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‘The improvement of facilities, treatment and closely with those who will contribute to building
care for our mentally ill will be one of the highest on this framework across the State.
priorities of a Coalition Government.’ (Coalition
Health Policy, September 1992, p. 20)

Reform of mental health services in Victoria The Hon. Marie Tehan, MP
remains a high priority for this Government. While MINISTER FOR HEALTH
it is easy to recognise examples of efficient and
effective mental health services in the State, it
remains important to ensure that the same high
quality services are available to all Victorians.

In July 1993, the discussion pap¥Gtoria’s
Health Reform: Psychiatric Servicesas released.
This paper opened up discussion about the future
of mental health services and a large number of
responses were received. Comments came from
industry and professional groups, hospitals and
non-government agencies, carers, as well as from
individuals who have directly used the services.

This documentyictoria’s Mental Health
Service, The Framework for Service Delivery
builds on the Discussion Paper and the responses to
it, and provides a detailed framework upon which a
comprehensive network of mental health services
can be established. This framework provides a
clear vision for the service system which will guide
service redevelopment over the next five years. It
will allow redevelopment and redistribution of
services to take place in a uniform and consistent
manner in all regions.

Most importantly, the document makes quite
explicit, in a way that has not occurred previously,
the Government’s expectations about how the
mental health service system is to operate and be
managed. This will allow new mainstreaming
arrangements to be developed in an informed way
where all parties can expect the same high stand-
ards in our mental health system as are expected in
our general health system.

I am confident that this framework will pro-
vide a sound guide for the coming years. There is
much to be done to reform and reshape the mental
health service and | look forward to working
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Services for people with mental illness have Servicesvhich confirmed the Government'’s
had a troubled history. Like many human services,commitment to improving services for people
they have often been too few in number, slow to with a mental iliness and described the broad
respond to changes in knowledge and approach tdirections that reform would take in Victoria.
service provision, and they have often responded During three months of public consultation, a
more to the needs of staff and the apprehensions wide range of views were provided about the
or misapprehensions of the community than to thedirections outlined in the paper. These views came
needs of their clients. These circumstances may b&om consumers, carers, clinicians and other staff,
found in many countries including Britain and the academia, professional associations, hospitals and
United States of America. other service providers and contributed signifi-
Victoria has its own legacy of mistakes cantly to the refinement of those ideas.
reflected in the reports of abuses within psychiat- This report builds on that material and de-

ric hospitals, past attempts at
deinstitutionalisation, the slow rate of service

scribes the means by which services for people
with mental illness will be provided in Victoria

system change and the acknowledged deficienciesver the next few years, and a progressive agenda

and gaps in current services. Manifestations of
these shortcomings have most recently been

for expansion and enhancement of those services.
Like other Australian states, Victoria has

described in the 1993 report of the Human Rights some services at the leading edge of modern

and Equal Opportunity Commission. Despite the
legacy of past failures, and the global
commonality of characteristic service provision
problems, the onus for resolving them rests
squarely with those now responsible for the ad-
ministration of the inherited service systems.

It is recognised that many people will experi-
ence some type of mental health problem in their
lives and that they will gain help from a variety of
personal and professional networks.

In Australia, the need for reform of services
for those who have a mental illness has been
recognised as a national priority by the Ministers
for Health of the states and territories, and ac-
knowledged by the Commonwealth. Cooperative
effort at ministerial and departmental level has

service provision and others which lag behind.
Our change agenda recognises the merit of the
leading elements of Victorian services and sets
them as benchmarks for others to match. The key
change in Victoria must be to match in practice
the long held aim of shifting the focus from a
reliance on separate psychiatric hospitals as the
preferred place of treatment. An expansion of
general hospital psychiatric units for the treatment
of acute patients in less stigmatising settings is
required, along with the development of treatment
and other services from community-based set-
tings.

Innovative services which provide assess-
ment and treatment in community settings both on
a crisis and long-term basis, have demonstrated

resulted in the establishment of a national mental that for many people help is less disruptive and
health policy and plan, and agreement on a reformmore effective when it is provided in their regular

agenda to span the 1993-1997 period. Victoria’s
participation in this process is acknowledged and
confirmed in the Medicare Agreement with the

Commonwealth which was signed by the Minister

for Health, The Hon. Marie Tehan, in 1993.

In July 1993, Mrs Tehan released the discus-

sion papeWictoria’s Health Reforms: Psychiatric

locality. More people can receive services in
community settings than would ever be possible
when only hospitals are used.



Hospital care should only be used when it is
the most appropriate form of treatment. We need a
much better balance between modern inpatient
hospital services and expanded community serv-
ices. Over the past decade there has been insuffi-
cient action on this. That balance will now be
reversed.

Victoria will not repeat the mistakes of the
recent past which saw many people discharged
from psychiatric hospitals without adequate
clinical or support services available in the com-
munity. Adequate hospital and community serv-
ices will be maintained throughout the State. The
expanded range of new community services will
also mean that many of those discharged in the
past who still need services will now be better
able to receive them. The housing needs of people
with mental illness are also recognised and the
State has a strong commitment to providing more
public housing stock.

Emphasis will be given to services which
focus on prevention and early intervention to limit
the effects of illness to the greatest degree possi-
ble. In addition, specific work will be undertaken
to improve the level of awareness about mental
illness in the community aided by Commonwealth
funding of $2.1 million.

This document describes the framework on
which the future delivery of mental health services
in Victoria will be based. It describes the way
services will be organised and managed across the
State and an improved method of providing funds
for services. This will ensure the best value from
the mental health budget. It will also outline the
range of services that will be provided and de-
scribe the principles under which they will operate
to ensure that the most severely mentally ill and
the most disabled will have improved access to
community and hospital base care. Finally, it will
detail the specific service enhancements that will
be achieved in Victoria over the next few years.



the way services are to be delivered. Services

must:

* provide standards and conditions of care and
treatment for persons who are mentally ill which
are, in all possible respects, at least equal to
those provided for persons suffering from other
forms of illness;

« take into account the religious, cultural and
language needs of persons who are mentally ill;

* minimise the adverse effects of mental illness in

Provision of mental health services in Victo-
ria follows from the overlapping but distinct
policies of the State and Federal Governments.
The Victorian Minister for Health, The Hon.

Marie Tehan, has emphasised four principles on
which health, aged and community services are to
be based in Victoria. They are:

* To put people first, rather than institutions or

systems. h ity
* To ensure a fairer distribution of limited re- € community, .
sources * be comprehensive, accessible and acceptable;

« To obtain value for taxpayer's funds * be designed to reduce the incidence of mental
* To provide a better health status and outcome for |IIne_ss N th_e commL_mlty;
all Victorians * provide for intervention at an early stage of
' mental illness; and
* support the patient in the community and coordi-

These priorities underpin the framework . i )
nate with other community services.

described in this document and have radical
implications relative to those prior to 1993 when
institutional and industrial interests were allowed
to retard widely supported reforms.

Most importantly, the Act also defines the
rules and safeguards which must apply when care
is provided to any person on an involuntary basis.
Victoria is currently participating in a national

Currently theMental Health Act 198@ro- project wh?ch is_ ex_amining the potentigl fo_r
vides the legislative framework which guides and 9reater uniformity in mental health legislation
regulates the provision of services to persons withcross the States and Territories. _

a mental illness. The Act clearly indicates that _ The effect of implementing the service
services operate so that: delivery framework detailed here will be to give

« persons who are mentally ill receive the best these _principles practical, rather than merely
possible care and treatment in the least restric- 'hetorical, force.
tive environment enabling the care and treatment
to be effectively given; and
* in providing for the care and treatment of per-
sons who are mentally ill and the protection of The National Mental Health Policy and Plan

members of the public, any restriction upon the has been agreed to by all Australian Health Minis-
liberty of patients and other persons who are  ters and sets broad directions for service reform

mentally ill and any interference with their for the next five years. This was confirmed with
rights, dignity and self-respect is kept to the the signing of th_e Medicare Agreement. Priorities
minimum necessary in the circumstances. for reform have included:

* The mainstreaming of mental health serv-

Clear directions are provided for the Victo- ~ IC€S Within the wider health system.
rian Department of Health and Community Serv- * Delivery of a seamless, integrated and balanced
ices (H&CS) about range of services.



* An increase in the provision of acute inpatient  present, this care is rarely available outside the
care within general hospital settings. public mental health system and so the focus on

the most seriously mentally ill in adult, child and

adolescent and aged service areas remains critical.

This direction is consistent with the National

Mental Health Policy.

* A redirection of funds into community treatment
and support services.

