shy, and had poor self-esteem. So
kids laughed at me and teased me.

Inmy 20s I'was involved in the local football
club. Iwas out late drinking then early the next
morning I would get up to do the milking on
the farm. Something was bound to give and it
did. Iwas admitted to a psychiatric institution.

Dad was a great support when I was unwell.
He called my friends and told them what had
happened. These conversations removed a lot
of the stigma of mental illness. They were on
board with being my support network
straight away.

When Ireturned home from the psychiatric
facility I had lots of side-effects from the
medication which prevented me running the
farm. Dad came out of retirement to help out.
Iwould milk with Dad’s help in the early
mornings and evenings and then sleep during
the day. Even though I resented the early
morning milking at the time, it was a good
thing to have a routine. Today, I have been
lucky enough to keep the family farm.

My wife thought it was a good idea to tell my
story. Now I talk about mental illness and
stigma with Year g students. One of the key
messages I tell the Rids is ‘say positive things,
don’t tell them what they have done wrong’.
Iwantto let people know that mental illness is
not the end of the world.

Life is like a game of football. Sometimes life is
going pretty good and you are winning by 10
points. But sometimes you lose by 5 or 6 points
and you feel pretty helpless and you wonder
what went wrong. You can analyse the game,
work out what happened and not make the
same mistakes.

This is like my life. Although I have had some
bad things happen, in the long run my life has
been a blessing.

And soitis with your life.

@ WatchJack’s video at www.mentalhealthcommission.gov.au
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yduction

The way that we as a community often shun people who live with a
mental health difficulty”™ erodes their quality of life. Everyone has the
right to be treated without discrimination, but for people experiencing
mentalillness, being ignored, talked down to, or treated ‘differently’

is alived reality in everyday interactions.”

Ending discrimination about
mentalillness starts with
individuals, families, schools,
workplaces and communities.

Strengthening community
understanding helps build
peoples’ capacity to identify
and better understand the early
signs of mental distress. But
understanding is not enough
by itself—it must be used to
help improve lives on an
everyday basis. It must be
used to help us change our
behaviour from a tendency
to withdraw and ignore
towards a tendency to reach
outand support.

We can provide inclusive
environments where people
with a mental health difficulty
and their families will feel
more confident about not
encountering discrimination
—andto callit when they do—
and so access the services and
supports they need.

Communities that are diverse
are stronger when people have
anunderstanding of each
other.™ Strong communities
contribute to our wellbeing.
These benefits are undermined
when we feel excluded from
participating and when there is
little acceptance of diversity.
Alltoo often people

with mental health

difficulties experience

this, and frequently raise
stigmatising attitudes as

their greatest concern."

This experience of stigma

and discrimination also

affects their families and
support people.

This chapter will focus upon
how our understanding of
mental health issues affects
how we treat or discriminate
against peopleliving witha
mental health difficulty and
their family or support people.
It willlook at how well our
communities understand

mental health, and what the
consequences of poor
understanding are forusasa
community and for the lived
experiences of people with a
mental health difficulty tolead
a contributing life.

Under the Australian Disability
Discrimination Act1992,
discrimination is defined as the
treatment of (or proposal to
treat) another person less
favourably on the basis of their
disability when compared to
other people. This can be
intended or unintended, and
this law applies to how ‘people
with a psychiatric disability’
are treated as well as their
families and support people.”

We willlook closely at
discrimination at the broader
community and institutional
scale, as well at the micro-scale
ofindividual interactions.
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twe know

In justabout every sphere of life — making friends, living next door to or
working closely with someone, falling in love —we know entrenched
discriminatory attitudes exist. Too many of us still hold discriminatory
and prejudiced views about mental illness and towards people who live
with schizophrenia.® ™

The 2011 National Survey of
Mental Health Literacy and
Stigma™ found that:

+ justunder half (45.1 per cent)
of people surveyed indicated
they would not want a person
with schizophrenia

+ between 32.6 per centand
48.6 per cent of people would
avoid someone with a mental
health difficulty — from
avoiding people with Post
Traumatic Stress Disorder
(PTSD) to those with chronic

employ someone
with depression.

Itisunacceptable that people
who live with the most
disabling mentalillness also
face the most discrimination
and misunderstanding, as

A . . schizophrenia; .
marrying into their family Figure 3 shows.
and around a quarter (28.2 + 37per cent of people would
per cent) would not want not employ a person with

someone with depression
marrying into their family;

chronic schizophrenia and
23.4 per cent would not

Figure 3: Attitudes to employing someone with varying mental health disorders
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Source:
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Depression Depression Early Chronic Social PTSD
with suicidal schlzophrema schizophrenia phobia
thoughts

Perceptions that others

would not employ the person . I would not employ the person

Reavley, N.J., Jorm, A.F. (2011) National Survey of Mental Health Literacy and Stigma.
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Attitudes to socialising have
not shifted over the last eight
years, as shown in Figure 4.

We know that such
discrimination can play outin
the small and daily interactions
between people. These micro-
inequities, where minor
instances of discrimination or
inequality are experienced
repeatedly, build up to
compound a person’s
experience of discrimination.”
These experiences can even be
felt coming from those who are
supposed to be providing help.”

elelelele

L

This surely contributes to the fact that
65 per cent of the estimated 3.2 million
Australians who have experienced
amental health problem in the past

12 months have not sought help.*’

In one survey, 61.4 per cent
of carers reported feeling
thatthe health
professionals treating the
person they supported did
notreally understand what
itmeant to have amental
illness, while 31.3 per cent
had seen the person they
cared for shunned by
health professionals when
itwasrevealed theyhad a
mentalillness.”

National and international
research shows that
discriminatory behaviours
compound self-stigma,
discouraging people from
participating fully in
treatment, with negative
impacts upon their
recovery and health.™
They also withdraw from
daily activities.>

Figure 4: Reported desire to keep a social distance from people with selected mental illnesses
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Theearly findings of the
Commission’s own pilot online
survey found that 23.3 per cent
of respondents said that social
discrimination ‘gotin the way’
ofthem feeling connected to
family, friends, culture or
community."

We also know that
discrimination associated
with mentalillness extends
tofamilies™ and can affect
their own behaviour.®
Misunderstandings ofa
family’s role or responsibility
canlead to negative attitudes
from health professionals
which make family members
feel discounted orignored,®
and can inform how people
outside the family react.®

In one survey of support people:

10.6 per cent

of support people reported being treated often or very
often as “less competent” by others when they
learned they were a mental health carer

30 percent

avoided telling people outside their immediate circles
that they were a mental health carer

About 60 per cent

of respondents had experienced negative, hurtful
and offensive attitudes from the public.”®

Discrimination and bullying
—for example at work, or
because of sexual orientation
orrace — contribute to poor
mental health . We know that
young people who are bullied
are at-risk of higher rates of
poor mental and physical
health and suicidal behaviour,
which can carry over into
adulthood.® In Queensland, of
63 youth suicides in 2011/12, at
least three were directly
attributable to bullying.®

We know that the Australian
media continues to play a
powerful and influentialrole
in shaping and changing
attitudes through

informed reporting.8-%

41



Maintaining connections with family, friends, community and culture

ience of discrimination among
riginal and Torres Strait
slander peoples

Experience of discrimination

is culturally variable

Social and emotional wellbeing and the impacts of racism

Aboriginal and Torres Strait
Islander peoples describe their
mental health ashavinga
foundation of ‘social and
emotional wellbeing’
originating in a network of
relationshipsincluding those
between the individual and
their community traditional
lands, family and kin,
ancestors and the spiritual
dimension of existence.” Life

isunderstood in holistic terms:

with the health of individuals
and communities evident not
simply by the absence of
disease butlinked to their
‘control over their physical
environment, of dignity, of
community self-esteem, and
ofjustice.””' Respect for
Aboriginal and Torres Strait
Islander rights is fundamental
to social and emotional
wellbeing: racism and
discrimination are associated
with negative physical and
mental health impacts.*

The approach of ‘social and
emotional wellbeing’ provides
aless stigmatising description
of mental health than the
western culture’s views, based
as they are on formal
psychiatric/medical
definitions and concepts.

For Aboriginal and Torres Strait
Islander peoples living with a
mental health condition, a
‘matrix of discrimination’
(reflecting compounding and
cumulative experiences of
racial discrimination and
stigmatising attitudes towards
their mental health condition)

can be particularly challenging.

In practice, itmay notbe
possible for such a person to
identify precisely why they
have been discriminated
against, in any given situation.

Likewise, it will not be
necessarily possible to
separate out the existence of a
mental health condition from
the experience of racial

discrimination. Almost
without exception,
international studies find
thatracism andracial
discrimination are associated
with poorer mental health
status®**—findings echoed in
the eight studies on the impact
ofracism on Aboriginal and
Torres Strait Islander peoples
that have occurred to date.>1%

When discussing the stigma
faced by Aboriginal and Torres
StraitIslander peoples with
mental health conditions,
itisimportant that forms of
discrimination are not viewed
inisolation and that any effort
to address stigma on the
grounds of mental health
acknowledges and
incorporates Aboriginal

and Torres Strait Islander
people’slived experience

of racial discrimination.

> of discrimination among
'y and Linguistically
» (CALD) communities

Cultural attitudes and understanding

The diversity of peoples’
beliefs, understanding and
response to mentalillnessis
shaped by their cultural
heritage and experience.
While arefugee’s mental
health may be affected by their
experience of traumain
reaching Australia, their
understanding of ‘mental
health’ and that of their family
and community will also
reflect their heritage.’® There
is abroad diversity of
understanding regarding the
causes, expression and
outlook for differentillnesses.
The Western model of mental
ill-health is often felt to be
inappropriate by many people
and does not speak to their
experience, which may be
influenced by a combination
of social, religious, biological,
psychological and

cultural explanations.!®*

There is some evidence that
there can be high levels of
stigmatising attitudes in some
CALD communities, as there
canbeinall communities.
Some understandings of
mentalillness dolinkit to
shame, humiliation and ‘loss
of face’. People from these
diverse communities may
have a different experience of
mentalillness,'® be less likely
to disclose symptoms, more
likely to express distressin the
form of physical symptoms,*°¢
and less likely to seek
treatment which they may feel
is inappropriate.!’

Thisis compounded by
limited availability of
inclusive services which can
provide culturally sensitive
interventions, services and
interpreters.'® Young refugees,
adolescentsin particular, are
more likely to seek help from
friends than from
professionals because of
stigma associated with mental
health problems. A study of
West African women living

in Western Australia showed
their feelings of shame or fear
ofbeingjudged by others
hindered their willingness to
access health care services.!%®
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ting cultural understanding

What it means for Antonia, New South Wales

As a Greek mother caring for two adult children, sharing my story
as I tried to reach out for assistance and support has led to an
ongoing process of healing and enlightenment, not just for me,
but for other members of my community.

It’s been 26 years now since my daughter’s mental
illness was first diagnosed. It was like hell and it
didn’t get any better when my son’s mental illness
was diagnosed a few years later. Allmy time and
energy was taken up for them — organising help,
negotiating with treatment services, getting them
support ... or trying to. Even when I succeeded
getting some help for them, the impact of the
stigma and the chaotic lifestyle left our family
struggling to survive. It never occurred to us that
we deserved some help too.

I'became involved with a Greek Carers’ Support
Group. Iwas frightened and anxious because of
how I' had been treated by other members of my
community in the past.

People who Iwent to for support began to ask me
to share my experiences more widely and I began
to have requests from various groups to talk about
my experiences.

The more my stories were heard the more
opportunities there were. I am currently leading
five Greek Carers Support Groups and I was
awarded the NSW Carer of the Year Award in 2011.

Reaching out to others not only meets my needs
but empowers you to help others to meet theirs.
The more opportunities we take to share those
painful episodes of our lives, the more we are
empowered, and the more other people will feel
encouraged to add their chapter to the story and
gain their portion of healing.

@ Watch Antonia’s video at www.mentalhealthcommission.gov.au
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atthe evidence
ows is good practice

The evidence we have is inconsistent in quality
and therefore in the reliability of conclusions drawn.

However, national and This is where Mental Health mental health crisis. There is
international studies suggest First Aid (MHFA), atraining also a course for adults working
thatlonger term anti-stigma course based on person-to- orliving with adolescents.

and discriminationinitiatives  person mental health s .

have more success in education, has been effective in With 1'ts evidence of

reducing the experience of improving mental health effectiveness . “
discrimination by peopleliving literacy and reducing stigma all suppprted by h1'gh

with amental health difficulty  over the world. MHFA was quality evaluations

and global uptake, thisisan
example of international best
practice. For example, it has
been found to be effective

in workplaces and with

CALD communities.™

than short-terminitiatives.”  developed in Australiain
2001"° and teaches people

(18 years and over) how to
provide initial support to adults
who are developing a mental
illness or experiencing a

The main focus of investment
in Australia since 1992 has been
on broad mental health
education and community
understanding programs. Such
programs may be successful for
many people and have
increased overall mental health
literacy, but more targeted
programs are needed for people

with people negotiating their gender,
ity and/or intersex status and have

who come into frequent contact veloped education and training programs
with people with mental health aimed to provide clear messages about stigma
problems, such as health and discrimination, and the impact these have
professionals, police and on a person’s sense of wellbeing.”

workers in the justice system.
Susan Ditter, Working It Out Tasmania
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Only arelatively small number
of initiatives have been
evaluated. Evaluations

of effective programs for
Aboriginal and Torres Strait
Islander peoples, as well as
people from CALD
communities, is complicated
by the differencesin
understanding of mental
illness between cultures and
in the social acceptability of
reporting symptoms.'°*

And again, there may be
good practice models in
operation, but these have not
been evaluated.

Policies for reducing bullying
have been developed for
schools and workplaces.
Identifying where good

practice lies may be in bringing
together key elements —having

involved adults at school, open
discussion with established
boundaries on acceptable
behaviours, having leadership,
clear bullying policies and

expectations for behaviour that

are implemented."?

lic awareness of mental
health needs to increase. At the
moment I feel like it is a taboo
subject in the community and
it needs to be able to be talked
about more.’
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atwedon’tknow

lere we need more evidence,
and to shine a light

Mental health promotion and awareness programs have been

rolled out across our country. Spending by states and territories on
these programs alone came to $16.4 million in 2010-2011, with grants
to non-government organisations totalling an extra $19.65 million®
Weneed tohave abetter

understanding of why
improvements in overall

Despite this, the Commissionis Studies of whole-of-
concerned that we have community, anti-stigma
insufficient evidence toensure interventionsin Australia

that money is being spentin are of insufficient quality and
the most effective way. Some number to allow conclusions
examples of gapsin our about effectiveness to be
knowledge are as follows. drawn about what works.
There is also inconclusive
evidence about school-
based and tertiary education-
based campaignsin
improving mental health
literacy of students.

dentity and sense of belonging
to building resilience and being
pating member of the community.”

Susan Ditter, Working It Out Tasmania

community understanding of
mental health donot
translate into equallevels of
improvementinreducing
discrimination and stigma.
We need to know why
stigmatising attitudes and
prejudice persist. To support
this, we need to address our
gaps in knowledge about why
certain groupsin our
community hold more
discriminatory views and
attitudes, and what types of
approaches are most effective
in changing this.
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We do not fully understand
the social and cultural factors
thatunderlie stigma, or the
ways in whichitcanbe
reduced and prevented.*
Further investigation is needed
toidentify how stigmatising
attitudes arise and why they
persist, and to generate
evidence about what works to
reverse them. There are many
people who experience

1y community you get out
Of it what you put into it. Being
in the community itself, the
word community doesn’t exist
if you don't work with it and get
involved with people.”*

discrimination even without
having mentalillness. For
those people —including
refugees, people affected by
drugs, different ethnic groups,
peopleidentifying aslesbian,
gay, bisexual, transgender or
intersex (LGBTI), homeless
people, cognitively impaired
people, and physically disabled
people —developing a mental
illness can exacerbate or even
be aresult of the experience
of discrimination.
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ng healthy workplaces

What it means for Margo, Victoria

Workplaces are a logical environment for building
astrong sense of community connectedness and
belonging. They have a crucial role in at least
protecting, and possibly promoting dignity and
respect, security, integrity and autonomy of the
person. They can serve the need to feel a part of a
community in which there is respect for due
process and fair procedures.

Employers who invest in understanding mental
health issues and how mental illness or poor
mental health may affect their staff are typically
rewarded with a higher trust environment,
improved morale and a more loyal and productive
workforce. There are many simple and
inexpensive ways to do this —team lunches,
creating opportunities for collaboration across
teams, workplace mentor and leadership
programs and social club activities.

Another highly effective way to improve
understanding is through specialist training about
mental health. As well as basic management
training for frontline managers and supervisors,
training on mental health is an excellent way to
increase the confidence and capacity of

managers. It assists them to identify someone
who may be at risk and facilitate access to the right
treatment, or to support someone experiencing
mental illness in their recovery and return to work.

SuperFriend has seen this in the Industry
Superannuation sector, where we facilitate
tailored mental health and wellbeing training to
superannuation and insurance staff. In an
industry that can deal with members at stressful
times, these sessions provide opportunities to
build staff capability and improve member
outcomes, decrease stigma about mental illness in
the work and broader community, and lastly,
benefit the staff teams with a greater shared
understanding and an increase in team morale.

Employers are coming to understand the
economic sense, as well as the social benefits of
investing in their people’s mental health and
wellbeing. After all, good work is good for peoples’
mental health, as it provides us with social
interaction, a sense of purpose and sense of
community contribution.

@ Watch Margo’s video at www.mentalhealthcommission.gov.au
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tissue

Discrimination operates at
both the institutional and
interpersonal level.

Discrimination atthe
institutional level:
‘structural
discrimination’

The Commission is
interested in two aspects
of institutional
discrimination.

The firstis discrimination
at work towards
employees. For many of
us, our workplace —where
we spend many hours—
provides an environment
for meaningful
occupation, social
networks and personal
reward. Discrimination at
work can undermine both
the benefits of work and
harm our mental health.
It canlead toloss of
income, housing and
financialindependence.