In particular, the targeting of services to-
wards those with a serious mental illness has been
stressed together with a focus on continuity of The concept of mainstreaming encapsulates
care and recognition of the specific needs of somethe desire to reduce the relative isolation of mental
groups in the planning and delivery of services. A health services and thereby reduce consequential
particular goal identified by Minister Tehanisto  stigma and neglect which applied to those services
achieve an even split of funds between communityand the people using them. The assumption has
and hospital based services by the end of the ~ been made that common management of mental
coming five-year period. This stands in contrast  health services and general health services would

with past times, when the community-based automatically result in an increase in the quality of
elements of spending reached about 25% after  service provision and consumer outcomes. Ar-
many years of pious intentions coupled with rangements for the management of hospitals differ
official inertia and industrial resistance. between states and the practica| app”cation of

mainstreaming meant quite different things in
. _ different parts of the country. In Victoria in the
About 30% of people attending general early nineties, this was translated into placing both
practitioners suffer identifiable psychiatric disor- community and hospital mental health services

ders, most commonly depression and/or anxiety. Aynder the management of certain acute hospitals
decision to refer the person to a specialist mental \\ithout any real direction on how the services
health service is made in a minority of cases. were to be provided, what service elements were
~ Approximately three to four per cent of required or how the service elements would work
Victorians at any given time will require treatment yogether. This process was halted in 1993 in
and/or support due to the impact of a serious  recognition that ideology on its own provided an

mental iliness. Many will have only one episode  jngyfficient base for service provision and redevel-
and, with appropriate treatment, will make a opment.

successful recovery. Others will have repeated
episodes and some will suffer significant levels of
disability. They will require access to specialist
treatment and support services as well as general
community services. In some cases, services may
be required for many years or for lifetime dura-
tion.

Some people will also have other disabilities
or disorders which can result in complex clinical
presentations. Effective care and treatment will
require assistance from a range of professionals
operating within and across a range of public and
private, hospital and community based settings. At



Since October 1992, significant steps have at any time. This requires coordination at two
been taken to bring the overall management of  levels:
mental health services into the same framework as From a service system perspective, it relates to
the rest of the general health and welfare system. the deployment of a region’s mental health
Some general hospitals have taken over the man- budget in such a way as to ensure that the appro-
agement and delivery of comprehensive psychiat- priate range of service options are available to
ric services with considerable success. Psychiatric meet the needs of the community it serves.
Services managers now work alongside other * From a client perspective, it reflects the need for
elements of management of the health and welfare case management so that each person is able to

system in H&CS regional offices. This ended a access the services they need, when they need
long history of bureaucratic segregation of the them, and with one clinician accountable for
Office of Psychiatric Services and its predeces- ensuring, but not necessarily providing, their

sors. Psychiatric Services managers share com-  proper treatment and support.

mon reporting lines to a single Regional Director

who will be responsible for configuring services In Victoria, services are available through a
according to this framework. Mental health serv- range of providers including:

ice provision is now a mixture of contracted and e« general hospitals;

directly managed services, in common with many ¢ non-government organisations;

other services provided by and through H&CS. < private providers, including general practitioners
Mental health services will no longer be isolated  and private psychiatrists; and

as in the years prior to October 1992. « directly through government agencies.
The National Mental Health Policy also
acknowledges the need to co-locate acute inpa- Effective case management processes will be

tient services with general hospital acute inpatient critical to achieving and maintaining continuity of
services to provide many of the benefits sought care for clients, including cases where clients have
from the mainstreaming concept as identified linkages with other services such as accommoda-
above. Co-location is already being achieved in tion, child welfare, disability or drug and alcohol
Victoria as new acute services are constructed andervices. This approach recognises the critical role
this, as a preferred model, will now continue. It that carers play in the provision of support for
must, however, be recognised in Victoria, as in  people with mental illness. Services must be

some other states, that co-location does not re-  sensitive to this and support the involvement of
quire, nor necessarily imply, common manage-  carers wherever possible. Victoria will introduce
ment of all service elements in order to achieve standard approaches to case management through
those benefits. a common framework for client services delivery.

A comprehensive mental health service must
encompass services which cater for both acute
episodes and long-term care. It should include
inpatient, community, and home based care op-
tions. Integration of service delivery is required to
ensure continuity of care so that clients can move
between service elements as their needs change
and receive the most appropriate service response



Together with an appropriate mix of services
in each region, this should achieve integrated
service delivery across the State.

There is a high level of consistency through
the various legislative and policy directions out-
lined above. Unfortunately, Victoria has lacked a
consistent approach to the creation, redevelop-
ment, and, indeed, the operation of its mental
health services. The framework for the provision
of services outlined in the following chapters will
lead to greater consistency and quality in the type,
range and operation of services across the State.

Through this framework, H&CS will ensure
that:

» Mental health services will be responsive to the
needs of clients.

* Choices for treatment and care are available.

* Services are delivered in a timely manner and in
the least restrictive environment.

* The rights of the clients of mental health services
are respected, protected and promoted.

» The providers of services are accountable.

 Services do not stigmatise patients.

» The best possible standards of care are used.

* Value for money is achieved.



« the most effective deployment of resources.

Above all, local service areas should be

~ H&CS is organised through nine regions established to support the most effective and
which span Victoria. Health and welfare services efficient delivery of services. Accordingly, it is
are delivered, either directly or indirectly on a expected that local areas may vary significantly in
contractual basis, through these nine regions. size.
While the regional offices primarily serve an Working within a consistent regional struc-

administrative function, the delivery and organisa- tyre will still enable the recognition of natural
tion of mental health services through a common  geryice catchment areas that may sit across re-
administrative framework enables maximum use  gional boundaries. In these circumstances, the
of generic services and skills. This facilitates affected regions must agree on service delivery
coordination and liaison with other human serv-  grrangements which will work with the least
ices and will be particularly helpful when dealing  inconvenience to clients and in such a way that

with clients who also use services other then H&CS regional boundaries are invisible to users.
mental health. It provides a common base for  gych arrangements will need to be formalised and
planning and developing practical operational  may require the transfer of resources between

protocols and linkages to other services. Regional regions on a purchase of service basis. The re-
structures currently allow the provision of services gional organisation of services must not arbitrarily

on a statewide, regional or local area basis and thigestrict the choice of service available to consum-
will continue to apply to the delivery of mental ers.

health services.
Within regions, psychiatric services will
continue to be organised on a local area basis

although the previous, formally defined sub- Historical concentrations of spending on

regional sectors may not all be maintained. In- oo health services in Victoria have focused

_stead, each region W_iII be responsible for identify- around the large psychiatric hospitals and have
ing the most appropriate local areas around Which ,5iched neither the location nor the needs of the

to base the delivery of services. Itis expected that . mynity. Redistribution of available funds is

these will be influenced by a range of features ;rgantly required to rectify this. Allocation of

mcludmg_: . .. funds to services based on individual client enti-

* population characteristics such as age, ethnicity, yements is preferred, but there is no mechanism
family structures, socioeconomic status and currently available in the service system which
other |nd|pators; _ ) can achieve this. In the interim, the budget will be

* geographic features including transport and redistributed to regions on the basis of a weighted
mobility factors; population formula that combines both population

* special needs such as recent and expected popuznq nroxy measures of service need. It will also
lation growth, level of homelessness in the area, (4 into account the additional costs of delivering
number of people with serious mental iliness;  geryices in rural areas. Statewide services will be

» service demand and utilisation data from both  separately funded. See ‘Resourcing Mental Health

community-based and hospital services; Services’ for details of this approach to service
* the spread of mental health and other human funding.

services including government and non-govern- The allocation of funds to local areas and

ment agencies; and service providers will be determined within each
region to



obtain the best mix of service type and quan- throughout the region;
tity for each area. This will proceed as quickly as < improving integrated service delivery by imple-
the funds can be freed up from the state psychiat- menting policies which relate to the design, style
ric hospitals and will have a significant impact on  and operation of mental health services;
the provision of services, particularly in the tradi- < ensuring the planning and provision of a bal-
tionally under-served Eastern and Southern Metro- anced range of services to reflect local needs;

politan Regions. and
The regional mental health budget will * negotiating funding and service arrangements
include all funds directed by H&CS into public with agencies and monitoring standards of

mental health services, including funds directed to service delivery.

the non-government and acute hospital sectors.

Regions must ensure that funds are deployed to Local service planning and management will

obtain the best mix of services through the most ensure the development of formal links with other

effective service provider arrangements. All components of the mental health and related

funding agreements will be time-limited and relate service systems. Integration of public mental

to specific service delivery targets. Historic distor- health with the activities of general practitioners

tions in the inter-regional allocation of funds will  and private psychiatrists offers particular promise

rapidly lose importance as a factor in future fund- and can best be approached on a local basis.

ing. Planning the distribution of services and
arrangements for service management must be
completed so that agency responsibilities are clear
and unequivocal and a prompt response can be

A key objective of the National Mental made to any person in the region who requires

Health Policy is the establishment of an identifi- treatment and/or support for a serious mental

able mental health program at central and area or illness.

regional levels. Such a regional mental health

service should be part of the regional mainstream

or general health administration and be responsi- Each regional service system will consist of

ble for planning all specialised mental health three mental health programs:

services. It should also manage the allocation of * child and adolescent;

resources between the components of the local ¢ general adult; and

mental health service system. The area or regionaf @ged persons.

mental health service should be the ‘budget

holder’ for all specialised state-funded mental Each of these programs will operate through

health services, whether delivered in separate or @ number of service elements, provided locally,

mainstreamed health settings. This approach is  regionally, or on a supra-regional or statewide

critical to achieving an adequate range of servicesbasis.

which are balanced according to the needs of an Comprehensive mental health services are

area’s population. very different from the style of most services

Requirements for integrated regional and areadrovided currently by general hospitals.

service delivery are assisted through regional In implementing this framework, each H&CS

managers having responsibility for: regional office will identify the strengths, weak-

« distributing the mental health budget equitably —nesses and gaps in their present service delivery



systems. Strong and effective service elements the type of service with the right outcomes at the
will become the base around which future redevel-agreed price is paramount. In most cases that will

opment takes place. Redirection of service ar- involve agreement on the following issues:
rangements must lead to improved service out- * Focus on providing treatment for persons who
comes. are seriously mentally ill and/or have a severe

The preferred approach is for comprehensive level of associated disability.
and integrated area based services to be managed Commitment to maximise the amount of psychi-
by a single hospital which has the interest and atric treatment support provided through the
skill to provide a community-led mental health community mental health services.
service. However, in some areas, acute inpatient ¢ Agreement that all publicly funded hospital beds
services may be provided through a general hospi- be gazetted under s. 94 of the Mental Health Act
tal, with the community assessment and treatment to ensure the ability to treat clients admitted on
services operated directly through the H&CS an involuntary basis.
regional office. Rehabilitation and support serv- « Coverage of the catchment area defined by the
ices are provided through non-government agen- Regional Office.
cies. Where there is no suitable auspice agency ine A high level of confidence by the region that
an area, it might be necessary for H&CS to con-  delivery of the service by the proposed agency

tinue to directly provide some services. This, would enhance service effectiveness.
however, is not the preferred option and every < Ability to guarantee protection of funds provided
effort will be made to identify suitable auspice for the psychiatric service and management of
agencies. It may also be the case that some exist- the service as a discrete program.
ing general hospitals will not wish to deliver » Agreement that the service will operate at or
existing mainstreamed services in a community-  below the prevailing state benchmark cost for
led manner. Alternatives will be pursued where that type of service and recognise the need for
this is so. further reduction in future years.

There are major differences in the needs and
opportunities in the nine regions. Each H&CS Effective management arrangements are not

region will determine the most appropriate ap- to be confused with issues of continuity of indi-
proach to management of mental health services. vidual patient care, which will be further ad-
We will encourage stronger networks with general dressed in the next chapter.
practitioners and the development and reliance on
other agencies, including non-government man-
aged disability support services and private pro-
viders. The development of networks and
protocols will clearly be required. Protocols will
also be developed to govern the interrelationship
between child and adolescent, adult and aged
mental health services.
The choice of providers by H&CS will be
purely pragmatic—the arrangement which will
lead to a better level of service delivery and
improved consumer outcomes will be selected.
Confidence that the auspice agency will deliver



of services from the adult service ought not be
automatically excluded when they reach age 65
unless their service needs would be better met
through the aged persons program. Similarly,
persons who have not reached 65 but who suffer
from age-related conditions may get a better

The mental health service system will focus
on three client groups within each region—chil-
dren and adolescents, adults, and aged persons
(see ‘Program Descriptions’). Common general

principles and directions will apply to all three  goice response from the aged persons program.
client groups, however, although programs are | qividual case management will assist the match-
broadly organised around age levels and the needmg of individual client needs and service provi-

of cliterclits i.?ht_hotie g_ro_zps, the}_i will ?r?ttbe seg-ﬂ sion within and across the three program areas.
men nther riter rren . .
ented within the rigid age criteria that currently Child, Adolescent and Family Mental

apply. :
Matching of patients to services must be Health Services
based on clinical criteria. For example, adoles- These are services for children and adoles-

cents suffering early onset psychoses oughtto  cents up to the age of 16 years with serious emo-
receive services through the adult program since tional disturbance. This includes young people
they will have ongoing service needs and clini-  with a diagnosable psychiatric disorder whose
cally form part of a group generally aged between condition is considered seriously detrimental to
14 and 30 years. Persons who have been in receipheir growth and development and/or

Figure 5: Victoria’s Mental Health Services—The Framework for Service Delivery
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where there are serious difficulties in the services
person’s social or family environment. * Residential and non-residential disability support
It is recognised that many children and services
adolescents with an emotional disturbance do not « Secure/extended care inpatient services
require specialist mental health services and are
well supported by primary care and other health, aged Persons Mental Health Services
educational and community services. It is there-
fore vital that specialist mental health services
have strong linkages with the broader network of
services for children and young people and, ac-
cordingly, specific protocols are being developed
to support this direction.

Sernvice Elements

These services are primarily for people aged
65 years and over, including those with:
* a long-standing mental illness who have grown
older;
« functional illnesses such as depression and
psychoses which have developed in later life;

and
« Child and adolescent assessment and treatment « psychiatric or severe behavioural difficulties
services associated with organic disorders such as de-
* Inpatient services mentia.
General Adult Mental Health Services People whose mental illness is of late onset

or is characteristic of older patients should be
treated as far as possible as part of the aged care
service system, rather than as part of general adult
or aged person psychiatry. Aged persons’ mental
health services, therefore, should operate with
strong linkages with the broader network of health
and community services for older persons.

These are services for adults with serious
mental illness, primarily between the ages of 16
and 64 years. The adult program is, and will
probably remain, the largest of the three programs
and includes a range of more specialist statewide
services. The mental health service will provide
specialist treatment and support but is not able to
meet all the needs of a person who has a serious Sevice Elements
mental iliness and will often need to work coop-  « Psycho-geriatric assessment and treatment
eratively with other community support services.  services
In some cases, such as in forensic psychiatry, a « Acute inpatient services
self-contained service will be provided. Generally, « Extended care inpatient services
however, strong formal linkages with other human
services will be required. Liaison Psychiatry
Services provide a consultation and treatment

service to a range of medical and surgical units This framework is based on the principle that
within general hospital. the majority of people with mental iliness can be
Senice Elements effectively treated in community settings and that

this practice will lead to improved consumer
outcomes. The regional mental health service
system must provide services which will ensure
that consumers are treated, supported and rehabili-
tated in or near their usual place of residence and,
as much as possible, in a community-based, or
non-hospital setting. For this to occur, specific

* Crisis assessment and treatment services

» Mobile treatment and support services

» Continuing care, clinical and consultancy serv-
ices

* Acute inpatient services

* Residential and non-residential rehabilitation



service delivery targets must minimise the extent

and use of inpatient services and maximise the

ability of community-based services to respond
quickly and effectively.

Service delivery will be driven through
community-led mental health services and will
recognise the interdependence of the public and
private sectors for service provision and, most
importantly, place the focus clearly on the needs
of clients. In particular:

» Services will be provided on a local basis to
allow improved access, clinical continuity and
case management.

» Community-based service networks will become
the nucleus of the service system, with hospital
inpatient services providing appropriate support
and back-up.

» The decision to admit to hospital will be based

The public mental health service must be
accessible to all Victorians. While the service
system is targeted at people with serious mental
illness, some consumers will pose particular
difficulties for service providers. Regional service
systems must be designed to ensure that all people
living within the region have access to appropriate
mental health services, and ensure that treatment
and/or support is actually provided.