Workplaces that tolerate
discriminatory attitudes
and behaviour, as well as
bullying, are cultures that
are no longer publicly
tolerated. We seelarge
employers, public and

private, openly redressing
the problems of past
institutional practices.
Forty-two employers
recently responded to the
Mentally Healthy
Workplace Alliance’s call
for good practice, giving
real examples of what has
worked and what hasn’t.?

Our second concernis
where policies or
procedures explicitly, or
more often implicitly,
discriminate against
people who experience a
mental health difficulty.
This may not be overt or
intentional, butit still falls
within the definition of
discrimination under the
Australian Disability
Discrimination Act1992.

It may reflect the lack of
awareness of how the policy
may unintentionally impact
upon someone with a
mentalillness or not take
intoaccountthe
psychosocial disability that
they may experience.

This may be most clearly
seenin getting and keeping
ajob. We have heard from
the Mental Health Legal
Centre of Victoria that
having a forensic psychiatric
history directly affects job
prospects™ and from the
Australian Human Rights
Commission that where
psychosocial difficulties
affect performance it can
lead to dismissal.'

Barriers can also be posed
by routine practices. For
example, barriers to getting
government housing start
with the application process
itself. One Australian study
of 372 people with a mental
illness who had applied

for public housing found
that 9o per centreported
difficulties with the
complexity of the
application process.!s1?
Again, the Disability

Discrimination Act would

This will help to ensure

require the housing provider thatemployers:

toaccommodate the
person’s needs arising from
their disability.

Discrimination atthe
micro discrimination,
interpersonallevel:

Discriminatory attitudes in
the workplace, for example,
can affect recruitment
decisions and therefore
equal opportunity for
meaningful work.

Aliterature review for the
Mentally Healthy Workplace
Alliance showed a tendency
for employers and society

in general to see people
living with mental health
difficulties as being
incapable of engaging

in employment.1?°

To help people living with a
mental health difficulty
who, as a group, are already
under-employed and
unemployed at higher rates
than the general population,
we need strong workplace
leadership, positive and
open cultures and polices
that are implemented.

+ donothave lower
expectations of people
with health problems, but
put measuresin place to
ensure that they have the
same opportunities as
others; and

+ acknowledge thatliving
with amentalillness does
notnecessarily affecta
person’s capabilities or
capacity to work or make
decisions. Whileillness
may affect a person when
they are unwell, under
Australian law employers
arerequired to be flexible
in accommodating their
health needs as for any
otherillness.
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re the Commissionislooking
continuous improvement

We know that improvements in community understanding have not
been paralleled by a reduction in discriminatory behaviour and
attitudes.” The Commission looks to ways to push ahead in improving
those areas mostimpervious to change.

We therefore call fora
sustained national strategy for
reducing discrimination. This
needs to be multi-faceted and
deployed at the community
level. It needs to feature
evaluation from day one. It
should target groups we know
remainresistantto
improvement, who arein
frequent contact with people
with mental health problems
and their supporters, and
where we can make the
biggest impact on attitudes
and behaviour.

The benefits that can be gained
from a sustained reduction in
discrimination are measurable
—and we look to national
indicators to do this. Thereisa
potential return on investment
from this approach thatneeds
to be universally
acknowledged. The benefits
will accrue on the personal
level, at the family and
community level, and across
our nation in workplaces

and schools.

The Commission looks for
improvement in specific
areas:

As stigma from health
professionalsis an area of
significant concern to people
living with a mental health
difficulty and their support
people, we need to tackle this
as apriority.

There is also a clear need for
approaches to address mental
health literacy and stigmain
Aboriginal and Torres Strait
Islander communities. These
must be culturally appropriate
and developed and driven by
Aboriginal and Torres Strait
Islander peoples, to reflect their
culture, history and social
approaches to mental health
and wellbeing.

We must also not forget the
need for improved mental
health understanding across
CALD communities, and for
cultural diversity to be reflected
in practice.

Research shows that
discriminatory attitudes vary
with particular mental health
conditions. Further work
should address mental health
literacy and stigma reduction,
particularly inrelation to
schizophrenia. Some of the
most discriminatory attitudes
are directed at people living
with thisillness, yetitis one
ofthe least prevalent mental
health conditions. Similarly,
we must continue to

challenge some persisting
misconceptions about the more
common mental illnesses,

such as anxiety disorders

and depression.

In all efforts toreduce
discrimination, we must
incorporate the voices of
people with experience of
mental health problems and
their families and support
people. Their expert feedback
can help to create more
responsive and higher quality
services and can be especially
powerful to drive attitude
change.

48 A Contributing Life: the 2013 National Report Card on Mental Health and Suicide Prevention

Inahuman service
organisation, thelived
experience of people with
mentalillness and their
families and support people
is directly affected by the
skills, attitudes and
behaviour of staff. Staff
who have clear objectives
and well-structured
appraisals are more likely
toreport they are engaged
in the work of their
organisations than those
who do not. Engaged

staff are those who are well
led, with theleaders of
frontline teams havinga
particularly importantrole
in creating a climate for
changing attitudes.

We will not make a difference to peoples’
lives unless we are all prepared to stand
up against discrimination wherever we
may witness it.

The Commission believes it is time to
positively discriminate in favour of
people living with a mental health
difficulty. We believe that just improving
understanding of mental health issues
in the community is insufficient. It is
only by starting with our everyday
interactions, within our families, schools
and workplaces, that we can foster
behaviours which are inclusive. If people
feel more included, they are more likely
to seek help when it is most effective.
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nring effective care,

pport and treatment:

Approaches that support recovery,
including early intervention

Lachlan, South Australia

The difficulty with having a mental illness is
sometimes you don’t even know you're sick.
When Iwas first admitted to hospital, I didn’t
understand the extent of my symptoms. Iwas
experiencing a psychotic episode, and was
diagnosed with Schizoaffective Disorder.

Even now I'm still not sure if it’s really what I
suffer with, but I take the medication anyway.
Iknow the drugs are not harming me; maybe
Idon’t want to admit to myself that they help
me get through.

I'had to tackle my mental health issues and
found alocal activity program. When I
started I felt alone, misunderstood and
confused. I forced myself to come every day.
Soon Irealised it was part of my routine and
something I look forward to.

Inow know it has a positive effect. All
participants attend the program as part of
their recovery journeys. We share our
experiences with illness, symptoms and
medication and support each other. This
reminds me that I am not alone, that others
have experienced similar things. I now
support others which has increased my
self-esteem and confidence.

Ibegan to look towards the future and set
recovery goals. Seeing my goals and
achievements written down gave me
confidence and hope. I was very surprised at
the number of good things in my life.

My self-esteem and confidence has
skyrocketed. I'm now living independently,
which has been a massive step in my
recovery. I've also reconnected with my
church and my lacrosse club. This has been so
important as I'm once again involved with a
sport that I love. I have been accepted by the
members of my former club and encouraged
to join in with club community events and to
take up playing again.

Inow know it’s important to have goals and
plans for the future and to work hard to
achieve them. I'm very proud of myself and
how far I've come in my journey.

Watch Lachlan’s video at www.mentalhealthcommission.gov.au




Ensuring effective care, support and treatment

roduction

The ability to lead a contributing life is everyone’s right, whether
or not they experience mental health difficulties. Access to timely
recovery-oriented support, both at the emergence ofillness and
throughoutlife, is vital if we are to uphold this right for those who
do live with mental illness and those close to them.

Recoveryisajourney whichis
unique to each personliving
with a mental health difficulty,
and their families and support
people often travel alongside
them. The journey does not
have a defined end point, but
develops and evolves as the
person continues on theirlife’s
path. People can begin this
journey whatever their age

or stage of life — whether this
iswhenillness first emerges

or atany time a person feels it
isright for them.

What ‘recovery’ meansis
different for each person, and
each person must be supported
to define it for themselves.

We asked people in our National
Contributing Life Project pilot surveys what
helped and what hindered them in living a
contributing life.

The three most important things that have emerged from the
early findings are:

1.relationships and connections
2. stigma and discrimination

3.asense of personal control,
including having enough money

50 A Contributing Life: the 2013 National Report Card on Mental Health and Suicide Prevention

The Commission supports

the definition offered in the
recently released National
Framework for Recovery-
Oriented Mental Health Services
thatrecovery entails:

‘..being able to create and live a
meaningful and contributing life
in a community of choice with or
without the presence of mental
health issues.'#

Recovery and a contributing
life are inter-twined —you

may haverecovery goalsin
place but poor physical and
mental health, jobredundancy
or eviction from your home
allhinder progress towards
those aspirations.

Therefore the Commission
believes thatincorporation
of awhole-of-life perspective
into any recovery approach
is essential, asisintervening
as early as possible.

Getting help early when things
are going wrong is vital.

We know that 75 per cent of all
cases of mental illness will
occur by the time Australians
reach 25 years-old.”? When

What'’s importantin having a meaningful life?

“Having a purpose and a healthy self-identity”

“Having friends and the belief that there is more
opportunity to have more friends in the future”*

you're young, the onset of
mentalillness disrupts every
facet of your life —school,
family, sociallife and job
prospects —and your

future potential.

This chapter takes a wide
perspective onrecovery, in
its broadest meaning and the
opportunities it brings for a

contributing life for all people.

It spotlights two effective
means of support, care
and treatment:

1. We look at early intervention
and what this promises for our
young people, in particular
through integrating clinical
support with other life needs

2. Welook at how the lived
experience and expertise of
peer workers can offer hope
in supporting the recovery
of others.
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twe know

We know that life and circumstances can put barriers in the way of a
contributing life. Being able to live a contributing life is not just about
having mental health-related recovery goals in place, but can also be
about having something meaningful to do and connecting with people.

These goals are unlikely to be
achieved by a person whois
experiencing poor physical
health, hasjustlost theirjob,
or who has been evicted from
theirhome.

Since 2009, the adoption

of recovery approaches by
mental health services and
community organisations has
been a priority for action under
the National Mental Health
Plan.!® We know that every
state and territory has the
concept of recovery embedded
in their strategies or

service plans.'*

The 2013 National Framework
for Recovery-Oriented Mental
Health Services highlights three
characteristics for every
service. Such a service:

+ ‘recognises and embraces
the possibilities for recovery
and wellbeing created by
the inherent strength and
capacity of all people
experiencing mental
healthissues

+ maximises self-
determination and self-
management of mental
health and wellbeing, and

assists families to
understand the challenges
and opportunities arising
from their family member’s
experiences and recovery
processes and how they can
assistin their recovery while
also helping them with their
own needs.?

Early interventionis a term
mostly used in the context of
working with children and
young people. This islogical,
because this is the period when
illness often begins to emerge
and where interventions can
be especially effective at
mitigating the directimpacts
of symptoms, and avoid

later difficulties.

Early intervention can involve
connecting with people as they
start their families, throughout
pregnancy, and in early
childhood.!® The first few years
of ayoung person’s life are
crucialin setting the scene for
the rest of theirlife.’ A child
wholacks stimulation or who
is exposed to chronic stress can
find it extremely difficult to
overcome a tough start.'?¢

We know that successive
governments atanational and
state level are investing more in
early intervention approaches
for young people. Nationally
we are seeing arange of early
intervention services:
headspace centres and
e-headspace, early psychosis
intervention services, online
supports and games such as
ReachOut.com, Bite Back and
SPARX, and initiatives targeting
schools and universities, such
as the Schools Early Action
Programin Victoria and Batyr.

We know that the best models
of early intervention will
feature working holistically
and proactively with the
person and their support
people to both avert the
progression of illness and
reduce the severity of
symptoms. Best practice

will pick up on early warning
signs when things start to go
wrong and provide
non-stigmatising approaches.'”

We know that there is a great
need for earlier intervention
for people of allages who are
experiencing mental health
difficulties for the first time or
who have recently experienced
aworsening of their mental
health issues. We know there
are serious consequences of not
intervening early —these are
mostnotably seen when a
crisis occurs and potential
economic, accommodation
and employmentimpacts for
that person are highly likely.

There are many clues that our
support services across health
and housing sectors are all too
oftenreactive and crisis-driven
rather than focused on
intervening early.
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Early findings from our Contributing Life
Project give some evidence of a current lack
of emphasis on early intervention.

These give us a small insight into the detrimental impact this
can have on people’s everyday lives. The second answer
below also shows that early intervention can

simply mean thinking ahead and providing

follow-up, so that further crises could be prevented.

What could have been done to improve the support
you received?

“Not having to go to the general emergency
department...IfIam not able to be in hospital,
then give me an adequate alternative and validate
the fact that T have come to the emergency
department out of desperation —not because I
want attention.”

“Maybe a mentor or a support person who can
come into the hospital/system and give more1:1
support... little supported outings —not just
thrown back out there after along stay, bag in hand
and an appt. with psychiatrist 2 weeks away.”

\
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Rates of mental health-related Emergency Department
(ED) attendances by those experiencing a mental
health crises have notimproved over recent years.'®
Levels marginally shifted in the five years to 2010-2011,
when there were an estimated 243,444 ED attendances by people
with a mental health-related primary diagnosis. This finding reflects
gapsin the system of supports accessible to people in the community,
and in the ability of services to reach out to, or follow up, those who
are vulnerable.'”

During the four years to 2010-2011, the numbers of people
who accessed accommodation services due to being
homeless or atrisk of homelessness because of a

mental health problem grew by five per cent each year."
Again, this isnot heading in the direction in which we wish
to see change.

We are told that Australiais
lagging behind other countries
initsrecognition and
employment of peer workers.
The evidence suggests that the
peer workforce offer anumber
of benefits, including reducing
the rate of hospital admissions
for the people with whom they

work.® In the USA, peer
workers are certified
professionals, and the Centre
for Medicare and Medicaid
Services recognises peer
support providers as a distinct
provider type, and considers
this an evidence-based model
of care.’?
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lightissue
Harly intervention
for young people

While early intervention is important at all stages of life,
the Commission recognises how vital it is that services are
available to support young people at the onset of mental

health difficulties.

We know that more
thanhalf of those in the
general population who
are experiencing mental
health problems are
reluctant to seek help,
and thisis even higher
among young people,
especially males.®

Some studies have
reported that delaysin
seeking treatment for first
episode psychosis have
been found to range from
an average of one to two
years.’3134 Such delays

are unacceptable, because
we know that people
living with untreated
mentalillnesses can have
adelayed response to
treatment commenced at
alater stage, whichin turn
impacts on their ability to
lead a contributing life.’®

A Contributing Life: the 2013 National Rep

We know that for young
people, the first point of
contactin a crisis will
notnecessarily be either
with mental health

or targeted early
intervention services.s¢

The Young Peoplein
Custody Health Survey,
conducted in New South
Walesin 2009, found that
87 percent of young people
inthe juvenile justice
system were found to
have atleastone
psychological disorder.®
Youth homeless services
and helplines such as Kids
Helpline report that 48 per
cent of contacts by young
people experiencing
homelessness accessing
this service also
experienced suicidal
thoughts or self-harm.!s#

ort Card on Mental Health and

The responsibility to
intervene to help young
people does notlie within
the spectrum of health
services alone butis

the responsibility of

all sectors.

Early intervention for
those aged 12 to 25 years
can mean avoiding
massive upheaval during
these formative years,
which can have lifelong
impacts. Studies show
that the deterioration in
thelife chances of people
with psychosis does not
come just from their
disturbing symptoms,
but broader psychosocial
disruption: educational
interruptions, loss of
relationships, and stigma
and identity struggles
affecting personal
development.’® For
example, workforce
participationis

suicide Prevention

Figure 5: Where young people experiencing high or very high psychological distress
are more likely to go for help

headspace centre
Online discussion forum

Phone hotline (e.g. Kids Helpline)

Therapist, counsellor,
mental health professional

Medical doctor
Teacher
Parent

Girlfriend/boyfriend/partner

Who help was sought from

A friend

A family member

(0] 5 10 15 20 25 30 35 40 45

. . . per cent
Source: Inspire Foundation National Survey 2012.

The National Survey of Young people under 25, that after
going online, young people
who had high or very high

particularly low among
people experiencing mental Australians showed thata
illness, asis average high number of youth

household income in

adulthood compared to the
general population.***

There is some clinical debate

about at which age or point
in time that medical

treatment should be offered
to young people with mental

health problems. 4244
Ongoingresearch and
evaluation of early
intervention services for
young people are crucial.

(37 per cent) and Aboriginal
and Torres Strait Islander
youth (26 per cent) accessed
the internet for advice."®
Internet self-help programs
foryoung people area
growing area of interest,
with anumber of online

self-help resources for young

people currently available.

We know from a 2012
cross-sectional study by

ReachOut.com of 3,682 young

levels of psychological
distress are more likely to
then seek help (refer Figure
5). They said they would go
toamental health
professional (41 per cent), a
friend (40 per cent) and a
medical doctor (29 per
cent).® This reinforces that
early intervention services
need to be designed in
collaboration with young
people, and regularly seek
their feedback.
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ing support
your daughter

What it means for Cecilia, Victoria

I came to Australia from Chile in 2000 with my two daughters. When my
oldest daughter had her first schizoaffective episode at 16 years, I decided
to take her to a youth centre. I could speak only a little bit of English, so it
was very difficult to explain what was wrong. The staff recognised she was
unwell and helped us straight away. Shortly after she was hospitalised

forawhile.

Iquit my job in order to take care of her. Her illness
pushed me to learn English and pursue further
study, so that I could understand her mental
illness. My daughter came to classes with me
because she was fearful of being alone.

My caring role affects my personal relationships
because people don’t understand my daughter’s
illness, and why I have to leave suddenly in order
to help her. In addition, the relationship with my
younger daughter has been affected. Even though
she understands her sister has a mental illness, she
resents that I can’t spend more time with her.

Istillworry about my oldest daughter. I never
know when her symptoms will reappear. She is
doing well and managing her medication, seeing
a psychiatrist and a psychologist, and she is aware
that she must manage her illness in order to live
the life she wants to live (like any chronic iliness).
She lives independently with her partner. We catch
up on a daily basis and she calls me any time she
feels she needs it. We are a team.

Icannot explain the emotions I felt caring for my
daughter when she was unwell. I don’t know how I
did it. But good things can happen. It pushed me
to learn and develop as a person. When a door is
closed, a window is opened.

Watch Cecilia’s video at www.mentalhealthcommission.gov.au
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it the evidence
ows is good practice

Good practice models of recovery and early intervention reflect the
World Health Organization’s view that policy and practice should nof

be solely concerned with mental disorders but also recognise and
address the broader issues that promote mental health.*

The Commission has therefore
looked to good practice across
different settings.

We believe that good practice
incorporates the direct
involvement of people living
with a mental health difficulty
and their support people.

The supports offered must be
sufficiently flexible, not only
to meet the specificneeds ofa
range of groups, butalso to
respond to the changing needs
ofindividuals as they move
along theirrecovery journey.®

Achieving thisrequires close
collaboration of government
and non-government supports
inarange of areas. It requires
the development of integrated
models of care that address
the full range of factors
affecting mental health and
wellbeing —such as education,
employment and housing. It
must also be evidence-based
and outcomes-driven.*

The Commission is aware of a
number of approachesin
Australia which demonstrate a
pro-active, early intervention
approach to supporting
recovery journeys for adults.
These also demonstrate
collaboration between public,
private and not-for-profit
agencies, and between
education and employment
providers, housing, health
services, and organisations
working for social engagement.

One example is the ‘Platform
70’ Project, ajoint initiative of
Bridge Housing, Neami
National and St Vincent’s
Hospital Sydney to deliver
housing, mental health and
health services to 70 people
‘sleeping rough’ in the City of
Sydney. In March 2013, it was
reported that a number of
participants had started
further education, had begun
to address their substance
use problems, commenced
work and re-engaged with
their families.’

In the UK, New Horizons
strategy (2009) and No health
without mental health:

A cross government mental
health outcomes strategy for
people of allages have
generated a philosophy

and practice of joint working
between government
departments and

between government and
non-governmentorganisations
inthat country.™

Inthe US state of Texas,
mental health services are
being integrated within a
broad public health and

early intervention approach
incorporating housing,
employment, technology,
justice and child and
adolescent services, among
others. Thisinitiative s

being implemented in steps,
beginning with demonstration
projects which are evaluated to
provide ongoinglearning and
measurement of benefits.!>
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In Australia, headspaceis based
on a collaborative approach to
early intervention in youth
mental health. Funding hasjust
been committed for anew
National Centre for Excellence in
Youth Mental Health to discover
and translate new evidence-
based treatments, and

develop and support a new
workforce for expanding
frontline services and
maximising outcomes.’

The World Health Organization
recommends a ‘whole of
school’ approach to early
intervention, based on
evidence that thisis more
effective than topic-based
interventions within

the curriculum. .

Co-ordination and
communication between
schools, families and services
are essential to a whole-of-life
early intervention approach.
Often parents or teachers can
be the catalysts for accessing
timely support. An example of
such an approach is the Got It!
initiative in New South Wales."*
This targets childrenin
middle childhood who are
experiencing behavioural
problems, working to keep
them in school.

1k there should
some more mental
health services available for
young people over 18 who
[ still consider to be children.
Also there needs to be
more education in schools,

2”11

especially earlier on.
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n focus: Peer work

The Commission feels strongly that the peer workforce must:

* be an essential component, not an ‘add on’ to any support team,
with equal status to their team colleagues

* be remunerated appropriately at a level commensurate with
their skills and training —a good and willing volunteer is just that,
not a peer worker

* be supported and sustained into and in the role with high-quality,
ongoing training and supervision

* be supported by national competencies and standards, and

* have a clear career trajectory.

Mental health peer workersare personal goals, rather than onrecovery practices’’ '
inpaidrolesthatrequirethem focusing on medicaltreatment. They caninfluence and

to bring expertise to their Family peer workers play a change service culture and
position based on theirlived crucial role in offering others practice, and bridge gaps
experience of mentalillness, supportand advice tonavigate  between supports provided

either personally orasafamily through the mental health by other professionals.
b ter. t dad t
FREMDbET OT SUppOTIEt ;grscir:nagré. advocate The benefits of having a peer

workforce include reduced
Evidence on the major benefits  socialisolation, increased
ofthe peer workforce tomental service access for substance
health outcomes andrecovery  use and health difficulties,
has developed rapidly in the improvements in social
lastdecade, with some seeing ~ functioning, enhanced
their employment as “one empathy and acceptance,

Peer work can take many
forms; from giving hope and
modelling recovery to
contributing to the recovery
of people and their families,
by providing social support,
advocacy, and one-to-one

Figure 6: Mental health peer workers by service type

(+)
Private mental health Other 7.0%

service/program 3.0% Public hospital 17.0%

State or territory funded public

mental health service/program 10.0% .
Private

Aboriginal community controlled hospital 1.0%

health organisation/service 0.3%

Commonwealth-funded mental
health service/program 11.0%

Non-government
organisation 51.0%

Source: Health Workforce Australia 2013 (Unpublished)

Recentresearch undertaken
by Health Workforce Australia
included a small-scale survey
of 305 people who identified
as peer workers. Of this
sample, 18 per cent worked
casually, 29 per cent full-time
and 53 per cent part-time!®
About half of the sample
worked for non-government
organisations, while

17 per cent worked in public
hospitals, 11 per centina
Commonwealth-funded
mental health service or

Peer workers canbringabout ~ leastaswell as other staff
positive changeinthe culture inareas such asreducing
and recovery focus of the hospitalisation rates,
organisation in which they accessing hard-to-reach
work; for example, with clients and reducinglevels
colleagues becoming more of substance use.!*"160-162
aware of thelanguage they
use.*® 1 Evidence suggests
that peer workers can also
help to reduce the use of
seclusion and restraint.*®

While the benefits of peer
work havelong been
recognised in the addiction
field, the peer workforce is
now the mostrapidly growing
The peer workforce can workforce in the mental
provide ameaningful career  health sector in Australia,
option for some peopleliving  with many working in the

mentoring.®* > Approaches are
flexible and peer workers can
address aspirations and

of the single most effective
ways to develop and sustain
a culture that stays focused

reduced stigma and an
increased feeling of hope.™”
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with mental health
difficulties.’*° The available
research evidence indicates
that peer workers perform at

non-government sector
(refer Figure 6).

program and ten per centina
state or territory funded public
mental health service

oI program.
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Q 'n focus: Peer work continued...

Figure 7: Consumer and carer peer workers as a proportion of the direct care

mental health workforce
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Source: AIHW Mental health services in Australia 2013

As peer workers can be
employed under various titles
and awards, further research is
needed before we can have a
complete picture of the

numbers and characteristics of

the Australian peer workforce.
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Although these professionals
have been employed in some
Australian states for many
years, the actual numbers of
full-time positions in public
health services remains very
smalland hasincreased very
little over time (Figure 7). In
practice, many are employed
forjustafew hours a week, and
misunderstandings about the
role and value of peer work
still prevail.

2010-11

Figure 8:
The concept of recovery

Treatmeng

Source: A national framework for recovery —
oriented mental health services: Policy and theory. 2013

The endorsement of the
Certificate IV in Mental Health
Peer Work by the National
Skills Standards Council
provides a solid foundation on
which to expand the peer
workforce across all domains
of a contributinglife. The
Commission is sponsoring
Community Mental Health
Australia to undertake the
Peer Work Qualification
Development Project!®

to develop training and
assessment resources for
both the consumer and carer
peer worker streams.

The study by Health
Workforce Australia gives
us more information about
the profession.

We now need to build upon
the evidence and this
momentum with some real
action. The Commission calls
upon all governments to
together develop a National
Mental Health Peer Workforce
Development Framework and
include peer work approaches
as akey performance
indicator for service contracts
and programs.

We also endorse the call for
anational target for peer
workers in mental health-
related support services. This
target aims for 50 per cent

of services employing peer
workers in four years and
100 per cent in ten years.
These actions will help to
improve outcomes, and
employment rates of people
with mentalillness and their
families and supporters.

57



Ensuring effective care, support and treatment

1g lived experience

help others

What it means for Judi, Western Australia

Igave birth to my son in 1984 and became
overwhelmed and anxious in the most
debilitating way. These feelings were not
something I had ever dealt with. Iwas a
professional, successful woman.

IknewIwas not coping as a mother and trying to
find answers for how I felt led me nowhere. I felt
even more convinced that I had good reason to
keep my feelings veiled. My son was aged just 4
weeks when I decided to go back to work. I knew
the decision was a sacrifice that had changed me
to the core and the trauma was deep and
resonated for many years to come.

Eleven years later, I had another child. The self-
blame started on her delivery. Imetanurse ata
sleep clinic who told me Iwas not alone. She really

cared thatIwas finding being a mother so difficult.

This empathy changed my outlook. I felt validated
and hopeful.

Atalocal peer-led support group at the hospital,
I'talked about my experience with postnatal
depression and anxiety. This helped me heal
and I started to recognise my own resilience.

One year later I was facilitating the support group
as avolunteer and had started a psychology
degree and a psychotherapeutic qualification.

Ibecame a volunteer with a Post Natal Depression
organisation and eventually became Vice
President three years later.

In20101developed and delivered a program
called Making Sense of Motherhood. I continue
to co-ordinate and facilitate this course, designed
to support and enhance the relationship between
amother and baby.

The program and the marketing material have
been sensitively developed to encourage

women to speak up and seek help. They contain
information that I would have found most useful
had it been available during my time of need.
Awoman who calls or is referred to the service,
speaks directly to me.

My life has been changed by my lived experience.
Every single aspect of my work draws on the
experiences I had throughout my journey.
Ibelieve peer health workers and peer mental
health workers have the skills to support
ourselves and others through their own

resilience and recovery.

Watch Judi’s video at www.mentalhealthcommission.gov.au
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t we don’t know

e we need more evidence
d to shine a light

There is alot we don’t know. We don’t know about equity of access to
early intervention approaches, or whether we're reaching those mostin
need of early intervention.

We do know there are priority
areas thatweneed toshinea
light on.

While early intervention is
intuitively important within
arecovery approach, the
actual evidence base for its
effectiveness with children
and young people in Australia
is very limited, and based
mainly onresearch assessing
the impacts of early
interventions for psychotic
disorders.'®> In general,
evaluations of early
intervention approaches have
only generated data on short-
term outcomes, and thereis a
pressing need to monitor their
longer-term impacts on mental
health and wellbeing.

We also know little about
therelative effectiveness of
different forms of intervention.
We don’t know enough about
the impacts of whole-of-school
programs in Australia—we
need to better understand why
some schools have not adopted
KidsMatter or MindMatters to
helpreduce the risk of mental
health difficulties in the

school community.

So far, the evaluations of early
intervention programs are in
theirinfancy and have focused
mainly onimplementation
processes and activity. With
significant new investments
in this area, we need to take
evaluation seriously. We need
adequate outcome baseline
measures and to track
improvements to mental
health over time.

We need to continue to
investigate the ways in which
new types of interventions —
online and mobile therapies,
blogs and virtual communities,
games and applications —are
being used in practice by
people across the age-range
and ensure they are effective
insupporting a
recovery-based approach.

We don’t know much about
help-seeking behaviour for
mental health problems by
young people and adults from
CALD backgrounds.’® The
Commission has heard that
both CALD communities and
Aboriginal and Torres Strait
Islander youth continue to have
avery highlevel of unmet
needs and in the firstinstance
will often seek help from a
family member or community

leader, rather than mainstream
health services. The
widespread use of universal
approaches to mental health
literacy may mean that groups
known tobe athighrisk of
mental health difficulties are
notbeing effectively supported.

We need to consider our early
intervention approaches for
adults, atall ages and stages.
Best practice models should
support the person within their
community and avoid further
deterioration and the
subsequent need for acute or
crisis care. We need to know
why people are not receiving
theright treatment the first
time they ask for help.1%®

Families, friends and support
people play akey role in
supporting a person on their
journey torecovery. This

can come ata cost, with
relationships becoming
strained, financial stress and
many supporters’ own mental
health deteriorating. We don’t
know enough about what
families and support people
need torecover from what can
sometimes be a frustrating
and exhausting experience

of caring for aloved one and
navigating their way through
amaze toreach mental

health supports.
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1ere the Commission is looking
or continuous improvement

We know early intervention is a must for young people
and should be aright for all people. This means acting at the
earliest sign of a problem and the earliest days of anillness.

Promoting and enabling recovery is the
responsibility of schools, workplaces and
communities as well as mental health

Early intervention and
recovery are not new ideas.
The Commission is aware that
translation of these models
into practice stillhas along
way to go.

Initiatives that take into
account all of the needs ofa
person, including their mental
and physical health, are

good investments.

We look for the systematic
evaluation of early intervention
programs —we need to know
ifthey are making areal
difference. We need continuous
improvement in the quality of
information on their outcomes
andreach. Equally, we need to
hear about the experiences and
views of people and their
supporters who are using early
intervention services. The
Commission calls for such
evaluation to be adequately
resourced, and also to examine
barriers to implementation.

We know something of the
type and amount of
intervention thatisrequired to
prevent the onset of mental
health problems in young
people. Thisis arapidly
expanding area of research and
the Commission welcomes
increased expertise in this field.

There are areas where further
gainsin mental health and
wellbeing can be achieved,
particularly among young
Aboriginal and Torres Strait
Islander peoples, people from
CALD backgrounds, people in
regional and remote areas and
those experiencing
socio-economic disadvantage.
The Commission is looking for
further research to show what
works for these groups and
their families and what the
barriers are to seeking support.
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services. We welcome further action in

this area and recognise progress has begun.

We need to better understand why only
some Australian schools have adopted
universal school programs, and how to
support educators to extend their uptake.
We also look to further development into
their impacts.

It is crucial that we continually re-evaluate
and refine Australia’s approach to early
intervention in the light of emerging
findings about successful practice.
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omething

meaningful todo:

Transitioning from education

to independence

Transitioning from primary to high school
was difficult and stressful for me. My parents
were going through a divorce and I had no
supportat school. I didn’t seek help asIwasn’t
aware that I was developing the early signs of
a mental health issue.

No-one stopped to ask ifIwas OK. There was
no education on mental health at school. I
believed you only visited the school nurse if
you had physical symptoms.

I'moved from Darwin to Brisbane to attend
high school and experienced racism and
discrimination, soI moved back home.

Asayoung man and one of the eldestinmy
family Ifelt I couldn’t show my emotions —
I'had to be strong even if I was struggling

to cope.

Ileft school for a full-time apprenticeship;
however, racism and discrimination again
forced me to leave. I spoke to my GP and was
diagnosed with Anxiety and Depression.
This made sense to me and I could start to
understand my symptoms.

Watch Mark’s video at www.mentalhealthcommission.gov.au

At18Iset myself a goal and through the
Northern Territory Indigenous Employment
Program I completed a Certificate I in
Business. I felt very proud and had a real
sense of achievement. I was encouraged to
apply for Indigenous Leadership Programs
and although I still had doubt, I completed
another two Certificate II level courses.

I'was asked to give a speech on my
experiences and was given the honour of
Ambassador for the Northern Territory
Indigenous Program.

Both my parents are affected by stolen
generation issues which also impacts on
inter-generations. In the NT, families are
affected by alcohol and drugs, and there
is a lack of good role models.

T'have an opportunity to inspire a new
generation. I talk with young people and
promote good physical and mental health.
Ifyou set a goal and keep working towards
it, you can achieve.




Something meaningful todo

‘ntroduction

All of us go through periods of change and transition in our lives.
Successful transitions can set us on the path to a contributing life.
Or transition points can present us with challenges which may
increase our vulnerability to mental illness.’

Nhatwe know

We know that not everyone has a startin life thatis free of
difficulties and there are times when children, young people

and their families need support, especially at points of transition.
People who are also experiencing mental health difficulties will

Transitions during childhood
and adolescence are especially
frequent and significant.

They encompass rapid physical
developmentas well as
changesin socialrole

and identity.

Most young people are resilient
and adapt well to these
changes. Butthisisalsoatime
when significant mental health
difficulties start to emerge.
Nationally, about 26 per cent of
people aged from 16 to 24 have
experienced a mental disorder
inthe pasti2 months.*

Ifayoung person begins to
experience difficulties with
their mental health, it is vital
that they are supported by
significant people in their lives
to successfully navigate
periods of difficulty —
especially during transitions.
This can help prevent knock-on

effects which limit future
opportunity, such as
disconnection from friends
and from education. It can also
help maintain engagement
with the things they like todo
and that give them a sense of
satisfaction. Experiencing
mental health difficulties must
notmean compromising later
life chances.

We focus especially on the role
of the education and training
sector in supporting young
people, because most young
people are involved with
schools or colleges and spend a
lot of time there during their
formative years.

We recognise that successful
transitions through education
are notjust about young people
themselves —educators and
families also need support to
play theirrole.

Although we focus here on
young people and transition
points, the Commission
believes thatlearning
opportunities should be
available to all ages. Education
and training are vital tools to
enable people at any stage to
build on their strengths and to
connect with their community.

The Commission sees fostering
positive educational
experiences and outcomes —
whether through traditional or
alternative pathways, and
whether during youth or later
inlife —as the foundation upon
which a contributinglife can be
built. Moving towards
independence does notjust
mean moving out of the family
home and gaining economic
independence; it means the
ability to make positive choices
to shape one’s own version of a
contributing life.
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find these transitions more challenging.

Therefore to boost their
opportunities we know we
have to support young people
to traverse these points of
transition successfully. In
being successful we have first
tolisten to what young people
themselves say works for them.

We could catalogue the
multitude of statistics about the
challenges and problems
young people face. We know it
iswell documented that mental
health difficulties can arise
during adolescence, where
dropping out of school,

Figure 9: Prevalence of mental disorders by age group

bullying, experimenting
with drugs, family discord
and relationship breakdowns
will be areality, and that this
can be the start of a life of
disengagement and
disadvantage.'s¢1"
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“I'd like to learn more about helpful coping
strategies, healthy lifestyles, and helpful things
to challenge and change your thinkingina
positive and healthy way.”"”?

—

( W
“When you come to school it’s notjust so you learn,

it’s so you get ready for when you leave school and
you have friends and people to talk to, and stuff—
and your teachers’"™

These statistics are about illness, disadvantage and roadblocks. Behind
the statistics, though, there is always a young person with an experience.