All mental health services will operate within
clearly defined catchments and will be responsible
for providing or arranging provision of services to
all clients living within, or in the case of clients
who are transient, originating from that area.
Catchment areas will be defined within each
region and will take into account urban/rural
differences, population density, population disper-

f t ol hich should » r%ion, location of existing services, accessibility to
ot a management plan which should consider a services, and service utilisation patterns. The

number of treatment options, including treat- region of origin refers to a client’s place of resi-

:nlen;tjm_th(_a comr_r|1|ut:1|ty, .'f _at .aII gossollble_l.l H0|Sp" dence at the time the client is initially registered
al admissions wilt be minimised and Wil only i, the public mental health service system and

?CCl:r N tthe c;ontex_t Ofg (I:_ommuplti/-base(:] regional responsibilities will continue until such a
reatment and service delivery strategy, when .. - 4o person is:

community-based alternatives are either inap- formally discharged from the mental health
propriate or unavailable. Within this service service system: or

syst_em, |n_pat|ent adm|SS|_on must not be Seen as, formally transferred to another region or local
a failure either by the patient or the community- :

) : area service.
based staff but as a valid treatment option.

Protocols for the transfer of a client’s treat-
ment and care will be established to guide this
process. These arrangements are necessary to
ensure that responsibility for even the most de-
manding consumers is always clear and that
services will not be able to assist their clients to
move to other regions without making adequate
arrangements for continued care. In some in-
stances, these arrangements may involve a transfer
of resources.

To maximise community treatment, the
management and clinical leadership of services is
expected, for the most part, to be community-
based. It is expected that each area will have a
senior psychiatric position of Director of Clinical
Services. This will be a joint appointment and will
provide clinical leadership across hospital and
community settings. Community services will be
equipped with the ability and authority to pur-
chase inpatient services as required. Services will
be planned and/or delivered by multidisciplinary
teams with a client’s progress being supported by
case management arrangements.



Public mental health services are targeted at
people with a serious mental illness and services
must remain focused on this group of persons.
Loss of this focus would quickly result in service
capacity being swamped by people with less
serious mental disturbance and a consequential
inability to respond to those most in need.

Initial assessment and treatment will be
provided routinely through community mental
health services with hospital inpatient admissions
occurring only when required by the severity of
the illness and the degree of risk. People may

present at a crisis assessment and treatment (CAT3

service, a community mental health service, or an
intensive mobile treatment service. Each of these

services performs an assessment function and may

admit clients or make a more appropriate referral
within or outside the service system.

All referrals for admission to acute inpatient
mental health services will involve assessment by
the CAT service. This includes referrals from
within the inpatient services of a co-located facil-
ity (such as an acute general hospital), from
accident and emergency (A&E) departments,
outpatient departments, and from the community
(including mental health services, other agencies,
private practitioners and clients themselves).

Wherever possible, the community psychia-
trist will be appointed to work across inpatient and
community-based services. The community-based
psychiatrist will have the responsibility for the
clinical decisions of the CAT service and the
decision to admit or not admit. A decision to admit
is in fact a decision that appropriate treatment
cannot be provided effectively within the commu-
nity.

In situations where a referral to the inpatient
service is generated from a hospital A&E depart-
ment or from within the inpatient service of a co-
located facility (such as a general hospital), the
CAT service will work with the referring medical
officer to determine the most appropriate treat-

ment options, with particular emphasis on com-
munity treatment. This arrangement is already
working effectively in several general hospitals.

To ensure that the CAT operates as effec-
tively as possible, protocols will be established to
ensure efficient operation between community-
based services and co-located facilities. Collabo-
rative and explicit working arrangements will be
an operational priority.

TheNational Health Strategy Issues Paper
identifies the common features of mental health
ervices promoting continuity of care as:
case management;

» a multidisciplinary approach;

an assessment program that offers single point of

entry into an integrated service; and

« an information system to support continuity and
integration concepts.

In Victoria, a consistent approach to case
management will provide the framework for
individualised care, provided and actively man-
aged for the duration of the person’s illness. The
primary objectives of this form of care are to:

» Enable a client’s service needs to be met effec-
tively and efficiently through the use of a com-
mon set of processes and functions.

* Enable planned and coordinated service provi-
sion to individual clients.

* Provide staff with a common practice frame-
work.

« Strengthen links between service delivery and
service planning.

* Establish a single point of responsibility for the
delivery of services to a particular client.

Within this context, case management will be
used to facilitate co-ordination, accountability and
continuity of service delivery, and ensure the
provision of the appropriate services in a timely
and efficient manner. The case manager will guide



the client through the system, ensuring that client * Community education activities aimed at in-
needs are assessed, planned for and metin a creasing the acceptance of people with mental
timely and effective manner. The level of intensity illness in the community are undertaken.

of case management support will vary according ¢ Services are provided to clients and carers by
to the needs of the individual client. Clients with appropriately skilled medical, nursing and allied
complex, multiple needs, requiring a range of health staff.

services will need more intensive support from a * The use and demand for services is monitored
case manager than will clients with less complex  and the budget applied to secure a balanced
needs. Intensity of case management support will range of acute, long-term and support services
also vary as a client’s needs change. across the region.

» The qualitative and quantitative performance of
service providers is regularly reviewed and
service agreements accurately and specifically

« Services are organised around identified catch- ~ define the expectations of funded agencies.
ment areas which between them cover all locali-
ties within the region.

» Arrangements are in place for the delivery of a
crisis mental health and mobile treatment and
support service in all parts of the region. The operation of an effective and efficient

* Maximum provision of treatment and support mental health service requires the development,
occurs in the community, with inpatient services maintenance and review of systems for monitor-
being used only when necessary in the interests ing and evaluating the effects of service delivery.
of the client. This framework for service delivery identi-

 Acute inpatient services are provided by a gen- fies a range of key service requirements for the
eral hospital and are co-located on the hospital overall regional service system, individual service
campus. networks and individual service components. The

* Services are targeted to people who are seriouslysychiatric Services Branch, through the regions,
mentally ill, with priority given to those mostin  will monitor standards that will apply uniformly to
need of intervention. all service providers. Key performance indicators

» The service monitors—and assists where neces-will be developed that will allow comparative
sary—the progress of all clients to ensure that evaluation and monitoring of service performance
service provision is targeted, coordinated and  against identified targets within and across re-
provided in the most effective way. gions.

* Professional, service and community linkages Funding and service agreements will be
and networks are developed, maintained and  substantially developed to reflect these require-
formalised with written protocols where appro- ments and will form the basis for service monitor-

priate. ing. Existing agreements will need to be renegoti-
» The service is available and accessible and is  ated to ensure that the funds provided deliver the
actively promoted across the region. type of service required. Service evaluation will

include consumer and carer involvement in its
design and implementation and is seen as a prior-
ity for the State.

In order to undertake effective service moni-



toring and evaluation, a relevant database and
information system must be available. At present,
there is a system-wide database and information
system available to mental health services which
reflects the current utilisation of most inpatient
and community-based services. The Australian
Health Ministers, through the Australian Health
Ministers Advisory Committee (AHMAC), have
made a commitment to establish a National Mini-

tation.

Quality assurance systems will be expected
to form a routine part of clinical service activity.
Such systems should be open to scrutiny and
involve the participation of consumers and carers.
The development of quality assurance processes
will be required from each service provider.

mum Data Set for mental health services, covering

both hospital and community-based services.
H&CS is currently reviewing its data require-
ments in the context of this framework and the
national project. It is expected that this review will
determine the extent to which local systems can
be developed to suit local regional and facility
needs in a reliable and timely manner, while
ensuring that H&CS has access to the necessary
information to be confident that mental health
services are being delivered appropriately.
Outcome orientated service delivery evalua-
tion will increasingly become the focus of evalua-
tion. The 199 Report of the Mental Health Task
Force to the Australian Health Ministers Advisory
Committeadentified three areas in which mental
health outcome indicators should be developed:
* indicators related to agreed national resource
priorities;
* indicators for establishing mechanisms to moni-

tor and enforce service standards, and consumer

rights and satisfaction; and

* indicators of progress towards nationally consist-

ent mental health legislation.

The Australian Council of Health Care

Standards accreditation will be the standard for all

inpatient facilities but further development is

required for the accreditation of community-based

mental health services. Clinical indicators which

measure the clinical management and outcome of

care for mental health services are being devel-
oped for inclusion in the Australian Council of

Health Care Standards survey process for accredi-



Child, Adolescent and Family Mental Health Services at a Glance

Objectives

1. To alleviate serious emotional disturbance through the provision of a mental health assessment and treatment service which
responds effectively and efficiently to the needs of children, adolescents and their families.

2. To provide direct services to children and adolescents where effective help is unable to be provided through other service
systems.

3. To provide active support and consultancy to, and work in conjunction with, other services for children and adolescents.

Target Group
Services are targeted at children and adolescents up to the age of 16 years with serious emotional disturbance. That is, young
people with a diagnosable psychiatric disorder whose condition is considered seriously detrimental to psychosocial

development and/or where it leads to serious difficulties in the person’s social or family environment.