We know:

L —

“For example, services might want to take into
account that young people are more likely to

N\

seek help from an online forum than a phone h

helpline survey, but that face-to-face help from
friends and professionals is still preferred over
asking for help on Facebook or Twitter.”*”>

“Ifeelnormal —and like
—there are other people
going through similar
things. Idon’t feel alone

“PDHPE teaches certain
aspects about what they
[illnesses] are. It’s about
the illness—not about
how you can help, or the
next step’”>

N

aboutissues!’

V_J

)

“If there had been someone around to help me
when Iwas a teenager caring for a mentally ill
mother I do think my life would have been so
different...Thad some good teachers at school

S

N

who knew that things were bad athome....1
didn’t need a school counsellor. Ineeded support
and practical assistance to help with things like
school books & uniform, a safe place to study.”™

L —
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+ thatyoung people

consistently say that it
doesn’t help them to always
be hearing negative
messages about the problems
of growing up and mental
illness, and

+ thatchildren and young

people often have the best
knowledge about what
helps them maintain good
mental health, and what
makes them feel sad

or under-valued.

We have heard from young
people that:

+ they want more positive

messages in schools and in
the media aboutitbeing
possible to have a
meaningful future, both after
and while experiencing
mentalillness

+ they value role models

and youth ambassadors
who can tell their own story
of recovery

« thelack of positive stories

and emphasis on problems
increases stigma and
perpetuates the view that
people who experience
mental health difficulties
cannot participate fully

in society

» toomuch ‘education’ about

mentalillness as a subject
rather than a broader
integrated approach to
maintaining mental health at
school doesn’t help students
help others or know how to
help themselves™

« for people going through

mental health difficulties,
being connected to and
sharing experiences with
others who have gone
through something similar is
hugely important, especially
for feeling less alone

» nothavingtheirneedsas

young people appropriately
addressed by services and
having torepeat their story
over and over again because
services don’t communicate
with each other, is a big
barrier to recovery

+ young people believe good
relationships —with family,
teachers and peers —tobe the
mostimportantingredientin
feeling good and mentally
healthy."™ A positive
relationship with educational
attainment—whether
academic, sporting, creative,
technical or vocational —acts
as a foundation for better life
and mental health outcomes

+ young people wholivein
rural or remote locations,
those who are negotiating
their gender, sexuality and/
orintersex status, or who
have caring responsibilities
for parents with a mental
health problem, have
particular needs.

We know we are far from
achieving universal access
tomental health promotion
and support services for
our young people, and
accessis something ofa
‘postcode lottery’.17®
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What the evidence
shows is good practice

Again, the mostimportant evidence for what works and what doesn'’t for
young peoples’ mental health comes from the voices of young people
themselves, their families, and others who interact with them.

These voices say that fostering
positive teacher-student,
school-family, and peer to peer
relationships has a positive
impact on student wellbeing."””
Programs which focus on
promoting good mental health
rather than onreducing
existing ‘problem’ behaviour
are more effective.

Teachers themselves often feel
overwhelmed by the demands
placed on them, and adding
mental health to the mix can
feellike arole which they are
inadequately prepared or
resourced to fulfil.”®
Sometimes they feel so
overstretched that they need
mental health support
themselves, not able to give to
children what they do not have.

“The areas that need to be addressed are so
numerous itis overwhelming. Each student’s
needs are unique even within situations such as
abuse, separation or poverty.”¥°

“Governments ... fail to recognise that their
demands are placing undue and unreasonable
expectations on schools and school systems....
Governments must stop loading schools with
more to do without providing extra, effective
resources to be able to doit.”
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In terms of helping young
people to negotiate their own
transitions successfully, ‘arich
and varied school education is
probably the best intervention
that society can offer’.®2

Traditional pathways through

education do not suit everyone.

Tailored support and flexibly
delivered education
pathways may be needed by
young people who have
disconnected from, or are at
risk of dropping out of,
‘mainstream’ school.””!

Such alternatives are ideally
partof awhole-system effort
to promote engagementin
education. Victoria has a goal
to foster a ‘socially inclusive
education system’ where
schools offer a welcoming
and responsive environment
to the full diversity of
students’ needs.”

Each state has a slightly
different approach but there
are dozens of examples of
programs for people with
mental health difficulties.’
Although these programslack
a strong evidence base because
of patchy evaluation, there is
some uniformity about good
practice principles: delivering
learning in environments
which donotresemblea
school, tailoring one-on-one
support, and employing

staff who can develop
meaningful relationships
with young people.’®

Evaluations also show thatitis
important for whole-school
programs to go beyond
information distribution and
be able to be tailored to local
circumstances and school
populations. Initiatives which
focus on tackling specific
issues across the school
community are more likely

to be effective.’”®

For families experiencing
social or economic
disadvantage, help to provide
asupportive environment
athome and foster family
resilienceisakeypartofa
preventive intervention in the
early years.”® The ‘Triple P’
positive parenting program is
an example of a well-evaluated
intervention which can
effectively prevent or manage
childhood behaviour
difficulties.’®® " Programs
which are culturally
embedded and which involve
families and the community
are more effective for
Indigenous students.””
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supporting a parent while
negotiating your own transitions

What it means for Shannen, Queensland

When Mum became sick I was left alone to pick up the pieces. I had to cut
back my work hours and I went from great study grades to fails within
weeks. I was struggling to sleep and was always scared that something
would happen to my Mum. My boss and workmates helped me when
I'was not coping and became distressed at work.

Ifirst became involved with a local support service
when Iwas 17 and Mum was admitted to the
mental health unit. met my support worker
when I'was struggling to care for Mum during

day releases.

Being Mum’s carer I had to sort out many things
on her behalf, like debt collectors and real estate
people chasing me. Because I was only 17 they
refused to deal with me personally and services
would not help me until my support worker
became involved.

She assisted with making those demands cease
and further guided and supported me with all the
stressors in my life. I doubt that Iwould have been
able to deal with these challenges alone without
her help.

As Mum’s carer, I can’t be unwell when she needs
me. I had to keep myself safe when I lived alone
and experienced my own mental health crisis
because caring for Mum was so demanding

and scary.

Until I became involved with the support service
I'had no idea how to understand the effects of
Mum’s mental illness on me or how to look

after myself.
They never turned me away. To be supported

when trying to learn how to deal with Mum made
things seem a bit easier.

Watch Shannen’s video at www.mentalhealthcommission.gov.au
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spotlightissue
Transitions beyond school

Leaving school and entering further education, training,
or employment also means leaving behind familiar
structures and supports.

This transition may be
especially difficult for
young people who are also
living with mental health
difficulties. They are at
greater risk of not being in
education, employment or
training.®® This may have
lifelong implications for
health, unemployment,
under-employment and
poverty.#1°! Australia
ranks amongst the worst
OECD countries for the
rate of employment of
people with a disability,
including mental

health difficulties.’>!%

So what will turn this
situation around? The
Commission believesin
strengths-based
approaches, built on the
idea thathelping people
tolive contributing lives
does not mean changing
them, but rather
changing the system
and environment to
support this goal.’**

Post-secondary education
providers and employers
can remove barriers to
attaining and continuing
employment. This could
include being flexible to
the episodic nature of
many mental illnesses
and to the side-effects

of medications.

Higher expectations
among professionals of
whata person can
achieve, and eliminating
discriminatory attitudes,
will allow people

to achieve their

potential according to
their strengths.'*

Funding and service
structures can create
disincentives to
employment through loss
of benefits or due to the
lack of advocates to help
people navigate whatis
available to them."®
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Figure 10: People aged 15-24 years who are fully engaged in employment
and/or education by highest level of education and mental health status
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Source: ABS National Survey of Mental Health and Wellbeing 2007

Specialised supported
education enables adults
living with severe mental
illnesses to receive
individual tutoring or
counselling and other
mental health supports
while attending mainstream
college or university. There
is some evidence that this
has positive effects on
wellbeing, self-esteem and
quality oflife, and results in
improved educational and
employment outcomes.”’

For those making the
transition to work, the
individual placement and
support (IPS) approach
involves training people
with mental health
problems on the job and
helps people to gain
competitive employment.'*®
IPS does not exclude anyone
who wants to work,
supports peoples’
preferences, continues
support once employmentis
gained, and integrates
support provided with that
of the person’s mental
health team."*

The Commission
understands that TAFE
plays an importantrolein
providing a pathway to
re-engagementin education
for those with a mental
health difficulty. Itis
imperative thatincreasing
investmentin school-based
education does notresult

in cutbacks to Vocational
Education and

Training provision.
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Jsing online technologies
toreach out to young people

What it means for Sarah, New South Wales

The capacity of a young person to effectively
manage transition periods throughout their life
has a great impact on mental health outcomes as
anadult.

ReachOut.com leverages the latest technologies to
provide young people who are going through
periods of transition, with evidence-based help
and support 24 hours a day. Issues young people
face include physiological changes and
developmental responsibilities such as forming
relationships and emotional independence, as
well as the challenges of moving from primary to
high school.

Our online mental health service focuses on
helping young people aged 14 to 25. This period of
time can be very difficult for many, and can lead to
high stress levels, anxiety, fear and insecurity.

As Senior Manager, Schools for the past two years,
Iknow that school is also an important time for
teachers to play a vital role in supporting people
with mental health problems, through education.

ReachOut.com Professionals, provides teachers
with the very latest evidence-based information
so they can better understand mental health
and wellbeing. Teachers are shown how to refer
young people who are experiencing mental
health difficulties to appropriate services,

how to access practical online tools and are
supported to do so through accessible online
professional development.

As an example, the Leadership Team of one of the
schools we work with has implemented our
resources as part of their school wellbeing
program because of the support it provides to both
students and teachers. It has provided great
opportunities for discussions between students
and teachers and enabled the students to feel
comfortable talking about how they feel and
access help.

I'm proud that ReachOut.com helps young people
tackle everything from finding motivation to
getting through really tough times.

Watch Sarah’s video at www.mentalhealthcommission.gov.au
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Nhatwedon’t know

Where we need more evidence
and to shine a light

First and foremost, there is a lack of active engagement of
young people in the design and implementation of the types
of initiatives discussed in this chapter.

On the whole, we have only a
limited picture of what is
acceptable and appropriate in
their eyes. Social media
platforms offer unprecedented
opportunities to reach young
people and gather their views.

The Commission looks forward
to the findings of the second
national Child and Adolescent
Mental Health Survey, which is
currently underway, to getan
up-to-date picture on the
extentand type of mental
health challenges faced by

our young people.

We have no information
available in Australia about the
extent of school dropout
directly attributable to mental
healthissues, and little
research about the best
methods for helping young
people experiencing mental
health difficulties to remain
engaged in education.

Thisis partly because many
initiatives are not sustained,
and thereisalack of
longitudinal evaluation of the
impact of the many initiatives
in place in schools on
childrens’ mental health and
longer-term outcomes. We
welcome efforts to track
childrens’ wellbeing over time,
such as the ‘Growing up in
Australia’ study and the
ongoing Longitudinal Survey
of Australian Youth?2°°

A common theme which does
emerge from existing
evaluations of school-based
emotional wellbeing programs
isthe challenge of involving
parents and families.? Some

disadvantaged groups are often

seen by services as ‘hard to
reach’. Butit could be that
services are ‘hard to access’.
Access difficulties could be due
to services seemingirrelevant,
judgemental, or culturally
inappropriate.?®? More needs to
be done to investigate effective
ways that schools can work in
partnership with parents and
families to support childrens’
mental health.

There are significant gaps in
research regarding the best
approach to targeted
interventions for children and
young people who are known
tobe athigherrisk of
developing mental health
difficulties —such as Aboriginal
and Torres Strait Islander
children, those who are
geographically isolated,
young carers, and
international students.

When it comes to transitions to
employment, there is little
evidence about how to
effectively support young
people (as opposed to adults
re-entering work) who are
experiencing mentalillness
whilst starting work,
particularly those who have
mild or moderate problems.

Those who have left the formal
education system with few or
no qualifications tend to fall off
the research radar. Without
knowing about these peoples’
experiences of education or
theirreasons forleaving, we
cannotbegin to understand
how to tailor flexible education
for people who need extra
support to stay engaged due to
the impacts of their mental
health difficulty. Part of the
problemis the fear of disclosure
of mental health problems
which speaks to the need
toimprove mental health
literacy programsin
educational settings.?®
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WWhere the Commissionislooking
for continuous improvement

We call for children and young people, their families and educators
to be included in finding solutions. This must include measuring the
effectiveness of any supports for young people in terms which are

meaningful to them.

For young people, meaningful
outcomes can be things like
returning to school or work.
‘Getting back on the bike’ and
being held steady for a while is
agood analogy for an effective
service to support young
people going through mental
health difficulties.?*

Mentally healthy education
needs to be embedded within
learning of any kind —in
schools, colleges, universities
and vocational training
environments. There s
insufficient coherent,
integrated support for teachers
and educators to enable this.
Police forces are providing
mental health training to
support their frontline officers
to better identify and respond
to people in distress. Teachers
and educators could also
benefit from a similar
approach. This should be
accompanied by increased
recognition and support for the
mental health needs of
educators themselves.

The Commission acknowledges education—hearing frank

that friends are the firstline of
helpers for young people who
are struggling "*Friends are
cited time and again asthe
source of help young people
are mostlikely to turnto if
experiencing difficulties with
their mental health. Friends
want to help others who are
going through a tough time,
but often do not know what
tolook out for or what to say.
They alsoneed to be given the
practical help and support
inthese circumstances.

Young people tell us that the
most appropriate and effective
tool for them to learn about
supporting their friends is peer

accounts from people of a
similar age about their
experiences with mental
health difficulties.

With significant school
education reform now
underway, the Commission
strongly urges the integration
of mentally healthy education
approachesintoits
implementation. The reform
is significant, not only for

the amount of money being
invested, butalso because
ofits socially progressive
emphasis on targeting more
intensive intervention at
those who are disadvantaged
or marginalised.

7

\

“Kids need to be educated at school, when they are
young, so that when problems arise they can talk
about them openly instead of keeping them to
themselves. I didn't know what to look for. Signs
thatItook for being adolescence were signs of his
depression. For years he suffered on his own.”™
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Inter-generational cycles of disadvantage
can only be broken if people who are
marginalised can be re-engaged at whatever
age or stage of life they may be.

This means that flexible options for
engagement —not just sticking to
traditional education pathways — must
be universally and consistently available
throughout Australia.

Investing in sufficient, appropriate services
which are acceptable and accessible to young
people is assured of a good return. A person
who has been helped to negotiate life’s
transitions from an early age and has a
strong educational foundation can fulfil their
potential, realise their aspirations, and
contribute to their community and family
for the rest of their lives.
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ng safe,

ble and secure:

Grant, New South Wales

My first admission to a psychiatric ward was
at fourteen. Mental illness constantly stalked
me from a young age. What was originally
diagnosed as ADHD was actually very early
onset schizophrenia. School was a struggle
due to my unstable emotional outbursts,
paranoia and crippling depression. Making
friends was almost impossible and I spenta
lot of time on my own.

My illness deteriorated rapidly when I started
smoking pot. One thing led to another and at
18I ended up in a maximum security.

Iwent from being a Forensic Patienttoa
medium-security unit in a hospital. After
amajor setback, Clozapine stabilised me
and Iwas a new, fully-functional person.
My progress suddenly went into overdrive.

I'was transferred to a minimum security
cottage and for the first time in a decade,
Ididn’t have half a dozen locked doors
between me and the rest of the world.

The justice system and mental health

@ Watch Grant’s video at www.mentalhealthcommission.gov.au

Idreamt of going to TAFE and I wasted
no time in signing up for a Certificate I
in Information Technology. Iwas
fulfilling a dream that was impossible
just six months before that point.

My attendance was borderline perfect;
Iworked hard and graduated.

Rather than feeling stupid like I did at
school, it was clear that I could achieve
whatever I wanted to as long as my
illness wasn’tin charge.

I'began work which helped me secure a
permanent position. I've been there nearly
ayear and it’s going great. Writing for a

living is more than I could have ever hoped for.

2013 was a new year, and a new life. I've gone
fromwearing tracksuit pants in a community
workshop to a collared shirt in head office.

I'encourage you to fulfil your potential. Don’t
letyour illness rob you of the future you want.
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luction

The Commission is highly concerned about how we as a society
criminalise people who live with a mental health difficulty.

We know that people living with mental illness are over-represented
in our prisons, in the number of police incidents and in the number

of police shootings.20%20¢

We were dismayed to learn that
in2012, /

of all people entering our
prison system reported having
been told they have a mental
illness.”® If these findings were
applied to the 29,000 prisoners
in Australia®” then this would
equate to around 11,000
people each year.

We are highly concerned
about what opportunities
there were for them to get the
right support and treatment
when they needed it. This
could have helped them
avertalifein prison, aloss

of theirliberties and human
rights, and therefore avoid
the punitive and mental
health-eroding environment
of prison. It would have
stopped the subsequent
double discrimination from
having a criminal history as
well having a mentalillness,
when trying tore-establish a
life in the community.

1Tng L1I¢ 1e 2013 Natior

The case for alternative
pathways is clear. The current
pathway costs governments
up to $S1million each year for
each person with a mental
health disorder or cognitive
impairment who come into
frequent contact with the
justice system.2®

The case for early intervention
—for young people and families
—isalsoclear. Compared to
other prison entrants, those
with poor mental health

have more extensive and
early imprisonment histories,
poorer school attainment,
higher unemployment

rates and higher rates of
substance use.*

Thisis a cycle of vulnerability
that crosses generations.
Twenty-one per cent of all
prisonersreported that they
had a parentimprisoned while
they were a child, 22 per cent
had themselves been in
juvenile justice detention

and 73 per centhad beenin
prison before.”

This is atragic cycle and one
that has to stop.

This chapter will shine a

light on the opportunities

to provide interventions to
improve mental health and
reduce offending. It will focus
on ways to create alternatives
toimprisonment for those with
mental health difficulties, to
reduce offending behaviour
whilst simultaneously
protecting theirhumanrights.

We will also shine alight on
the particular concerns we
have about the mental health
of Aboriginal and Torres Strait
Islander prisoners, and of those
who are detained under
forensic orders.

The term ‘forensic’ means connections
with or to the court or justice system
inrelation to amental health condition
or matter.