Service Elements
e Child and Adolescent Assessment and Treatment Services.

= Inpatient Services.

Key Service Linkages

= Child and family services (including protective services, child care services, kindergartens, maternal and child health
nurses).

= Services for people with intellectual, physical or sensory disabilities.

= Health services including general practitioners, paediatricians, drug and alcohol services and private child psychiatrists.

= Education services.

= Other community services including juvenile justice, housing, police, emergency accommodation services and disaster/

emergency management services.

= General adult psychiatric services.

Objectives other services who are working with children

1. To alleviate serious emotional disturbance and adolescents and to work in conjunction with
through the provision of a mental health assess- those services wherever possible.
ment and treatment service which responds Specialist public mental health services for
effectively and efficiently to the needs of chil- children and adolescents must focus on service
dren, adolescents and their families. provision for those who are most disturbed and

2. To provide direct services to children and whose needs cannot be met through other avenues.

adolescents where effective help is unable to be
provided through other service systems.
3. To provide active support and consultancy to

20



Many children and adolescents with emo-  Target Group
tional problems will not require specialist mental
health services. Some will be helped by their
families and available social support networks and
others will receive assistance from services avail-
able in the community. When a young person doe
not respond to these interventions and there is a
likelihood of more serious disturbance emerging,
specialist mental health services may be required.
Recent reductions in general support systems are
resulting in an increased demand for services froma
specialist mental health services.

In order to ensure access to comprehensive
services, cooperative relationships and innovative
service options will need to be developed by each
region to ensure the provision of a network of core
services for children, adolescents and their fami-
lies. Some services will be provided on a local
area basis whereas others will be provided on a
regional or super-regional basis. Rural areas will
continue to develop service arrangements with
metropolitan areas so that their clients have acces

to a full range of service options. While many young people at some time in

Itis partlf:ularly Important that.Ch'ld’ adoles- childhood will present with one or more of these
cent and family mental health services are respon-

Ve to their client Available funding f behaviours or difficulties, usually children and
sive 1o their client group. /vallable funding for adolescents are not considered to be emotionally
child, adolescent and family mental health serv-

) must therefore b refully taraeted and th disturbed unless a pattern of symptoms emerge
![ces fus I ere Oh? h? care l.deda g?\t?n a | € Which are inappropriate for that young person’s
ype ot Service which IS provided, continuously age, stage of development or circumstances.
reviewed to ensure maximum effectiveness and

The highest priority for child, adolescent and
value from the_se funds. The best use of funds family mental health services are those young
should be achieved through:

. : people with the most severe symptoms or who are
* early intervention;

maximum provision of services in communit In a high risk group. Some disorders more com-
[ ] .
settings: P y monly emerge at particular developmental stages.

A L Children and adolescents in the following
* minimising the use of hospitalisation; and

use of the shortest term interventions possible tocircumstances are more likely to be at risk of a
) ) P serious emotional disturbance:
resolve the situation.

* Victims of physical, sexual or emotional abuse.

» Those within the welfare and juvenile justice
systems.

* Homeless youth.

» Those from severely disruptive homes.

* Those whose parents suffer from a mental iliness

Child, adolescent and family mental health
services provide services to children and adoles-
cents with serious emotional disturbance. That is,
syoung people with a diagnosable psychiatric
disorder whose condition is considered seriously
detrimental to psychosocial development and/or
where there are serious difficulties in the person’s
social or family environment.

Emotional disturbance in childhood and
dolescence may present in a variety of ways.
While symptoms may include impaired reality
testing, hallucinations and suicidal behaviour,
more often emotional disturbance in childhood
and adolescence presents in other ways—hyperac-
tivity, nightmares, depression, fearfulness, bed
wetting, soiling, temper tantrums, stealing, poor
impulse control, anti-social behaviour, obsessional
behaviour, relationships problems, language
problems, learning difficulties, refusal to go to
school, unusual eating patterns and physical
fness.

The challenge for child and adolescent serv-
ices is to actively adapt these strategies to ensure
that they provide effective services to the greatest
number of clients.



or a dependence on drugs or alcohol. work in those areas. This provides some child
* Infants with attachment difficulties and where  psychiatric clinical support in those areas and

there are serious problems in parent/infant formalises access to metropolitan inpatient
relationships. services.

» Those with developmental difficulties, learning Child and adolescent forensic services are
difficulties and/or an intellectual disability. provided through the Child, Adolescent and

» Those with chronic health problems and disabili- Family Welfare Division of H&CS. Despite this,
ties. child and adolescent assessment and treatment

* Post trauma and post disaster victims. service staff must still provide services to young

people involved in the juvenile justice system on
It is recognised that many children and the same basis as would be done for other clients.

adolescents with emotional disturbance do not  Assessment with a view to treatment or support
require specialist mental health services and are ought be undertaken while that for the purpose of
supported by primary care and other health, edu- a court report is more properly the function of the
cational and support services available in the forensic service.
community. Specialist mental health services Child and Adolescent Assessment and
operate as part of a broader network of services Treatment
for children and young people and must develop
and maintain linkages with these services.

Work undertaken by the Early Psychosis

Services

These are community-based services which
will offer a range of services including family

Prevention and Intervention Centre (EPPIC) therapy, parent counsel_ling_, individual therapy and
indicates that adolescents suffering early onset group therapy and medication-based treatments.

psychoses are best provided with services througkﬁer\’iceS will be organ!sed t‘? enak_)le a timely

a specialised stream of the adult program as they response to referrals, mcludln_g crises, and be_
are likely to have ongoing service needs. The delivered on an outreacr_l basis Whe_re appropriate.
model of practice developed by EPPIC will form They should '?e prese_nt in each region.

the future development of services for adoles- Key service requirementsr child and ado-

cents. This must be supported by the developmen{escgnt assessment and treatm_ent services are:
of a statewide consultative role for EPPIC. * To intervene as early as possible to enhance
Senice  Elements healthy development and reduce the incidence of

_ mental illness in children and adolescents.
There are two types of public mental health . To routinely commence all treatment with brief

services provided for young people and their interventions. The use of longer-term interven-

families which OUght be available in, or able to be tions will require careful consideration and

accessed from, each region: justification.

» Child and adolescent assessment and treatment, To minimise their contact with the young person

servipes _ and focus on enhancing and providing support to
* Inpatient services the young person’s wider support system as
many children and adolescents with emotional

The current arrangements, whereby metro-  problems will not require specialist mental

politan child and adolescent services provide health services.

active support to service provision in rural re-
gions, will continue until such time as appropri-
ately trained professional staff can be recruited to



* To plan and deliver services in a manner appro- ¢ To provide service in the least restrictive envi-

priate to the different needs of children and ronment and in a manner which is least intrusive
adolescents, including consideration of the to the child or adolescent.

different developmental stages of the young * To ensure all beds are gazetted under s. 94 of the
person, the wishes of the individual and their Mental Health Act and are accordingly able to
family. They should be organised in a way that  admit involuntary patients.

ensures a timely and mobile response. * To manage young people who require a short-

» To assess and treat children and adolescents in  term secure environment and intensive support.
the context of their families, other carers and
their wider social support system. Linkages with Other Service Providers

* To provide services in the least restrictive envi-
ronment and in a manner which is least intrusive
to the child or adolescent. Periods of hospitalisa-
tion should be minimised.

» To allow children and adolescents access to
services even if they are involved in child pro-
tection, juvenile justice or disability service
systems. Similarly, young people must not be
denied service because they are not suited to a
particular style of intervention. Service provi-
sion must adapt to the circumstances of these
young people.

The provision of specialised mental health
services must occur in collaboration with other
services to provide responsive service options.
Child and adolescent mental health services staff
will consult with and provide advice to other
human service systems to assist their work with
individual clients as well as improve their ability
to support the emotional wellbeing of children and
young people through their services and programs.

Formal links will be established with:

* Child and family services (including protective
services, child care services, kindergartens,

. maternal and child health nurses).

Inpaient  Services « Services for people with intellectual, physical or

Inpatient services are provided for children sensory disabilities.
and adolescents who have severe emotional distus-Health services including general practitioners,
bance which cannot be treated in a less restrictive paediatricians, drug and alcohol services and
setting. Inpatient services will normally be co- private child psychiatrists.
located with hospitals. Regional service systems e« Education services.
must include provision for access to inpatient cares Other community services including juvenile
for young people even if it is provided out of their  justice, police, emergency accommodation
region. They must also organise service delivery  services and disaster/emergency management
in ways that minimise the young person’s period  services.
of hospitalisation.