As such, the discussion on forensic mental
health services includes court assessment
and liaison services, hospitals, community
services and follow-up, juvenile justice
services, police and prisons.

People with a mentalillness who come into
contact with a court or the criminal justice
system can be either diverted from the
criminal justice system into treatment,

or may be found not guilty by reason of
mentalillness or unfit to plead due to their
mentalillness.

Diversion programs are usually run by courts
that consider minor offences and how the
person’s mental health can be supported
toreduce the chance of re-offending. This
involves the courtarranging a mental health
assessment of the person, development of
atreatment plan and diversion into
community-based treatment which is then
regularly monitored by the court.

People who are considered by a courtas not
guilty or unfit to plead due to their mental
illness are sent for treatment in a mental
health facility — such as a forensic hospital.
Forensic hospitals are generally operated by
health services, not the corrections or prison
system. Upon discharge into the community,
the forensic service can continue to monitor
and provide treatment and follow-up services
for the person. People within this broad group
are forensic patients.?%

There are also many people with a mental
illness who are sentenced or on remand
whose mentalillness worsens during
custody. Like others who may develop a
physical health problem, they are transferred
to a hospital or mental health facility for
treatment, and upon improvement are
transferred back. People within this group
are correctional patients.?®

Appropriate outpatient-type services in
the prison setting can also be provided by
aforensic health service to provide ongoing
treatment for a mentalillness, just as there
would be if the person had diabetes or
chronicheart failure.

71



ve know

Thisis shocking. Itis almost
double the 12-month
prevalence of mentalillness
inthe general population.*

We know that these elevated
levels of mental health
difficulties are consistently
seen across studiesin
Australian prisons and
correctional facilities. This
relates to high levels of
psychological distress and
mental health disorders.

Itisanational problem.

We know that prisoners with
amental health difficulty
present with some of the most
complex health needs.

Thirty-two per cent of overall
prison entrants reported
having chronic health
conditions and a mental
illness?*®, or amentalillness as
well as a specificimpairment.
For example, one study has
found that 66 per cent of
prisoners with a cognitive
impairmentalsohada
mental healthandora
substance use disorder.”®

These are people with
complexhealth and
social challenges.

We know that people with
amentalillness who find
themselves before a court or

in prison have had ajourney
that may have involved
previous court appearances

as ajuvenile, little involvement
in treatment programs for their

mentalillness and ahigh
chance of a co-existing alcohol
or other drug problem. We
know that for new prisoners
mental health nurses,
psychiatrists, psychologists
and social workers are the most
accessed health professionals.*®

Sadly we know that
opportunities are repeatedly
missed for turning lives around
—ina2o12 survey 33 per cent
of prisoners who had been
told they had amental health
conditionhadbeenin prison
five or more times, compared
to 26 per cent of prisoners
who had no condition.*

Re-establishing a life

after prison is even more
challenging when a person
isalso experiencing high
levels of mentalillness.

thelikelihood of
experiencing a substance
use disorder in the previous
12 months (22.8 per cent
compared with 4.7 per cent);

We know that support for
family membersis often
lacking and they are often ata
loss about what they can do if
their relative becomes involved
with the criminal justice
system. As a family or support
person, the arrest of someone
you care for can be shocking,
frightening and stressful, and
throw you or the whole family
into crisis. In addition, children
struggle with adjusting to
having their family member
inthe criminaljustice system,
especially when itis a parent.

the likelihood of experiencing
an affective disorder such as
depression or bipolar disorder
inthe previous12 months

(19.3 per cent compared with
5.9 per cent); and

Families often do notknow
what to expect or how to
navigate the criminaljustice
system, especially if the person
they care for experiences
mentalillness. There is worry
and fear for the person who is
inthe criminal justice system
and uncertainty about what
will happen next.

Double

thelikelihood of an anxiety
disorder in the previous

12 months (27.5 per cent
compared with 14.1 per cent).*
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tal health and wellbeing
pacts of prison for Aboriginal
and Torres StraitIslander peoples

Aboriginal and Torres Strait Islander peoples are over-represented
in Australian prisons. While they comprise only

at 30 June 2012, they made up 27 per cent
of the adult prison population "+

This is shocking.

Ofthis group, nine per cent

were female, with an increase

of 20 per centin the female
Aboriginal and Torres Strait
Islander prisoner population
since 30 June 20112%7 Further,
Aboriginal and Torres Strait
Islander young people aged
tento17 years were 24 times
more likely to be in detention
than non-Indigenous people
that age, 15 times more likely
tobe under supervision, and
15 times more likely to be
under community-based
supervision in 2010-2011.

Incarceration has serious
mental health impacts for
Aboriginal people;*®* and
in turn, mental health
conditions are associated

with high incarceration rates.

A 2009 survey of NSW
prisonersreported that

55 per cent of Aboriginal
men and 63 per cent of
womenreported an
association between drug
use and their offence.*

In the same sample group,
44.5per cent of men and
51.9 per cent of women had
previously been assessed
or treated by a doctor or
psychiatrist for an emotional
or mental health problem.
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In amore recent Queensland
study, atleast one mental
health condition was
detected in 73 per cent of
male and 86 per cent of
female Aboriginal and
Torres StraitIslander
prisoners; with12.1 per cent
of males and 32.3 per cent of
females diagnosed with post-
traumatic stress disorder.?*

the evidence
vs is good practice

While our states and territories have adopted different
practices, worryingly little is known about how these align “
with best practice approaches.

Furthermore, the evidence
of good practiceis
underdeveloped. We do

not fully understand how
access to treatment and
ongoing support can reduce
relapse into ongoing crime
orimprove mental health in
thelong term.

Despite the massive burden
of mentalillness borne by
this population and their
heavy use of public services,
there is a paucity of research
toidentify good practice,
what interventions are most
effective and what works best
for different groups of people
who come into contact with
the justice system. Some
specific studies and some
services have been positive.?®

The only evidence we do have
is fromisolated examples of
promising practice. Some of
these are models that focus
ondiverting people into
earlier treatment and support,
or fundinginto early
intervention approaches.

Listening to people with
lived experience

Promising practice must
incorporate the views and
stated needs of the people who
will be affected by it. Thisis no
differentin the justice system,
and we are encouraged that the
voices of people with a mental
illnessin the justice system are
being heard and documented
inreports such as Not for
Service Experiences of Injustice
and Despair in Mental Health
Care in Australia® and Mad in
Australia: The state’s assault on
the mentally ill.*"

Itis also positive to see
that the recent prison
health surveysincorporate
self-reporting by prisoners
about their own health.

Mental health courts and
diversion schemes

Diversion approaches are based
upon the principle of
‘therapeutic jurisprudence’ —
that people with a mental
illness who offend do so
because of theirillness, and
appropriate responses are to
provide health treatment, not
criminal penalties. They have
been operating in Australia
since the early 1990s.

Evaluations of mental health
courtliaison servicesin both
Victoria and New South
Wales have been found to

be promising &2

Court diversion programs,
designed to divert people into
mental health care rather than
into custody, are alsoin place.
Individual evaluations of the
Tasmanian mental health
court diversion program and
the New South Wales court
liaison service have shown
them to have reduced the
incidence of offending 22022
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Australia has a history of
court diversion since the 1990s
when the Magistrate’s Court
Diversion Program was
established in South Australia
in1991and was followed by
the Hobart Mental Health
Diversion Listin 2007. Victoria
and Queensland also have
variations of these schemes.

As aprinciple, people who
commit a crime because of
their mentalillness should be
given the opportunity to be
diverted into either mental
health treatment services in the
community, or into the forensic
system to receive appropriate
mental health treatment and
support. The evidence would
show thatitis effective to do so.

Supporting frontline workers

Police are involved more

and more frequently as first
responders in crisis situations
involving people with mental
health difficulties. In New
South Wales for example,
there was a 25 per cent increase
in the annual number of police
incidents involving people
with a mental health problem
between 2008-2009 and
2011-2012. This period saw the
number grow from about
22,000 incidents in 2007-2008
to around 30,000in 2011-2012.2%

Tragically for the person,

their family and the officers
involved, across Australia

over the 11 years 1989-1990 to
2010-2011, 42 per cent of people
shot by police had a mental
illness.?*® Police do notjoin the
force to shoot people orto be

de facto mental health workers.

There are some promising
approaches being taken by
police to train their officers
and to improve their
integration with mental
health professionals. The
Commission visited the ACT
Police this year and saw one
such program in operation.

Use of skills training of police
forces, such as through Mental
Health First Aid, and the
establishment of specialist
crisis intervention teams (CIT)
have indicated reduced arrest
rates, reduced use of force and
cost savings.?¢

Training of other frontline
workers in the justice system
who come into frequent contact
with people who experience
mental health difficulties, such
as corrections or court staff,
should also draw upon
evidence-based approaches.

Restorative justice

Good practice can also

include restorative justice
approaches which focus upon
the whole-of-person needs

of the offender as well as the
victim. This can help minimise
the negative impacts upon
mental health, support
community re-integration

and reduce re-offending.?*

Supporting people

People in the criminal justice
system need to be provided
with information about how
their families can help them,
and families too need to know
how they canreceive help.
The development of guides or
handbooks for families, such
as thatin New South Wales,
is a positive step to provide
families and support people
with knowledge of what to
expectand the ways of the
justice system.?#

reinvestment -
1g lives around

In Australia Dr Tom Calma AO, Adjunct
Associate Professor for National Centre for
Indigenous Studies at the Australian
National University and a former
Aboriginal and Torres Strait Islander Social
Justice Commissioner, was one of the first
proponents of ‘justice reinvestment’,
introducing the concept in the Social Justice
Report2009.7%

Although in his report justice reinvestment
is discussed primarily in relation to
Aboriginal and Torres Strait Islander
communities, the principle has application
tomany vulnerable groups, including
juvenile offenders, and people with
co-existing cognitive impairment and
mental health conditions.

Justice reinvestmentis a criminal
justice policy approach that diverts a
portion of the funds for imprisonment
tolocal communities where there is
ahigh concentration of offenders.

The money that would have been spent
onimprisonmentis reinvested into
services that address the underlying
causes of crime in these communities.

Investing in mental health services for
Aboriginal and Torres Strait Islander
peoplesis one avenue to explore through
justice reinvestment programs. Based on
the available evidence, the Commission
is concerned that the high number of
Aboriginal and Torres Strait Islander
peoples with mental health conditions
in prison might be a flow-on result of
theirlower access to mental health
services than other Australians when
outside of prison.>™ There is substantial
room for improving access to services
which may have positive impacts on rates
of imprisonment.

Thisis also a promising approach in
economic terms. A recent cost-benefit
analysis by the National Indigenous

Drug and Alcohol Council has shown

that the long-term savings for diversion

to community-based rehabilitation

for those with substance use problems,
compared to prison are as high as

$111,458 per offender. This sort of modelling
supports the justice reinvestment argument
thatimprisonment simply does not make
good economic sense.?®



ng together
frontline

ACT Policing (ACTP) respond to around 300
incidents a month which directly or indirectly
have some sort of mental health element.

As aresult of this we started the Mental Health
Community Policing Initiative (MHCPI), to build
effective partnerships and enhance the care and
treatment of individuals experiencing mental
illness or dysfunction. One of the key elements of
the initiative was embedding mental health
clinicians in ACTP Operations.

The clinicians receive on average seven queries
a shift. At times we deal directly with a mental
health consumer or we provide advice and
decision-making support to police dealing with
mental health consumers in the community.
Since inception, more than 3,000 cases have
been referred to the clinicians.

Another major element of the MHCPI is the
four-day enhanced mental health training
program (based on the NSW Police Force MHIT
Training Package). The training program is
designed around giving members the ability

to communicate more effectively with people
affected by poor mental health.

The training also provides members with a
decision-making framework ensuring better
outcomes for mental health consumers. It
incorporates sessions on identifying suicide
risk factors and through scenario-based
training, developing the most appropriate
police response in keeping with the principles
of least restrictive care.

Since the inception of the clinicians and the
training program, the number of police initiated
emergency apprehensions has been reduced.
When we have serious concerns around self-harm
or therisk of harm to others, this legislative power
enables police to take a mental health consumer
into protective custody and transport themto a
designated mental health facility.

Prior to the MHCPI being introduced, emergency
apprehensions were enacted on average 70 to 80
times a month. Since the introduction of the
MHCPI it has been reduced to around 40 to 50
apprehensions a month.

Watch Glenn’s video at www.mentalhealthcommission.gov.au




Feeling safe, stable and secure

at wedon’t know

~Te we need more evidence

and to shine a light

We need anationally consistent
picture to see more clearly the
experience of people living
with a mental health difficulty
inthe criminal justice system,
and how service and supports
are provided, and innovative
and evidence-based practices
are taken up.

We do not have anational
reporting system or consistent
framework across the criminal
justice, police and court system
in Australia.

Itis therefore not surprising
that being able to see anational
picture is difficult. It has only
been since 2009 that aregular
prison health survey has

been undertaken.
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We do not have an
understanding of the most
effective mix of services, and
here we especially need more
evidence and evaluation.
Aside from the promising
results of justice reinvestment
modelling, we know little of
the cost-effectiveness of
current or potential services
in terms of either health or
crime outcomes.

We want to better understand
what opportunities there are to
intervene early or to supporta
person living with a mental
health difficulty in prison or to
divert them from becoming a
‘repeat offender’.

Figure 11: Mental health history of prison entrants by the number of times previously

in adult prison
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Source: ATHW. Analysis of 2012 Prison Health Census Survey (Unpublished)

The Commission believes there
isanurgentneedto shinea
light on the following:

+ Equity of rights and access to
services across the different
jurisdictional systems. There
isalsolittle-to-no evaluation
or comparative assessment
to see what systems or
programs work bestin early
assessment, provision of
treatment and provision of
support during detention and
afterrelease.

+ Weneed a clearer picture of
the whole-of-life benefits for
the personin terms of their
mental health outcomes and
successin other aspects of
their lives such as getting
secure housing, income and
meaningful work.
Evaluations of diversion or
early intervention
approaches need to move
beyond reduction in
recidivism or offending rates
to encompass these aspects
aswell.

+ Weneed a clearer view of the
extent to which promising
practice exists, and is able
tobe scaled-up across
Australia; we need piloting
and evaluation of diversion
and restorative justice
approaches; investment
in evidence-based
programs and court or
prison alternatives.??
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Figure 12: People in juvenile detention in NSW with a mental illness
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Figure 13: Mental health history of prison entrants by drug use,
smoking status, and risk of alcohol-related harm
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Source: AIHW. Analysis of 2012 Prison Health Census Survey (Unpublished)

Supporting young people

We need to know more about
how to support young people to
prevent a lifetime connected to
the criminal justice system.
Mental health problems have
been described as being ‘the
most prominent of needs of
young people in contact with
the juvenile justice system???’
In New South Wales the Young
People in Custody Health Survey
confirmed the extent of mental
health problems, and

highlighted the higher rates
experienced by Aboriginal and
Torres StraitIslander youth.

On average, young people in
custody had 3.3 different
psychological disorders.

Such a shocking figure requires
agenuine and urgent response.

We need to both more clearly
see and understand what can
be done for these young people
and what will be effective.
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Support after contact with the
criminaljustice system

The capacity for people who
have been in prison to take up
the opportunities fora
contributing life is reliant upon
having their mental health
assessed and amental health
planimplemented while they
arein prison. Itis known that
the first two weeks after release

pose the highestrisk of suicide,
relapse into drug abuse,
overdose or re-offending.??®

We need to know what services
are best practice and the extent
towhich these are adopted

and implemented to avert these
risks. Equally, we need to know
whatbarriers need to be broken
to get good practice in place on
the ground.
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1s: What it means
under a forensic order

In every state and territory
people with amentalillness
are held in prison or specialist
forensic hospitals. These
people have either been
charged and found not fit

to plead due to their mental
illness, or they have been
found to be mentally

unwell at the time when

the crime took place. Under
these circumstances, their
cases are considered under
special forensic provisions
in each state’s legislation —
where they are referred to
detention in a forensic or
secure health facility for
health treatment, or released
with conditions compliance.

Across Australiain 2010-2011
there were a total of 576 forensic
beds, and states and territories
spent $229 million on
providing forensic facility and
community-based services.!> ¥
New South Wales had the
largest forensic mental health
system, with 267 (or nearly
half) of all forensic beds,
although on a population basis
these numbers were on par
with South Australia (2.3 beds
per100,000 in NSW compared
to2.4beds per100,000in SA).

We know that people living
under a forensic order arein
forensic facilities as well as
otherinstitutions and in the
community. For example, in
NSW at 30 June 2007 there
were 309 people under such
orders—86 living in the
community, 51in correctional
centres, 98in Long Bay jail
prison hospital and 74 in
community hospitals. Of these
309, by far the majority, at 208,
were ‘not guilty’ by reason of
their mental illness.?°

We know little across our
forensic systems about
improved health outcomes —
though some research has
documented the economic
benefits of early intervention?®®
and the potential for

service benchmarking.®!

Individual commentary

or analysis of legislative
provisions between
jurisdictions illustrate that

the rights of people to
treatmentin theleastrestrictive
environment, or to recovery
supportive environments, are
notuniversally assured.?0.232.23

Reconviction rates among this
group are reassuringly low.2342%

From a national perspective,
the key issues impacting
people under forensic orders
include delayed access to care
in health facilities, inadequate
‘step-down’ and rehabilitative
pathways, and differing legal
frameworks across the states.

Firstly, the distribution of
resources across high,
medium, low secure and
community environments is
not always informed by
evidence and this
significantly impacts the
capacity of Forensic Mental
Health (FMH) Services to
admit and transition people
through these care settings.
This means they are unable
to progress to lesser restrictive
care contexts appropriate

to their clinical and
crime-related needs, and,
inturn, delays access to the
type of care thatis most
conducive to theirrecovery.
Such delays are particularly
highlighted in cases of
prolonged detention in
custodial and high

secure environments.

Secondly, in most state FMH
Services, poorly co-ordinated
biopsychosocial rehabilitation
modelslead to inconsistent
recovery plans for patients.
Unlike people in the general
mental health system, those
under a forensic order require

interventions that target the
symptoms of mental
impairment, as

well as offending behaviour.
When these clinical and
crime-related needs are
inadequately addressed,
peoples’ recovery and
community safety can

be compromised.

Reflecting the pattern across
mental health and justice
research more generally,
thereislittle evidence to
support the use of many
interventions with people
under forensic orders, which
reduces the rate at which
FMH Services adopt such
interventions. The inability
of FMH Services to provide
appropriate interventions
may also contribute to delays
in addressingrisk, and in turn,
suspend progress from high
secure to community care.
This highlights a need for
increased research within
the FMH sector to improve
the quality of rehabilitation
offered to forensic patients.

Finally, the differentlegal
frameworks across the states
influence the way FMH
Services are delivered. Such
differences have led to varied
service models and
fragmented understanding
about the responsibilities of
FMH services. Consequently,
outcomes in relation to

a) reducing re-offending

by those experiencing
mentalillness, and,

b) shifting attitudes about
those under forensic orders —
areinconsistent across the
states. Additionally, the
legislative differences do not
readily facilitate cross-border
agreements straining
continuity of care when or if
people travel between states.



‘htissue
ne justice
d human rights

Butin practice, people
living with a mental
illness dolose their rights.

Ourjustice institutions
need to consider whether
this is a dereliction of
their duty of care. This
duty extends to people
who are unwell and may
have complex mental
health and drug or alcohol
problems, to young people
with emerging mental
illness, and to people
whose lives are confined
to publicinstitutions.

‘Equivalence of care’

isan essential guiding
principle here. This
means that peoplein

the justice system should
have access to health care,
support, and treatment at
the same levels as people
inthe broader community:.

Thelack of
genuinejustice

We can see evidence of
thelack of genuine
justice —justice which
respects human rights
for those with mental
health problems who
arein contact with the
justice system.

People with mentalillness
are more likely to be
victims of crime. They can
be actively discriminated
against, with their cases
not progressed or their
evidence notrespected.®

One UK study found that
16 per cent of people with
an established psychotic
illness reported being
violently victimised?’
and another study
revealed that 45 per cent
of people with ‘severe
mentalillness’ had been
avictim of crime in the

pastyear.”® Otherresearch
showed that one-third of
people who had been
discharged from inpatient
units and who were living
inhostels had been the
victims of crime in the
preceding year.?

Genuine justice is not seen
inthe disparity between
thelegal and justice
systems across our
individual jurisdictions.
Equality of treatment is
not ensured; differences
in treatment can occur at
all pointsin the criminal
justice systems?® The
treatment and rights

of people living with
mental health difficulties
and the handling of their
cases can be inconsistent,
and have profound effects
on their presentand
future wellbeing.

Ourhuman
rights obligations

The Commission considers
that genuine justice is about
how human rights of people
with amentalillness are
respected and provided for
when they interact with the
justice system. Australiais
asignatory to both the
Universal Declaration on
Human Rights and the
United Nations Convention
on the Rights of Persons

with Disabilities.

On the evidence presented
in this chapter, we are failing
on one of the obligations
from the Universal
Declaration to “.. theright to
a standard of living adequate
for the health and well-being
of himself ... and medical
care and necessary

social services... ">

The Disability Convention
further states that when
people with a disability are
involved with the justice
system they have arange of
entitlements. These are to
health and health care, legal
representation and equality
of treatment before the law,
and consideration given to
the support necessary to
ensure their mental health
and health needs when their
liberty is taken away.

Italso states thatin order
for theserights to be
protected, training should
be made available to “for
those working in the field
of administration of justice,
including police and

prison staff.”

These requirements under
the Convention need to be
taken seriously.

Service and supports,
attitudes and practices
need toimprove, and
Australia needs to step
up and be genuine about
its commitments to its
own citizens.



Feeling safe, stable and secure

en afamily memberis
the criminal justice system

What it means for Margaret, Western Australia

Over the past decade, I've been supporting two family members who
experience psychosis and drug and alcohol issues. I've seen first-hand the
way the system can let people down and not look after them properly.

During a paranoid, psychotic episode one of my
family members believed he’d be safer in prison
than in the community. He'd never been to prison
before but he committed a crime to get there.

In prison, it’s all about security, not about

health. He didn’t get the help he needed and
deteriorated further.

Ifelt there was no voice for people or families in
this situation. I started a group and we met on
aregular basis. We wanted to stop people with
mental ill-health ending up in prison and being
forgotten about.

As a family member, I just couldn’t understand
why the systems were letting so many vulnerable
people down. I know that when you have mental
ill-health and drug and alcohol or criminal justice

issues, the sum of distress is greater than the parts.

People in this situation don’t have complex needs.

They have the same needs as you or I. It’s just that
services’ responses to them require thoughtfulness
and co-ordination. That’s where the complexity
lies—not with the person!

A pilot mental health court is being trialled in WA
to help divert people to treatment and care. I'm
very proud that family and consumer advocates
helped to make that happen.

I'd like to see a much better understanding of why
people end up in the criminal justice system. It’s
not just about mentalillness. It’s often about lack
of co-ordinated service support, poverty, lack of
employment, stigma and discrimination.

People need a safe home, someone to love who
loves them, something meaningful to do and
enough cash to see them through.

@ Watch Margaret’s video at www.mentalhealthcommission.gov.au
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Feeling safe, stable and secure

‘e the Commiission is looking
ontinuous improvement

Itis of the utmostimportance to have a criminal justice system that
gives justice to people with mental illness. Underlying this principle is
the need to have a strong evidence base upon which to plan and deliver
services, interventions and supports.

This means:

Providing options and
support for young people
with emerging mental
health difficulties to divert
them from the courts and
prison system.

Itis estimated that the younger
the age of first contact with the
justice system (between the
ages of10 and 14 years), the
greater the chance of coming
before a court again, and
receiving a prison sentence as
an adult offender.?*° For young
people atrisk of developing
mentalillness and who come
into contact with the criminal
justice system, supportand
diversion could change that
potential pattern.

“..young offenders pose[s]
unique challenges. They
engage in risky behaviours,
have significant primary health
needs and present with a range
of mental health issues and
complex behavioural and
social concerns, including

their offending behaviour.”*
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Providing support to adults
in the prison and justice
system to ensure protection
of their health and legal
humanrights.

The Commission is pleased
that the Australian Human
Rights Commission is currently
investigating this area. We
understand their study-to-date
hasidentified case examples of
discrimination in the courts,
police and prison systems;
where a person’s liberty may
be taken away, not because of a
criminal conviction, but due to
their mental health status.**

The human rights of people
with mentalillness warrant
afair, consistent and reliable
approachin the criminal
justice systems across the
country. Consistency of
legislation and practicein
the criminal law would
make for a good start.

Each state has a different
Mental Health Act with
different approaches. The

new Mental Health Act of
Tasmania which is to take force
from1January 2014, is of great
interest. This Act will change
the emphasis from risk to self
and others, to assessment of a
person’s capacity. It will have
one treatment order regardless
of setting and more regular
review points by the tribunal.
The person and their family
will be involved throughout
the process.

Report Card on Mental Health and Suicide Prevention

Better transition and
follow-up arrangements for
people with a mentalillness
in custody, prison and
forensic facilities upon
release or discharge.

Peopleliving with amental
illness who commit a serious
offence are subject to legal
processes under the forensic
and justice systems. The rights
ofindividuals who are unfit to
plead due to mental illness
need tobe balanced against
the needs of the community.
However, access to mental
health treatment, and
opportunities for rehabilitation
andrecovery need tobe
available. The Commission
has heard from services, that
successful re-integration needs

astaged approach, and
currently options for
supporting a person through
transition back into the wider
community are lacking.

The Commission looks to the
forensic and prison services
and local mental health teams
to work together more strongly
to provide support through
discharge and transitions,

to optimise a person’s
re-connection with the
community and reduce risk of
arelapse of poor mental health
or offending.

Improvements in
awareness of legal rights
and justice processes.

Australian states and
territories need to develop a
comprehensive community
education campaign to
increase awareness oflegal
rights, court processes and
legal assistance and support
by people with a mental health
issue and their families and
support people. This education
should be delivered in mental
health, community and
education settings, in the
criminaljustice system,

and police service.

This is essential to guarantee
that people will be treated
within theirrights.

81



Feeling safe, stable and secure

This approachis based upon
one that was developed from
the “Inquiry into access to and
interaction with the justice
system by people with an
Intellectual Disability and their
families and carer.”*#It aligns
with both the perspective of
equivalence of access —that

all people, irrespective of their
health or disability, should be
treated equal to that of others
in the community, and with
human rights provisions that
aperson should be made aware
of theirrights in order for them
tobe able to make informed
choices in exercising them 2%

There is aneed to reform and
reinvest current resources into
interventions that work:

+ Support for court diversion
of people with mental
health difficulties from
the criminaljustice system
into community mental
health services and
custodial transitional
services to support people
leaving custody.

+ We need initiatives that
provide people with mental
health difficulties, upon their
release from prison, with
ongoing care and supportin
the community that address
the things that concern
them mostin life and support
them to be successfulin
re-establishing theirlives —
such as accommodation,
education and employment
opportunities.

Reducing the
over-representation of people
in prison with mentalillness.

Itis clear that the prevalence

of mentalillnessis strikingly
higher among prisoners than
inthe general population. Only
ifwe see the improvements

we have outlined above will
we be able to reduce the
over-representation of people
with mental health difficulties
in prison.

This mustbe a priority.

Unlessit does, ‘Australian
society [will be] diminished
by the increasing use of prison
to address multi-layered
social difficulties’

We cannot continue with

the present situation, where
prisons have become our new
mental health institutions.
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We need to have all our jurisdictions to adopt more consistent legal
provisions so that people with a mental illness are equitably treated
throughout our nation; we see the high levels of mental health and
co-existing physical health problems among the prison population
and the high priority to provide the right physical health and mental
health treatment and support they require, and we consider that
diversion is essential to supporting the individual to bring justice

to people living with mental health difficulties to reduce the
consequences of living with a mental illness upon themselves

and the wider community.

We recognise that a health-based response is needed for people
who commit a crime because of their mental illness and that
treatment in a specialist forensic mental health system is
important, as are supports for people with a mental illness when
they leave a prison or forensic facility and start to re-establish
their life in the community.

This is what a just system would look like.

The NSW Consumer Advisory Group’s view of what a justice
system should look like:

“When you are exiting prison, you receive transitional
support, including access to clinical care, accommodation,
education and employment opportunities. You are linked
in with services in the community so that, if you choose to,
you can access ongoing support suited to your situation.
Because there are supports that help you adjust tolifein the
community, you feel positive and optimistic about being in
the community. These supports help stop the ‘revolving

door’ effect.”?3
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Leanne, New South Wales

I'have been living with depression, panic
anxiety disorder, PTSD and agoraphobia for
many years. I have five adult children and
lived with a lot of domestic violence in my
two marriages. I live with my 22 year-old son.
He gave up his navy career at 18 to become
my full-time carer after I attempted suicide
and ended up in intensive care. I have tried

to take my life numerous times.

I'was an only child and my father remarried
after Mum passed away when I was aged 12.
Iexperienced lots of domestic violence from
my stepmother and we never stayed in one
place for too long so it was hard to hold on

to friends.

Irecently attempted suicide again but my son
saw the warning signs and called the police.
The ambulance staff were very helpful and
stayed until I got a hospital bed.

My psychologist arranged for me to have

a support worker which has made such a
difference to my life. We have set meaningful
goals, including improving the quality of my
life, being able to get out into the community
alittle more and able to ask for help

when needed.

venting suicide:

What works in suicide prevention?

@ Watch Leanne’s video at www.mentalhealthcommission.gov.au

Iam an Indigenous Australian and have
traced my heritage to the Noongar people
of Western Australia. Iwould love to get rid
of the stigma of mental illness and suicide
because I know what it s like to be called a
‘crazy woman’ and labelled a ‘wacko’.

The courts recommended I participate in an
Indigenous Elders meeting for mediation
relating to domestic violence issues. I wasn’t
aware of specific Indigenous services, but it’s
been an amazing experience, helping me
with a lot of my issues.

My children are the first people to be there for
me, then my psychologist, GP and my support
worker. I've come ahead in leaps and bounds
in the last two months and my support person
is helping me to see things in a positive light.
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Preventing suicide

duction

If suicide was a disease, funds would be scrambled and
urgent searches started to find vaccines, causes and cures.

No part of our community is immune; suicide kills more young
people than anything else and kills three times more men than
women. The suicide rate is highest in those aged over 85.%

Suicide takes one and ahalf
times as many Australian
lives each yearasroad
accidents.” Road accident
deaths have substantially
reduced inrecent decades,
but over the same period
there hasnotbeen the same
level of reduction in suicide
rates. We can and mustdo
better than this.

We all know thatdrink driving
increases ourrisk of dying on
theroad and discussing who
will be the designated driver
is often part of anight out.

We need the same openness
with our other conversations.
Talking about difficult
emotions —even if we notice
someone isn't coping —does
not come easily to many of us,
and suicide is still often a
taboo subject.

Every death by suicide
expresses unimaginable
anguish, and ithappens on
average six times every dayin
Australia.?*In 2007 over 65,000
people reported attempting to
take their ownlife.

Most of these attempts do not
come out of nowhere. Many

of these 65,000 people would
notlive theirlife in isolation —
they may attend school or
work (or fail to turn up), talk
with friends or family, visit
their GP or Centrelink —or they
may simply ‘fall off the radar’.

In our 2012 Report Card

we called for more timely
support for those who may
be contemplating suicide,
and more rapid and local

reporting of suicidal behaviour.

We repeat this call, and will

continue todo soaslongas
there is no visible action and
preventable suicides continue
tooccur.

This year we focus on what
can drive down our suicide
rate and the number of suicide
attempts each year. We
highlight where our knowledge
islacking in what works best
for the community as a whole,
and for groups who are more
vulnerable to suicide. We look
atthe geographic, socialand
economic inequality of the
burden of suicide across our
communities and shine a
light on the troubling level of
suicide attempts.

we know

oje]e)

We know thateach yearin
Australia, more than 2,200
people die by suicide, and that
an overwhelming three
quarters of these are men.”

The decade between 2002 and
20115aw a15.3 per cent
reduction in suicides, mostly
due to a substantial reduction
in high levels of deaths among
young men.? Declines across
all groups appear to have
stalled in the last few years.
Recentchangesindata
collection methods and review

We know that suicide arises
from a complex interaction of
many vulnerabilities, triggers
and factorsin a person’s life.?#
However, suicide isnotjustan
individual act. Social and
economic circumstances and
differences between cultures
also contribute.?*

We know this because it

hits our disadvantaged and
marginalised communities
the hardest, reflecting wider
social, geographicand
economic inequalities as well

In our consultations the
Commission has been made
aware of how suicide affects
people in their communities
—those athigherrisk of suicide
include Aboriginal and Torres
Strait Islander peoples; those
who identify aslesbian, gay,
bisexual, transgender or
intersex (LGBTI); those
experiencing chronic physical
pain orillness; some Armed
Forces veterans; men who

live inrural or remote areas;
and people experiencing

. . e e mentalillness.
may have contributed to this as everyday discrimination
picture, butitis clearthatrates andexclusion.
remain too high.
Figure 14: Number of suicides by sex 2002-2011
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Aboriginal and Torres Strait Islander people who die by suicide
are half as likely as other Australians to have ever received help
for a mental health problem.**¢ But they are twice as likely as
non-Indigenous people to take their own lives.*

The suicide burden falls
disproportionately on young
Aboriginal and Torres Strait
Islander men and women
—where those aged between
15and 19 years die by suicide
at4.4and 5.9 times the rates
of other young Australians
respectively.?

There are stark geographical
inequalities in suicide rates
which this year we show for the
first time. Rates are more than
twice ashigh in the Northern
Territory (20.0 per100,000) as
in New South Wales and
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Victoria (8.5 and 9.5 per 100,000
respectively)?¥ The map of
suicide deaths in Australia
atFigure 15 shows this

regional variation for the
period 2007-2011, with darker
colours indicating a higher

rate of deaths. People living

in non-metropolitan areas

are more likely to die by suicide
than those living in capital
cities,?*” and we know that men
notliving in major cities are
almost twice as likely as their
urban counterparts to die

by suicide.*®

Figure1s: Suicide deaths

in Australia 2007-2011
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Suicidal thinking, plans and attempts among the LGBTI community
are shockingly high. People who identified as lesbian, gay or bisexual
reported suicidal thoughts during their lifetime at almost three
times the rate of those identifying as straight, and suicidal plans

or attempts during their lifetime at four times the rate.*

Experiences of discrimination
and social exclusion, which
contribute to poor self-esteem,
isolation, and mental health
problems, are behind these
highrates?*

Some life experiences appear to
leave some people atincreased
risk of suicide. For example,
although the rate of suicide
among serving Defence Force
personnelisreported as being
slightly lower than the general
population?° the risk of suicide
isfound in some studies torise
over time for Armed Forces
veterans. There is international
evidence that those who have
experienced severe
psychological or physical
trauma during war have an
increased risk of suicide?"

Experiencing chronic pain or
illness are alsorelated torisk
for suicide. Recent research in
the UK has found that ten per
cent of people completing
suicide were suffering chronic
illness??In ‘battling’ the
physicalillness a person’s
emotional wellbeing can be
overlooked by family, friends
and their treating health
professionals; for example, as
many as 70 per cent of those
diagnosed with cancer think
about suicide during the three
months after diagnosis.®

s fo actual experiences of discrimination
d an expectation of discrimination by
lesbian, gay, bisexual, transgender and intersex
people (LGBTI), suicide and thoughts of suicide
are a highrisk.”

Susan Ditter , Working It Out Tasmania
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Figure 16: Suicidal ideation and behaviours in lifetime by Sex and Sexual orientation
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ng fora

furned serviceman

What it means for Melanie, New South Wales

I'have been married for 14 years and have two children. My husband
was in the RAAF for almost 15 years, and was deployed to Iraq during

the Second Gulf Warin 2003.

Hereturned to Australia for a one-week break

and I could tell something was not right. After he
returned from his second deployment, his whole
psyche had changed. He had been debriefed about
Post Traumatic Stress Disorder and I encouraged
him to see the psychiatrist at the Base Hospital
who recognised the symptoms.