Key service requirementsr child and ado- Continued attention will be given to cross-
lescent inpatient services are: program linkages both internal and external to
* To ensure that all admissions to the service haveH&CS. Protocols have recently been established

the involvement of the community-based child  with the Child, Adolescent and Family Welfare
and adolescent assessment and treatment serv- Division in relation to child and adolescents

ice, periods in hospital are kept to a minimum, involved in the child welfare system. It is intended
and appropriate follow-up arrangements are that clear protocols be developed at both a central
made through the assessment and treatment  and regional level to ensure the necessary coordi
service following discharge.



nation of service provision to children and early onset psychoses based on work done by
adolescents. This will include formalising the EPPIC.
relationship with adult mental health services in
relation to service delivery for adolescents with

General Adult Mental Health Services at a Glance
Objectives
1. To assess and treat adults with a serious mental illness in a timely and effective way.
2. To monitor and coordinate the provision of services to clients to ensure continuity of care in the least restrictive
environment.
3. To deliver a range of community and residential treatment and care programs on a continuous or intermittent basis.
4. To undertake prevention activities and community education to increase public awareness and understanding of mental

iliness.

Target Group
Adults with a serious mental illness aged between 15 and 64 years including those suffering from a severe personality

disorder where the person’s behaviour places themselves or others at risk of harm.

Service Elements

= Crisis assessment and treatment services.

= Mobile treatment and support services.

= Continuing care, clinical and consultancy services.

= Acute inpatient services.

= Residential and non-residential rehabilitation services.

= Residential and non-residential disability support services.

= Secure/extended care inpatient services.

Key Service Linkages

= Primary health care services including GPs, private psychiatrists, community health centres and general hospitals.
= Child and adolescent and aged persons’ mental health services.

= Disability, drug and alcohol and child welfare services.

= Housing and accommodation, domiciliary care, social support and employment and training services.




Objectives the service system.
. : Exceptions to these arrangements relate to
General adult mental health services will :
. . hospital orders made under s. 15 of the Mental
incorporate a network of community focused adult . : .

Health Act in relation to persons convicted of

mental health services providing assessment, - - ) .
. e .___criminal offences. The provisions of this section
treatment, and psychosocial rehabilitation services . )
. " . . allow the court to make a hospital order instead of
to people with serious mental illness and associ-

e passing sentence. Persons convicted of criminal
ated psychosocial disability. In summary the . .
o : i offences may therefore be admitted to a psychiat-
objectives of these services are: . : .
. . ric hospital following assessment by the author-
1. To assess and treat persons with a serious . o .
: . . : ised psychiatrist of that hospital and on the order
mental illness in a timely and effective way. o
: . " of the court. People on court admissions enter the
2. To monitor and coordinate the provision of

: . o ._service system directly through the hospital sys-
services to clients to ensure continuity of care in .
- ) tem rather than through the community mental
the least restrictive environment.

3. To deliver a range of community and residential health services component.

: The Mental Health Act also makes provision
treatment and care programs on a continuous or, .
. . . for the use of community treatment orders (CTOS)
intermittent basis.

. _ whereby involuntary patients receive treatment for
4. To undertake prevention activities and commu- . . 4 .
. . . . their mental illness in the community. CTOs are
nity education to increase public awareness and , L L
. : used as an alternative to admission to a psychiatric
understanding of mental iliness. . , . - .
inpatient service or where the patient’s condition

Each adult mental health service will be . : o
. - : is such that continued hospitalisation is no longer
responsible for providing services to people - : . .
the least restrictive environment in which the

residing in its catchment area. Services will be .

: . . - . person can receive treatment.
provided in a way which causes minimum intru-
sion and disruption into the person’s life. This &9t Group
means that services should be available to con- Adult public mental health services will
sumers as close as possible to their local commu-provide assessment, treatment and support serv-
nities and their usual and familiar surrounds. It  ices to people with serious mental iliness and/or
should also minimise the size and use of inpatient an associated significant level of psychosocial
services and ensure that the maximum amount of disability. This includes clients suffering from
service is provided through community service  functional psychoses, both acute and persistent,

outlets. severe mood or eating disorders, or with severe
Initial assessment and treatment will be anxiety disorders, as well as those who present
provided routinely through community mental with situational crises which may lead to self-

health services with hospital inpatient admissions harm or inappropriate behaviour directed towards

occurring only when required by the severity of  others. People with a severe personality disorder

the iliness and the degree of risk. People may  whose behaviour places themselves or others at

present at a crisis assessment and treatment serv+isk of harm are included in the target group.

ice, a community mental health service or an Services will be organised to address the

intensive mobile treatment service. Each of these needs of persons primarily between the ages of 15

elements performs an assessment function and and 64 years, although age alone will not be a

may admit consumers to the service or make a  sufficient criterion to exclude a person from

more appropriate referral either within or outside service provision or to transfer them to other
services such as aged care services. Similarly, the



decision about which program will provide  auspice arrangements, and geographic and socio-
services to a young person will be based on estabdemographic features within defined catchment
lished criteria that reflect client need. Protocols  areas. It will, however, be necessary for each local
will be developed to enable orderly and responsi- service network to organise entry to the mental
ble transfer of case management services betweemealth system via its community-based services. A
program areas and to outline the clinical grounds number of specialist mental health services, such

on which a decision to transfer can be made. as adult forensic services, will be available on a
Individuals whose primary diagnosis and statewide basis.

service requirements relate to drug or alcohol Each service element, and in particular the

dependence, developmental disability, brain crisis and mobile treatment service, is expected to

damage or senile dementia, will, from time to be functionally separate to ensure the integrity of

time, be referred. It is, therefore, important that  service delivery. For example, the same staff
protocols are made between the Mental Health  cannot respond both to acute crises and also
Service and other health and welfare services andguarantee regular mobile treatment. Each service
agencies. Mental health services have neither the element is expected to have a single point of
skills or services to manage or treat these people management responsibility. In addition to operat-
in isolation. For example, provision of care for ing in accordance with the overall framework for
those with senile dementia are primarily provided service delivery, individual components of the
through the aged care service system. People whayeneral adult psychiatric service system will be
need forensic mental health services will receive expected to achieve and maintain specific service
specialist service input. requirements as outlined below. Details are now
Service Elements provided for each of the service elements of the

Each regional service system will consist of a general adult mental health program.

number of service elements which must operate to' "€ Crisis ~ Assessment and Treatment
ensure that a coordinated system of care is pro- Service (CAT)

vided. The service elements are: This must be available on a 24-hour, seven-

* Psychiatric crisis assessment and treatment days-a-week basis and be a mobile service to
services. _ provide effective intervention throughout the

* Mobile treatment and support services. community. The service will assess all persons

. _Continuing care, clinical and consultancy serv- \who are deemed appropriate for hospital admis-
ices. _ _ sion and will determine whether the person can be

* Acute inpatient services. managed effectively in a less restrictive setting.

* Residential and non-residential rehabilitation The service will provide support to, and liaison
Services. with, other mental health and general health

* Residential and non-residential disability supportyorkers and other service agencies as well as the
Services. client’s family and carer network. The service will

* Secure/extended care inpatient services. have the responsibility for screening of all inpa-

tient bed admissions
Each service must fulfil its responsibility as

an element or component of the local service
network. Service elements might be organised in
different ways in different areas according to rural
and metropolitan population differences, varying



X (_gal_tekgepi_ng), Ufggnt e;ssessm_ent Whgre_ ~ The Mobile Support and Treatment Service
ospitalisation is considered an option, and crisis .
P P The Mobile Support and Treatment (MST)

resolution and treatment of acutely ill clients : : . . 4
referred to the service. These services may be Service prov_ldes mt_enswe Iong_—term community
structured differently in metropolitan and rural support to chen_ts with SUbStam'a.d and prolo_n_ged
locations severe mental illness and associated disability. In
The 'CAT service will develop and work many cases this service will avoid or minimise the
within the context of an overall treatment plan and need for repeated and lengthy hospital admissions.
Most commonly the client will have a diagnosis of

may extend through a client's brief admission to schizophrenia, however the specific focus of the
hospital. The role of the CAT service will be to phrenia, ) P
MST service is the client group that:

minimise unnecessary hospitalisation and facili- . is especially prone to the relapse of their Svmo-
tate the appropriate admission and early discharge sP yp i P symp
tomatology and has a wide range of psychoso-

where appropriate. Protocols must be established > .
pprop cial rehabilitation needs that would typically

by regions and auspice agencies to ensure the result in the client's admission to hospital,
necessary involvement of the CAT service prior to . : . prtal,
* is commonly not compliant with treatment

hospitalisation. In situations where the manage- ) _
ment of the CAT service is separate from that of regimes, L .
the inpatient facility, joint assessment may be * typically requires intensive .treatment from other
necessary where the initial contact has been with ¢ Om”_‘“”'ty bas_ed services, gnd -
« is typically lacking in motivation, ability to

the inpatient service. tunction ind dentl dh d
Key service requirementsr CAT services unction independently and has a poor under-
standing of their mental illness despite repeated

are: :
* To provide 24-hour crisis assessment and mental attempts at education.

health treatment in a timely and client oriented
manner to resolve mental health crises as effec-
tively and efficiently as possible.