One year later, my husband discharged himself;
we left the Defence family and had our second
child. This was the most difficult time of our lives,
with no stable home or income, a newborn baby
and a toddler.

My husband continued to deny his PTSD
symptoms. I called the VVCS (Veterans and
Veterans’ Families Counselling Services) Hotline
and organised counselling. I learnt to take care of
myself and knew that the stress my husband put
me under was notright.

I'hitemotional burnout 4 years into caring. I had
to change. Idid a couple of courses through Carers
NSWwhich changed my life. I enforced a short
separation from my husband. However, I knew
that without me as an effective carer, he was at a
greater risk of suicide.

Iinvited my husband back to the house, after
working out some much needed boundaries.

Since then I have learnt to look after myself and
express when I need a break.

I'went back to study, deliberately relying more on
my husband. This was good as it increased his
capacity to be a part of the family.

Inow work part-time and study one postgraduate
subject. I am supported by our community, and
also by the Partners of Veterans Association (PVA).
They understand what it’s like when you need to
getaway.

Watch Melanie’s video at www.mentalhealthcommission.gov.au
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it the evidence
ws is good practice

There is surprisingly little evidence
about what works in suicide prevention.

Amessage is emerging from
recent reviews of research:
thereis an overall lack of
evidence, butthere are a
handful of effective single
interventions to reduce the
risk of suicide2*2*These
interventions can be divided
into: those aimed at the whole
population (universal); those
aimed at ‘at-risk groups’
(targeted); and those for
people experiencing mental
health problems.

We are encouraged that
initiatives funded under the
National Suicide Prevention
Program are being evaluated,
and this will provide us with
much-needed Australian
evidence about effective
approaches. In the meantime
we know that there are several
examples of international best
practice in this country.

Our literature review of
international and Australian
research published in the last
three years shows that the
most effective programs are

those which are
comprehensive and systemic
and which incorporate multiple
but co-ordinated approaches
and interventions?*®* However,
there is as yet little knowledge
about how different elements
ofthese systemic approaches
interact with each other, how
they might be bestintegrated,
nor about how different
combinations of approaches
work in different settings.

A good suicide prevention
approachisnotjust, or even
mainly, about mental health
services. Many other agencies
and places —Centrelink,
homeless shelters, schools
and colleges, and workplaces —
are far more likely to come
into contact with people who
are suicidal. In a Queensland
study, 63 per cent of those

who have survived a suicide
attemptreport that they

have not attended any mental
health service or professional®’
Such low contact with mental
health servicesisrepeatedin
other countries?*®

Preventing suicide requires
action atalllevels of
government (to plan, prioritise
resources, and co-ordinate),
services (to identify and target
those most atrisk), and
communities (to drive
‘grassroots’ responses).

The European Alliance

against Depression, active in

17 European countries, is one
example of a multi-component
intervention which has had

a positive impact on suicidal
behaviour (butless impact

on suicide rates). The four
main components are:

GP education, public relations
activity, training of community
facilitators and interventions
targeted at high-risk groups.
Grassroots community
networks and community
capacity building in

suicide prevention deliver

this approach 2260

Joining uplocalinterventions
across agency and service
boundaries seems key to
effective prevention. The
Baerum suicide prevention
team in Norway achieves
effective community follow up
after discharge from hospital
after a suicide attempt through
amodel called ‘chain-of-care’?*
Such amodel of joined-up
support could be extended to
alcohol, primary care and other
services to encourage themto
collaborate in helping those
vulnerable to suicide.

For those communities more
vulnerable to suicide, targeted
interventions are needed.

We can see theimportance

of such a tailored approach
which is designed by and with —
not for—community members
when we look more closely
into whatis known about
effective approaches for
suicide prevention among
Aboriginal and Torres Strait
Islander peoples.

ort when my dad suicided
1 support being a carer would
have made a huge difference.
[ was unwell myself and had
to care for my children and my
very unwell mum?’™
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n focus: Targeted prevention
in Aboriginal and Torres Strait
[slander communities

The heavy suicide burden carried by Aboriginal and Torres Strait
Islander communities is a national shame, and one that impacts

across generations.

Australia’s first National
Aboriginal and Torres Strait
Islander Suicide Prevention
Strategy was released in

May 2013. It was underpinned
by research??thatidentified
the association between
Indigenous communities
thathave a strong ‘cultural
continuity’ with significantly
lower rates of suicide among
their young people, in
comparison to communities
under cultural stress 26264
Inbroad terms, cultural
continuity refers to
self-determination and
cultural maintenance.
Itisthought that young
people from a strong cultural
background have a sense of
their past and their traditions
and are able to draw pride
and identity from them.

By extension, they also
conceive of themselves as
having a future as bearers

of a continuing stream

of culture.?®

Participantsin the
consultations for the Strategy,
drawn from across Indigenous
Australian communities,
consistently called for
community-focused, holistic
and integrated approaches to
suicide prevention with an
emphasis on investmentin
‘upstream’ prevention efforts
to build community, family
and individual resilience,
and onrestoring social and
emotional wellbeing %

Thereis a high level of need in
Aboriginal and Torres Strait
Islander communities for a
range of culturally appropriate
and locally responsive healing,
empowerment and leadership
programs and strategies.?**
Critical to the success of these
responses is a high level of
community ownership.

Fostering cultural continuity
isavital part of suicide
prevention in Indigenous
communities. Decreased
suicide rates have been
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found to correlate with the
number of indicators of
cultural continuity present
ina community, including:
self-government, land claims,
community-controlled
services, (including police
and fire services, health
services, child protection
and education), knowledge
ofIndigenous languages,
women in positions of
leadership, and facilities
dedicated to cultural
purposes.3264

Afurther critical factoris

the presence of culturally
competent suicide prevention
services in communities.

An example of quality
indicators for such services
can be found in the Operational
Guidelines for Aboriginal and
Torres Strait Islander Suicide
Prevention Services to the
Access to Allied Psychological
Services (ATAPS) program 2%
According to these guidelines,
services should aim to:

Figure 17: Suicide rate for Indigenous and non-Indigenous populations,

NSW, QId, SA, WA and NT
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establish management
protocols that reflect the
multiple levels of diversity
found in modern Aboriginal
and Torres Strait Islander
populations, and

be based on Aboriginal and
Torres Strait Islander peoples’
definitions of health,
incorporating spirituality,
culture, family, connection
totheland and wellbeing
and grounded in

community engagement.

Optimally, such approaches
need to be developed and
provided in partnership
with Aboriginal Community
Controlled Health Services.

The Commission remains
committed to witnessing a
decrease in the rate of suicide
in Aboriginal and Torres
Strait Islander communities,
and will continue to keep
this as one of our key areas
of interest.
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twedon’tknow

re we need more evidence
1d to shine a light

Suicide is often described as being ‘in the shadows’, ‘hidden’, or ‘silent’.
The true prevalence of suicide, how to reliably predict it, and how to best
preventit are also largely hidden from our view.

Suicide research focuses on
the epidemiological study of
prevalence and risk factors.
We are lacking qualitative
work with those bereaved
by suicide, who experience
suicidal thoughts, or who
have gone through a suicide
attempt*” Accessingina
sensitive way this lived
experienceis aresearch
priority, if we are to better
understand what helps and
what doesn’t. Itis a priority
which may be jeopardised
by the preoccupation with
risk of many research

ethics committees.?6®

Even basic information about
rates of suicide is difficult
toknow accurately, because
of differences in reporting
standards, difficulty
determining intent, delays

in Coronial verdicts, and
insurance- and stigma-related
barriers. Australia is currently
attempting to standardise
suicide reporting across the
country. Without this, we
cannot know whether
interventions have had

any positive effect.

There is no assessment tool
or known constellation of risk
factors which canreliably
predict the likelihood that
someone will take their

own life 26°

In terms of what works for
suicide prevention, we are
only just starting to scratch
the surface. We do not know
the impact of our National
Suicide Prevention Strategy,
for example, on suicide rates.

One particular aspect of
implementation which we
instinctively know would

help is continuity of care and
follow-up.?” This deficitin

our current systems has been
emphasised in the highest
levelinquiries and policies.* 27
This work recognises the need
for collaboration between
government departments,
levels of government, local
service providers from health,
education, justice, housing and
employment, and service
planners and people at risk.

We are far from having
anintegrated system of
prevention backed up by
standards, evaluation and
monitoring to provide:

+ community-level
understanding of
warning signs

+ clearand easy access
points for help, and

+ a‘seamless service’ for
those atrisk of suicide or
who have attempted suicide.

Part of the problem is that

our suicide prevention policies
and strategies currently do
not offer any sense of what
interventions should be
prioritised »*¢ We have a
fragmented system made up
of isolated programs running
in parallel. This approach
does not catch people falling
through the ‘gaps’ between
services or ensure they access
helpin the first place.

One solution has been
proposed by leading Australian
suicide researchers, who
recommend widespread
implementation of the few
proven prevention approaches,
alongside small-scale

piloting and evaluation of
innovative approaches.?™
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ightissue
cide attempts

It has been estimated that over 2.1 million Australians have
seriously considered suicide in their lifetime and over halfa
million people have acted on these thoughts.*”

Each year, about 65,300 people attempt to take their own life.
The patterns of inequality we have seen in suicide rates are
also reflected in attempts, with the exception that women
are more likely to attempt suicide than men.

The biggest risk factor for
a completed suicideis a
previous attempt?’® We
know from international
evidence that for people
who sought hospital
Emergency Department
(ED) treatment following
a suicide attempt, one in
six attempts is followed
by another within the
following 12 months,
and thatup toonein
twenty of those people
attempting suicide will
die by suicide during the
nextnine years?”’

Supporting those who
have made a suicide
attemptis a significant
opportunity for
preventinglater deaths.

We are hampered in this
effort because we are
lacking good follow-up
data on what happens to
people who self-injure or
attempt suicide. As aresult
we cannot know what
services and supports
actually work. We repeat
our call for better
community surveillance
and communication
about suicide attempts.

Any suicide attempt
indicates extreme
psychological distress.
Although we have some
statistics about who
attempts suicide, we know
very little about peoples’
actual experiences.

We have commissioned
the Centre for Research
Excellencein Suicide
Prevention to undertake
a12-month-long research
study into the nature of
such experience, focusing
on what helped and what
didn’t help people and
their families, before and
after an attempt.

We know that projects
which seek to provide brief
interventions in the
Emergency Department
accompanied by follow-up
and outreach can greatly
improve outcomes for this
group,”®butalso that at
present people presenting
at EDs canreceive poor
treatment and little orno
follow-up on discharge*”

We know less about how

to provide outreach services

which can intervene before
aperson gets to the point
of attempting suicide.
Continuity of care and
post-attempt support is
known to significantly
decrease the chances ofa
person later taking their

own life. We will aim through

our study to ascertain the
degree to which services
across support sectors play
their role in ensuring
outreach and continuity.

In the meantime, we are
encouraged by action taken
by police and ambulance
services, especially in
Victoria, to record suspected
suicides in a standardised
way. Near real-time reporting
of suspected suicide and
suicide attempt data by the
ambulance serviceis
currently being trialled,

but unfortunately this data
was not made available to us.
Welook forward to learning
whether this initiative
uncovers new information
about the rates and patterns
of suicide in our communities.
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enting suicide
,GBTI communities

What it means for Virginia, Tasmania

As the Lesbian, Gay, Bisexual, Transgender and
Intersex (LGBTI) Project Officer for Relationships
Australia, Tasmania (RA TAS), my roleis to
develop and implement the LGBTI Suicide
Prevention Community Action Plan.

The LGBTI CAPwas developed to guide suicide
prevention activities for LGBTI people in
Tasmania and is an action under the Tasmanian
Suicide Prevention Strategy 2010-2014. Itisa
fluid document that will be updated regularly as
activities are completed and new actions agreed.

State-wide consultations with LGBTI community
members formed the development of the LGBTI
Community Action Plan and three regionally
based working groups were formed.

Through the working group, new partnerships
were formed between RA TAS stakeholders and
the police, health, justice, children and youth,
mental health, non-government organisations,
education and local LGBTI organisations.

Six key action areas are highlighted in the LGBTI
Community Action Plan including: Challenging
discrimination and prejudice; Improving

education and training; Better access to services
and information; Improving health services;
Improving crisis and emergency response; and
Reducing isolation.

This project was met with many challenges
and barriers. Some of those included: working
state-wide with many organisations and
community members; the political arena of
the LGBTI organisations; communication
breakdowns between organisations; the
conservative nature of some organisations
and suspicions from others of what exactly we
were doing. There are, however, many more
organisations that are very supportive.

Changeis slowly occurring and there is certainly
willingness of those currently involved to make
changes in their own organisations and in

their sectors. Work has now commenced on
implementing the recommendations and actions
in the Plan. Over the next 12 months we will be
closely monitoring and evaluating our progress
to ensure that we can measure what has actually
occurred and where there may still be gaps
moving forward.

Watch Virginia’s video at www.mentalhealthcommission.gov.au

“ard on Mental Health and Suicide Prevention
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iere the Commission is looking
r continuous improvement

The Commission wants to see improvement in four key areas

in suicide prevention. These are all related to the need for greater
understanding of effective ways to reduce the rate of suicidal
behaviour and death from suicide.

First, there must be increased
funding for research and
implementation effortsinline
with the burden of disability,
suffering, and potential years
of life lost to suicide. A
recommendation of the 2010
Senate Inquiry into Suicide
in Australiarecommended a
doubling of national suicide
prevention program funding
and that future increases on
top of this be informed by
research.” The Commission
agrees that where we spend
money must be based on
mandatory and continuous
assessment of outcomes.
This would form the basis of
cost-effectiveness estimates
and policy prioritisation.

A second priority is the
development of published
standards for prevention
activities and joined-up
support for those experiencing
suicide attempts or bereaved
by suicide. Such quality
standards exist, for example,
inIreland, which may provide
amodel for Australia to
follow.?®° These should be
accompanied by a national
monitoring and accountability
mechanism, recognising that
reducing the suiciderate is the
responsibility not just of health
services but of whole
communities.

Thirdly, we need basic
infrastructure development to
enable usto betterassess—ina
timely way —the extentand
pattern of the problem, and
changes over time. Steps
towards this are underway;
work has commenced ona
Victorian Suicide Register to

collate detailed information
on all Coroner-determined
and suspected suicide deaths
since 2000. This follows the
Queensland Suicide Register
which was established in1990
asthefirst of itskind in the
Asia-Pacific region.
Establishing suicide registers
with consistent data
throughout Australia would
be of considerable value.

Fourthly, inline with our
philosophy of a contributing
life, the Commission would
like to see exploration of what
awhole-system suicide
prevention and response
framework would look like.
How can we get agencies which
historically work in silos to
work together to bridge the gaps
fallen into by those vulnerable
to suicide? We know so little
about how to encourage
collaboration to provide
person-centred support.
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The Commission believes that it is
unacceptable that every year, more than
2,200 people lose their lives to suicide.

In addition, the hidden suffering represented
by the 65,300 people who report a suicide
attempt each year is staggering. While we
can be shocked at this data, we must not
forget that behind each number is a person
who feels locked into a hopeless situation.

We have emphasised that suicide is an
important public health problem. Given this,
itis surprising that there is so little evidence
about what works in preventing it. We
acknowledge that there are no simple
solutions to such a complex issue.

However, work must continue to bring
suicide rates down and to bring the same
level of consciousness to the issue as has
been seen for drink driving.
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Aboriginal and Torres StraitIslander

Aperson of Aboriginal and/or Torres Strait Islander
descent who identifies as an Aboriginal and/or
Torres StraitIslander.

Activity Based Funding

Activity Based Funding (ABF) is a system for funding
public hospital services where the health service
providers (hospitals) are funded based on the
activity they undertake; thatis, on the number of
patients treated and services provided. Australian
Governments agreed to implement ABF under the

National Health and Hospitals Reform Agreement 2012.

Affective disorder

Affective disorders, or mood disorders, are a set of
mentalillnesses characterised by dramatic changes
or extremes of mood. The main types of affective
disorders are depression, bipolar disorder, and
anxiety disorder.

Anxiety

A common mentalillness, characterised by
persistent and excessive worry, and ruminative
thinking. Common physical symptoms include a
racing heart, hotand cold flushes and a tightening of
the chest. A person can feel so distressed it can make
ithard for them to cope with and participate in daily
life or take pleasure in activities.

Australian Disability Discrimination Act1992
Legislation passed by the Commonwealth
Parliamentin Australiain 1992 to protect the rights
of people with a disability.

Better Access Program

The shortened name for the Better Access

to Psychiatrists, Psychologists and General
Practitioners through the Medicare Benefits
Schedule initiative. Under Better Access,
psychiatrists, GPs and psychologists (and
appropriately trained social workers and
occupational therapists) provide mental health
services on a fee-for-service basis subsidised
through Medicare. These services offer access
to short-term psychological therapies through
private providers.

Bipolar Disorder

Bipolar Disorder is anillness that results from an
imbalance of chemicals in the brain, which can
cause episodic fluctuations of mood from extremes
of mania (elevated mood which may be out of
character for the person), to the depths of depression
(persistent low mood).

Borderline Personality Disorder

People with Borderline Personality Disorder (BPD)
frequently experience distressing emotional

states, difficulty in relating to other people, and
self-harming behaviour. Symptoms can include
deep feelings of insecurity, persistent impulsiveness,
and confused and contradictory feelings.

Burden of Disease

Burden of Disease is a measure used in the study
of the health of a population. Itis used to assess
and compare the relative impact of different
diseases and injuries on groups of people
(populations). It quantifies the loss of health due
to disease and injury that the person continues
to have after treatment, rehabilitation or
prevention interventions.

Cardiovascular Disease
Also known as circulatory disease or heart
disease. Any disease of the circulatory system,

namely the heart (cardio) or blood vessels (vascular).

Includes heart attack, angina, stroke and peripheral
vascular disease.

Carer

Aperson who has a support role for someone

living with a mental health difficulty. They may be a
family member, friend or have another close
relationship with the person. Alsoreferred toas

a ‘support person’.

Chronicdisease

Adiverse group of diseases, such as heart disease,
asthma, diabetes and arthritis, which tend to
belong-lasting and persistentin their symptoms
or development.

Co-existing

The presence of two separate illnesses at the same
time in a person, such as co-existing mentalillness
and substance use problems. This is the preferred
term used by the Commission, rather than dual
diagnosis.

Cognitive Impairment

Any characteristic thata person hasthatactsasa
barrier to the cognitive (or thinking) process. Can be
used to describe poor mental function, confusion,
forgetfulness and other mental impairments.

Comorbidity

The presence of one or more illnesses (or diseases) in
aperson, in addition to a primary disease or disorder;
for example, chroniclung disease and diabetes.

Contributing Life

Afulfilling life where people living with a mental
health difficulty can expect the samerights,
opportunities and health as the wider community.
Itis alife enriched with close connections to family
and friends, supported by good health, wellbeing
and health care.

Itmeans having a safe, stable and secure home
and having something to do each day that provides
meaning and purpose, whether this is ajob,
supporting others or volunteering.

Contributing Life Project

Arange of activities undertaken by the National
Mental Health Commission to pilot the best method
through which people can talk regularly with the
Commission about their daily lives and what may
help or hinder them to live a contributinglife.

For this project the methods piloted enabled the
collection of qualitative information from:

+ The community as a whole

+ People with lived experience of mental health
problems, and their families and supporters

+ People who are marginalised and may have
difficulty in having their voices heard through
traditional survey means.

Furtherinformation can be found at:

http://www.mentalhealthcommission.gov.au/
our-work/national-contributing-life-project.aspx

Criminal Justice System

The system that involves police, courts of law,
juvenile justice, prison and corrections facilities,
probation and parole, and deals with criminal
matters and people charged with an offence.

Depression

Amood disorder where people experience prolonged
feelings of being sad, hopeless, low and inadequate,
with aloss of interest or pleasure in activities and
often with suicidal thoughts or self-blame. People
can experience low self-esteem and apathy

or afeeling of emptiness.

Diabetes (Diabetes mellitus)

A condition that occurs when the body cannot use
glucose normally. Glucose (a type of sugar) is the
main source of energy for the body’s cells. The levels
of glucose in the blood are controlled by a hormone
called insulin, which is made by the pancreas. In
diabetes, the pancreas does not make enough
insulin (type1diabetes) or the body can’t respond
normally to the insulin thatis made (type 2 diabetes).
This causes glucose levels in the blood torise,
leading to symptoms such as increased urination,
extreme thirst, and unexplained weightloss.



Disability Care Australia
Previously known as NDIS (National Disability
Insurance Scheme).

Newly introduced national disability insurance
scheme which provides individualised support for
eligible people with permanent and significant
disability, their families and carers.

Discrimination

Prejudicial action or distinguishing treatment
of a person based on their actual or perceived
membershipin a certain group or category of
people. This may take overt (intentional and
obvious) or subtle (unintentional or embedded
in social structure or process) forms.

Discrimination can also include acts that are
unlawful under the Australian Disability
Discrimination Act1992.

Diversion Schemes

Programs which seek to divert people who

are facing criminal chargesinacourtintoa
rehabilitation, treatment or intervention program
thatis intended to address underlying problems
such as drug or alcohol dependency, mentalillness,
homelessness or extreme poverty. Diversion
programs focus on the causes of a person’s
offending, rather than punitive action.

Early Intervention

Intervening early in anillness or at an appropriate
age to avoid detrimental impacts upon a person’s
health or development. In the context of mental
healthitisused to describe a co-ordinated approach
toassisting a child, young person or adult through
the early assessment and identification of risk
factors, allowing the provision of timely treatment
for problems to alleviate potential health problems.
Itis aterm widely used in both mental health and
childhood development.

Epidemiology

The study of health-related factors and impacts at
the whole population level. This includes the

study of the distribution and determinants of health
and health impacting events (including disease

or pollution), and the application of this study to

the control of diseases and other population and
public health problems.

Equivalence of Care

The principle according to which prison health
systems are obliged to provide people in prison
with the equivalent quality of care that they would
receive in the community for a physical health or
mental health problem.

Family and support people/supporters

“Family and support include family members,
partners, friends or anyone whose primary
relationship with the person concerned is a personal,
supportive and caring one.” A national framework
forrecovery-oriented mental health services: Policy
and theory (2013)

Firstresponders
Personnel who first intervene or respond to a crisis,
such as paramedics, police and fire-fighters.

Forensic order

Alegal authority to detain a personin a mental
health unit or a high security setting. The court
may make a forensic order when a person is
mentally unwell and unable to stand trial following
an offence, or was mentally unwell at the time of
the offence.

Forensic Services

Mental health services that work with people who
are mentally unwell and who have been through the
criminaljustice system. Generally, forensic mental
health services comprise forensic inpatient units,
juvenile forensic services, community services,

and prison, court assessment and liaison services.

Incarceration
Putting a personinjail; orimprisonment.

Justice Reinvestment

Aprogram which diverts a portion of the funds spent
onincarceration to communities where thereisa
high concentration of offenders. The money that
would have been spent on custodial servicesis
reinvested into education and services that address
the underlying causes of crime.

Juvenile Justice
The corrective system for young offenders; for those
aged10-17 years.

Jurisdiction

The geographical area over which an authority
extends. In the Report Card this is used to refer to
states, territories and the Commonwealth.

Involuntary treatment

Refers to a person being treated for theirillness
without their consent, either in hospital orin the
community. This may occur when a personis
assessed as being in need of urgent mental health
treatment due to the severity of theirillness, arisk of
harm to themselves or another person, or where they
are assessed as being unable to make decisions
regarding their own care.

Lateral violence

Lateral violence, also known as horizontal violence,
isasetof behaviours thatare damaging to other
people, and include gossiping, jealousy, bullying,
shaming, social exclusion, family feuding,
organisational conflict and physical violence.

Medicare Locals

Medicare Locals are primary health care organisations
established under the Australian Government’s
National Health Reforms to co-ordinate primary
health care delivery and manage local health care
needs and service gaps.

Medications

Mental health-related medications typically refers
to five selected medications groups as classified
under the Anatomical Therapeutic Chemical
Classification System (World Health Organization),
namely anti-psychotics, anxiolytics, hypnotics and
sedatives, anti-depressants, and psycho-stimulants
and nootropics.

MentalIllness

Disturbances of mood or thought that can affect
behaviour and distress the person or those around
them, so the person has difficulties in daily life
functioning. They include arange of illness such as
the more common anxiety disorders and depression
to the less common schizophrenia.

Mental Health Literacy

Knowledge and beliefs about mental illness which
canimpact problem recognition, mental illness
management and prevention.

Mental Health First Aid (MHFA)

Mental Health First Aid (MHFA) is the help provided
toaperson whois developing a mental health
problem, or who is in a mental health crisis, until
appropriate professional treatment is received or
the crisis resolves.

MHEFA skills are taught through courses which teach
mental health first-aid strategies in evidence-based
training programs.

Mentally Healthy Workplace Alliance

Anational collaboration between the National
Mental Health Commission, business, government
and the mental health sector. The Alliance aims to
create mentally healthy workplaces across Australia,
in small and large business across all sectors.

See http://workplacementalhealth.com.au/

Micro-discrimination

Discrimination at the personal level; for example,
discriminatory attitudes in the workplace by
co-workers. See also Discrimination.

Micro-inequity

How individuals are singled out, treated as ‘different’
orignored repeatedly during the everyday interactions
oflife and is based on discrimination (which is not
necessarily intentional). The cumulative impact of
such interactions can be significant.

Model of Care

Defines the way health services are delivered.

It outlines the group or series of services which

are required for the optimum treatment of a person
or population group for a specificinjury orillness,
thoserequired across the stages of treatment and
across the stages of care (from acute through to
non-acute and rehabilitation) whether that be
provided in the community or hospital/facility

or by different services.

NEET
Acronym used to describe a young person whois
‘notengaged in employment or training’.



The Organization for Economic Co-operation
and Development (OECD)

A global organisation with membership from

34 countries which works to promote policies that
aim to improve the economic and social well-being
of people around the world. Representatives of the
34 OECD member countries meetin specialised
committees to advance ideas and review progress
in specific policy areas, such as economics,

trade, science, employment, education or
financial markets.

Obsessive compulsive disorder

Aform of anxiety disorder where repeated and
unwanted thoughts and impulses disturb and
dominate a person. Often involves rituals, such as
excessive hand washing, checking and counting,
whichin turn cause anxiety if such actions are
prevented or out of control.

Partnersinrecovery (PIR)

An Australian Government program which aims
to better support people with severe and persistent
mentalillness with complex needs and their carers
and families, by improving collaboration and
co-ordination.

Person with lived experience of amental health
difficulty

The Commission prefers to use the term ‘people with
alived experience’ to describe people experiencing
mental health difficulties, their families and support
people, to ensure that ourlanguage in the Report
Card is clear, both to people who recognise the term
‘consumer’ and those who do notidentify with an
established mental health consumer movement.

Personal Helpers and Mentors program (PHaMs)
An Australian Government-funded program which
aims to provide increased opportunities for recovery
for people whose lives are severely affected by
mentalillness. The program takes a strengths-based
recovery approach and assists people 16 years and
over whose ability to manage their daily activities
isimpacted because of a severe mentalillness.

Prevalence

The proportion of people in a population found
tohave a condition at a certain pointin time.
Itisarrived atby comparing the number of people
found with a condition to the number of people
studied. Prevalence is usually expressed as a
fraction or percentage.

Psychiatric Disability

Psychiatric Disability is the consequence and impact
of amentalillness on the affected person’s ability to
function andisatermusedin the Australian
Disability Discrimination Act1992. Psychiatric
disability may be intermittent and associated with
symptoms of schizophrenia, affective disorders,
anxiety disorders, addictive behaviours, personality
disorders, stress, psychosis, depression and
adjustment disorders.

The Commission, however, prefers the term
psychosocial disability to describe the type of
disability as it affects the daily functioning of
aperson and torecognise the broader social
disadvantage and effects of mentalillness on people.

Psychosis

A mental state where a person experiences seriously
distorted thinking, actions and feelings. It involves
delusions and hallucinations, and can alienate a
person from reality. Psychotic disorders are less
common than other forms of mentalillness.

Qualitative Research

Aresearch approach which aims to gatheranin-
depth understanding of human behaviour and
experience. It makes use of methods such as focus
groups, in-depth interviews and observation.

Recovery

“There is no single definition or description of
recovery. Starting with the initial assumption that
personalrecovery is different for everyone, it is
defined within this framework as ‘being able to
create and live ameaningful and contributing life in
a community of choice with or without the presence
of mental healthissues’. As defined in: A national
framework for recovery-oriented mental health
services: Policy and theory (2013).

Recidivism
When people re-offend after already being through
the criminaljustice system.

Restorative Justice

An approach that focuses on the needs of the victims
and the offenders as well as the involved community.
Victims take an active role in the process while
offenders are encouraged to take responsibility for
their actions, by apologising or community service.

Restraint

When somebody’s movements are restricted by
the use of straps or belts (physical restraint) or
sedation (chemical restraint).

Schizophrenia

Amentalillness involving seriously distorted
thinking, actions and feelings (psychosis)
episodically, which makes functioning in society
difficult for people with this condition. For about
one per cent of the population, schizophrenia
developsinlate adolescence or early adulthood,
and may be with them for the rest of their lives.
Once this condition has been diagnosed, medical
treatmentis generally effective.

Seclusion
When someone is confined in a specific room from
which they cannot freely leave.

Sentinel events

Arelatively infrequent, clear-cut event that occurs
independently of a patient’s condition; it commonly
reflects hospital system and process deficiencies,
and results in unnecessary outcomes for the patient.

Sexual Orientation
A combination of emotional, romantic, sexual or
affectionate attraction to another person.

Specialist mental health service

Services with a primary function to provide
treatment, rehabilitation or community health
support targeted towards people with amental
illness or a disability arising from theirillness.

Stigma

See alsoDiscrimination

Anegative opinion or judgement held about certain
people by individuals or society. Stigma against
people with a mentalillnessinvolves inaccurate and
hurtful representations of them as violent, comical
orincompetent. This can be dehumanising and
makes people an object of fear or ridicule.

Ifthese propositions are acted upon, these actions
are discriminatory —see also Discrimination.

Stigma can occur in the media in the form of reports
thatrefer to inaccurate stereotypes, sensationalise
issues through unwarranted references to mental
illness, misuse medical terminology, or use
demeaning or hostile language.

Self-stigma is the acceptance of prejudiced
perceptions held by others.

Structural discrimination

Term used to describe discrimination at the
institutional level; for example, workplace practices.
See also Discrimination.

Substance misuse
Term used to describe use of a substance which is
illegal or inconsistent with medical guidelines.

Substance use disorder

A disorder of harmful use and/or dependence on
eitherlegal orillegal substances, including alcohol,
tobacco and prescription drugs.

Suicide
Deliberately ending one’s own life.

Suicide attempt

Anon-fatal self-directed injury or behaviour with
the intent to cause death. A suicide attempt may or
may notresultininjury.

Suicidalbehaviour
Term used to describe behaviours and thoughts that
people have to deliberately harm themselves.

Suicidalideation

Persistent, intrusive thoughts of wishing to be dead,
or deliberate planning or actual attempts to take
one’s own life.

Supportperson

“Family and support include family members,
partners, friends or anyone whose primary
relationship with the person concerned is a personal,
supportive and caring one.”

As defined in: A national framework for
recovery-oriented mental health services: Policy
and theory (2013).

Twelve month disorder
Having experienced symptoms of a mental or
physical disorder in the last twelve months.

Twelve month prevalence

The prevalence of a mental or physical disorder
in the population over the last12 months.

See also Prevalence.

Under-employment

Anemployment situation thatis insufficient for the
person, or jobs that are inadequate with respect to
training or potential economic benefits.



Abbreviations

ABF
ABS
ACT
ADHD

AIHW

ATAPS
CALD
COAG
FTE
GDP
GP

IPS
LGBTI

MBS
NEET

NDIS
NGO

Activity Based Funding
Australian Bureau of Statistics
Australian Capital Territory

Attention Deficit Hyperactivity
Disorder

Australian Institute of Health
and Welfare

Access to Allied Psychological Services
Culturally and Linguistically Diverse
Council of Australian Governments
Full-time equivalent

Gross Domestic Product

General Practitioner(s)

Individual placement and support

Lesbian, Gay, Bisexual, Transgender
and Intersex

Medicare Benefits Scheme

Not Engaged in Employment
or Training

National Disability Insurance Scheme

Non-Government Organisation

NMHC
NHS
NSw
NT
OECD

PBS
PTSD
PHaMs
PND
QLD
SA
SIDS
TAS
VET
VIC
WA

National Mental Health Commission
National Health Survey

New South Wales

Northern Territory

The Organization for Economic
Cooperation and Development

Pharmaceutical Benefits Scheme
Post Traumatic Stress Disorder
Personal Helpers and Mentors
Post Natal Depression
Queensland

South Australia

Sudden Infant Death Syndrome
Tasmania

Vocational Education Training
Victoria

Western Australia
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Where
our work
is takingus

Our second Report Card takes us to
the next stage of our work program.
Some of these activities deliver on
the commitments we made last
year; others are included under the
new recommendations and findings
we’'ve made this year.
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Our work program

from20194

Undertaking a national
review on behalf of the
community and making
recommendations for
reformto the Australian
Government. The new
Government has tasked the
Commission to undertake
a comprehensive review of
the current mental health
system, and the additional
resources we need to do it.
This gives us the opportunity
to putan independent,
evidence-informed case

to Government about the
reformsnecessary to
improve peoples’ lives. It
will be our priority for the
coming year.
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Starting the first full-scale
National Contributing Life
Survey. This qualitative,
whole-of-life survey will
capture the experiences of
people with mental health
difficulties and their families
and supporters: what helps
people to experience a good
life, what hinders them and
what makes a difference.

We scoped and piloted this

in 2013 and the Commission
will now settle on an ongoing
methodology to ‘hardwire’
peoples’ experiences into our
future reports and advice.
The regular ongoing survey
will also help to seta baseline
of current outcomes and
measure changes over time.

Considering COAG’s
response to our 2012 Report
Card when we receive it

and continuing to push for
governments and others
totake up our 2012 and

2013 recommendations,
including adopting national
targets and indicators to
drive change.

Working with our Mentally
Healthy Workplace
Alliance partners to
advance good workplace
practices in businesses large
and small. In early 2014 the
Alliance willlaunch a
national kit of practical
advice and tools for
employers. Next year the
Alliance will focus on
influencing businessleaders
and decision-makers to
realise the benefits of good
work and mentally healthy
workplaces to their people,
their business and

the community.

Releasing the National
Seclusion and Restraint
Project findings which will
draw together evidence on
the bestnational and
international practice in
reducing and eliminating the
use of seclusion and restraint
and identifying good practice
approaches. We will continue
to push for transparent
national reporting and
improvement in this area.

cide Prevention

Releasing the findings ofa
research study into suicide
attempts to give insight
into who seeks help from
where in thelead-up toand
following a suicide attempt,
what type of help and
follow-up they receive, what
type of support people find
helpful and the kind of
experience and attitudes
people and families face.

With state mental health
commissions, continuing
to push for the growth and
development of the peer
workforce. We will hold a
national policy forum of
expertsin 2014 to discuss
actionin response to Health
Workforce Australia’s study
into the mental health peer
workforce. We will continue
to support Community
Mental Health Australia as
they produce national
training and development
materials for the Certificate
IVin Peer Work.

Identifying and
developing future leaders
with lived experience of
mental health issues. In
partnership with the Mental
Health Council of Australia
and with the expert advice
of the National Consumer
and Carer Forum, our new
capacity building project
will mentor emerging
leaders and give them
opportunities to build their
skills. We will support the
ongoing development of
Aboriginal and Torres Strait
Islander leaders in mental
health, so thatthey are able
toinfluence changein
systems which will benefit
usall.

Continuing to work with
the Australian Commission
on Safety and Quality in
Health Care tolook at what
ittakes to get the proper
uptake of national mental
health service standards
and make them mandatory.
Ourjoint project findings on
the standards will be
released in 2014.

Continuing to provide
policy input to the design
and implementation of
the National Disability
Insurance Scheme and
Activity Based Funding.
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