» To monitor all persons referred to, or presenting
for admission to, hospital thus preventing unnec-
essary hospitalisation where services can be
provided adequately in the community. All
hospital admissions will involve the CAT serv-
ice.

» To minimise a client’s length of stay in acute
inpatient facilities through expediting the earli-
est possible discharge with CAT or other service
referral or follow-up.

*» To ensure all referred clients are linked into
appropriate follow-up care whether provided
through the CAT service or not.

* To provide primary, secondary and tertiary
consultation to other service providers in the
community in relation to psychiatric crisis
management and treatment.

The service will provide mobile and assertive
treatment and care which is continuous and acces-
sible on an extended hours basis with support
from the CAT service as required. The service will
assist many people living in special residential
services and boarding houses.

Key service requirementsr MST services

 To provide assertive outreach, intensive long-
term support, treatment and rehabilitation to the
most severely disabled clients in their own
environment.

 To provide an extended hours service over seven
days every week.

« To provide intensive community support and
preventative interventions to reduce the likeli-
hood of a client’s need for hospitalisation.

* To provide or arrange rehabilitation to develop
the client’s daily living skills and enhance their
capacity for independent community living.



* To provide support to reduce the client’s length understanding of psychiatric disorders and de-

of stay in hospital when appropriate. velop community resources.
* To support the client in maintaining safe, secure ¢ To provide liaison and consultation to other
and affordable accommodation. service providers in the community in relation to

* To educate the client, family and carers about psychiatric treatment and service delivery mod-
mental illness and provide support as required. els.

Continuing  Care, Clinical  and Consultancy Acute Inpatient  Services

Services Acute inpatient units provide short-term

A range of community-based services will be inpatient management of seriously mentally ill
available to provide assessment, treatment and ~ clients referred generally by the community
consultancy services in addition to continuing caremental health service. They will be co-located
and case management. These services will providd/ith acute general hospitals wherever possible.
an initial assessment service for people requesting-tl;he principal role of the acute inpatient units will
assistance where a CAT service response is not P€ the provision of acute assessment and manage-
required. Ongoing case management will gener- ment of individuals who require inpatient treat-
ally be provided by staff from these services, ment and intervention. Services will provide
focusing on the seriously mentally ill who require Voluntary and involuntary short-term inpatient
treatment, monitoring and continuing support as Management during an acute phase of mental
well as more specialist individual, group and illness until sufficient recovery allows that treat-
family therapy programs. Services will be closely Ment to be effectively provided in a community-
linked with the bed based and other community- Pased setting. _
based services. Strong links will be required with There are many occasions when a person
local non-government agencies to enable clients tguffering from a serious mental iliness is unwill-
receive regular day program support as well as ing, or unable, to seek or receive treatment. Re-
appropriate assistance in the development of a cent analysis of the legal status of those admitted

range of community living skills. to psychiatric service inpatient facilities demon-
Key service requirementsr continuing care, ~ Strates that almost half of the admissions are
clinical and consultancy services are: involuntary. In order to avoid administrative
- To ensure that all clients of the service receive Parriers to treatment, all publicly funded acute
case management monitoring and support. inpatient services must be gazetted in accordance
« To provide ongoing treatment, support and with s. 94 of the Mental Health Act and accord-
psychosocial rehabilitation programs. ingly able to admit involuntary patients. Acute

« To provide clinical consultation to other primary nPatient units must have a ‘high dependency’ area
health service providers in relation to mental where clients who require secure and intensive

illness management and treatment. management can be accommodated.

« To undertake community development and Key service requirementsr acute inpatient
education activities to increase community Services are. _
awareness and * To provide a short-term, voluntary and involun-

tary assessment and treatment service during an
acute phase of a client's mental illness until this
can be managed in the community.

» To ensure all beds are gazetted in accordance



with
S. 94 of the Mental Health Act and accordingly
are able to admit involuntary patients.

* To ensure all admissions to the unit have had
involvement of the CAT service.

* To ensure all clients are considered by the crisis
assessment and treatment service for manage-
ment in the community subsequent to the per-
son’s inpatient stay and that a discharge plan is
prepared.

* To ensure that clients who require a short-term

opportunity for community living that will en-

hance the client’s quality of life. The appropriate

design of a CCU has been modified based on
experience with those already operational.

Key service requirementsr rehabilitation
services are:

* To provide a range of rehabilitation services to
assist clients with significant disabilities to learn
or re-learn everyday living skills necessary for
their adjustment to successfully living in the
community.

secure environment and intensive support can bes To provide residential based rehabilitation serv-

managed.
Residential and Non-Residential
Rehabilitation Services

A key requirement in the management of
severely mentally ill people who present with
major psychosocial disabilities is the provision of
a range of rehabilitation services. These services
comprise bed and community-based components.
An important function of services is to assist
seriously disabled people to learn or re-learn
everyday living skills necessary for their adjust-
ment to successfully living in the community.

The purpose of this service is to enhance the
functioning, self-esteem and independence of
individuals with a serious mental illness to ensure
their maximum involvement in community life.
These services should, wherever possible, be

ices with access to 24-hour clinical support.

« To provide psychosocial rehabilitation programs
designed to enhance the client’'s personal skills
and facilitate community integration.

» To ensure all beds are gazetted in accordance
with
S. 94 of the Mental Health Act.

Residential and Non-Residential
Support  Services

These services provide psychosocial rehabili-
tation and support in a variety of ways to people
with seriously disabling mental health conditions
to minimise stress, promote and maintain recovery
and improve quality of life. These services com-
plement the assessment and treatment functions of
clinical services.

Residential services include staffed respite

Disabilty

provided in the client’s own environment and have care, short-term residential services with on-site

links with employment and recreational services
provided by other agencies.

Residential rehabilitation services will be
primarily provided through community care units
(CCU). These are designed to accommodate
people with serious mental illness and severe
psychosocial disability who have been tradition-
ally managed in the long stay wards of psychiatric
hospitals. CCUs are purpose-built units providing
a home-like environment that have access to 24-
hour clinical support. The CCU represents a shift
in the focus of service delivery that provides an

staff providing transitional rehabilitation, and
longer-term residential services often with 24-
hour staffing.

The link between stable housing and im-
proved mental health and individual functioning is
well established. Residential and accommodation
support services provide a range of housing op-
tions for people with different levels of psychiatric
disability. These range from intensively supported
residential care through to housing in the commu-
nity with support and assistance to improve daily
living skills. The preferred approach is



to provide long-term accommodation with
the level of support being adjusted according to
the resident’s actual need for assistance.
Non-residential disability support services
provide independent living skills, training, using
both centre-based and outreach approaches, infor

mation and support to carers and consumers baseﬁi

on mutual aid principles, and community educa-

tion.

Some services, such as information and self-
help services for consumers and carers, operate o
a statewide basis while other services are more
localised and form an integral part of local area
service networks. Apart from those services
clearly based around statewide coverage, disabil-
ity support services are expected to meet the
service needs of their local area or sector and to
form effective linkages with local clinical serv-
ices. These support services are expected to be
present in all regions and will continue to be
managed through the community-managed non-
government sector wherever possible.

Services are predominantly provided through
non-government agencies that receive funding
from government and this area of service is ex-
pected to continue to increase. Some leisure
activity programs for people with mental health
disabilities are also provided through funds from
the Victorian Department of Arts, Sport and
Tourism.

Key service requirementsr disability sup-
port services are:

* To provide services to people with serious psy-
chiatric disabilities.

» To undertake community development and
education within the local community to facili-
tate community acceptance of service partici-
pants as local community citizens.

* To provide psychosocial rehabilitation programs
designed to enhance the participant’s personal
skills and social relationships.

* To provide programs which provide environmen-
tal change in order to reduce social handicaps.

Secure/Extended Services

Secure/extended care inpatient services
provide intensive treatment and support for clients
who have unremitting and severe symptomatology
together with an associated significant disturbance
in behaviour that inhibits the client’s capacity to

Care Inpatient

|

ve in the community. These services will gener-

ally be provided on a regional basis due to the low
prevalence of client need. Each region will define

%he relationship between regional and local area

services to ensure equitable access, continuity of

care, and the return of clients to their local com-
munity as soon as they are able to live in a less
restrictive setting. Facilities will have to be able to
manage clients on an involuntary basis and there-
fore must be gazetted in accordance with s. 94 of
the Mental Health Act.

Key service requirementsr secure/extended
care inpatient services are:

* To provide secure extended mental health treat-
ment and care on an involuntary basis where
necessary.

« To provide appropriate psychosocial rehabilita-
tion and behaviour management programs to
help modify disruptive behaviours and maximise
social and personal functioning.

» To maintain active individualised care planning
to monitor the changing needs of clients and
their suitability for less restrictive treatment and
care.

* To provide family support and educational
programs to foster continued links between
clients, their relatives and the community.

* To facilitate client access to other services appro-
priate to their health and welfare needs.

* To develop and maintain links with referring
agencies, other service system elements, and
service providers to ensure effective admission,
discharge and follow-up planning.

« To provide liaison and consultation services to
other agencies on the treatment and management
of clients with treatment resistant illnesses and
difficult behaviours.



Linkages with Other Service Providers

General practitioners, general hospitals and
private psychiatrists are significant providers of
health services to mentally ill people. Each mental
health service must develop strong linkages with
these services so that support, guidance and early
responses can be provided to clients who require
specialist assessment, treatment and care. This
will also help to ensure provision of ongoing,
follow-up, support services. Shared care arrange-
ments are to be encouraged and supported wher-
ever possible.

Because of the varied needs of people with
psychiatric disability, linkages need to be devel-
oped with other services. This will include hous-
ing and accommodation services, social support
services, community health services, domiciliary
care, and employment and training services. The
linkages may take the form of providing coopera-
tive care arrangements for clients of these serv-
ices, advice and support to staff of the other
service systems on mental health issues, or joint
planning for the development of programs to more
appropriately meet the needs of people with a
psychiatric disability.

Adult mental health services will need to
develop cooperative arrangements with child and
adolescent mental health services and aged per-
sons mental health services to assist with the
client’s transition through the mental health serv-
ices network where this is necessary. Effective
inter-program linkages will assist in the develop-
ment of appropriate and more effective treatment
options for service users.



Aged Persons Mental Health Services at a Glance
Objectives
1. To provide effective and efficient assessment, treatment and support to care for clients within their familiar surroundings in
the community as long as possible.
2. To ensure care is monitored and coordinated in conjunction with general health and community support services.
3. To provide health education and health promotion programs for older people with a psychiatric disorder and their carers

which incorporate information on ageing, mental illness and strategies for healthy adjustment to these processes.

Target Group

Services are provided primarily to people aged 65 years and over including:

= people with a long-standing mental illness who have grown older;

= people with functional illnesses such as depression and psychoses which have developed in later life; and

= people with psychiatric or severe behavioural difficulties associated with organic disorders such as dementia.

Service Elements
= Psychogeriatric assessment and treatment services.
= Acute inpatient services.

= Extended care inpatient services.

Key Service Linkages

= Extended care centres, nursing homes and hospice care services.

= Aged care assessment teams.

= District nursing services and community health services.

= Home and Community Care services and other local government services for older people.
= General practitioners.

= Public and private hospitals with particular reference to discharge planning.

= Non-government operated nursing homes, hostels and supported residential services.

Objectives increase in older people’s use of public, private
Older people represent a growing proportion and voluntary health se_r\_/ices. Not only_ are there

of the Victorian population, as a result of the more older people requiring these services, but

combined impact of increased longevity and the "créased longevity is changing the nature of

higher proportion of the population over 60 years service nee_ds. Mental health services have t(_)
of age. These two changes result in a significant €Spond to increased demand and the changing



nature of this demand. munity-based.
Over the next 20 years there will be: Most geriatric inpatient services are provided
* A significant increase in the incidence of demen- in extended care centres that have established
tia, including Alzheimers disease, as the ‘older services for psychogeriatric assessment and
old’ are the fastest growing population group in psychogeriatric care alongside other specialised

the community. geriatric health services such as rehabilitation,
* An increase in the numbers and life span of palliative care and some acute medical services.
people with pre-existing psychiatric disorders. There are other services within geriatric

* Increased prevalence of physical disorders and health, residential care and community care serv-
disabilities which give rise to social and psycho- ices which make a particular contribution to older

logical problems. people with a psychiatric illness. Dementia units
in residential facilities are an important part of the
Historically, aged persons mental health services to frail older people with severe dementia
services were largely inpatient services for people or Alzheimers disease. Some intensive community
who grew old with a pre-existing psychiatric support services which have a case management

disorder. Older people who experience a psychiat-function are responsible for assisting older people
ric disorder in later life may or may not receive a with varying degrees of dementia or other forms
specialist aged persons mental health service.  of psychiatric disorder live within their own

Those patterns have now changed. Aged homes. Some of these services are funded either
persons mental health services must take into through the Linkages Projects which are part of
account the complex mix of physical, neurological the Victorian Home and Community Care Pro-

and psychosocial issues relating to the older gram, or through the Commonwealth National
person with a long-standing or late life disorder. ~ Action Plan on Dementia. The variety and diver-
Specific characteristics of age related mental sity of these services means that a wide number of
illness must be considered including: geriatric health and aged care services have direct
» medical and psychological issues; involvement in the provision of services to older

« cultural and social issues for the client such as people with a psychiatric iliness.
family supports, social networks, community Other Aged Residential  and Community
supports and financial circumstances; and

* life history including preferred coping mecha-
nisms, work history and personal hobbies and
interests.

Care Services

A significant number of home and commu-
nity care services, private and voluntary hostels
and nursing homes, and community-based aged
care agencies have a major role in the care and
support of older people with psychiatric disorders,
r1particularly dementia. Some of these services have
established programs to provide

Older people with a psychiatric disorder
receive services in a wide range of health and
community support agencies. These agencies ca
be considered at three different levels.

Geriatric Health and Community Care
Services
Geriatric services play an important role in

the continuing care of older people with a mental
illness. These services may be inpatient or com-



appropriate and relevant services. Many are
able to adapt their services to provide not only
good quality care to older people with psychiatric
illness, but also to enable their clients to maintain
maximum feasible levels of independence. The
majority of older people with dementia are cared
for by these services and will not require the
dedicated aged persons mental health services
discussed in detail below.

Dedicated Aged Persons Mental Health

Services
These are the psychogeriatric assessment,
treatment, acute inpatient and extended care
inpatient services of the Psychiatric Services
Program. The objectives of these services are:
1.To provide effective and efficient assessment,
treatment and support to care for clients within
their familiar surroundings in the community as
long as possible.
2.To ensure care is monitored and coordinated in
conjunction with general health and community

support services.

3. To provide health education and health promo-
tion programs for older people with a psychiat-
ric disorder and their carers which incorporate
information on ageing, mental illness and
strategies for healthy adjustment to these proc-
esses.

Dedicated aged mental health services are
critical to the overall mental health system as they
have specific expertise to provide interventions
that do not rely on chemical and physical restraint
and promote care in the least restrictive environ-
ment. An increasing number of clients enter these
services because their level of behavioural distur-
bance cannot be managed by other health and
community care service providers.

Target Group

Aged persons mental health services provide
services primarily to people aged 65 years and
over. The client group includes:

* people with a long-standing mental iliness who
have grown older;
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sion and psychoses which have developed in  who have a long-standing mental illness continu-

later life; and ing past 65 years of age, may also have complicat-
* people with psychiatric or severe behavioural  ing issues related to ageing. These may be in the

difficulties associated with organic disorders form of physical frailty, psychological stress and/

such as dementia. or significant changes in their social circum-

stances.
People whose mental illness is of late onset Organic Disorders

or is characteristic of older patients should be
treated as far as possible as part of the aged care
system rather than as part of general adult psy-
chiatry which extends from 15 years of age. Aged
persons mental health services, therefore, should
operate with strong linkages with the broader

n:adtwork of health and community services for disease and Multi-Infarct dementia being the most
older persons. common. Severe dementia affects four to five per
. Service provision to people who are mentally cent of the population over 65 years. There is a
il and who are over the age of 65 years becomes relatively small number of people who develop

more complex as th_e effects of _th_e ageing ProCeSSyementia before the age of 65. Between 65 and 75
become more prominent and clinical approaches years the proportion increases up to six per cent

g'ﬁter etx_ccor(:llng 0 tlh? cdause do_I_the (.:0nd't'or|'_'k | and over 75 years there is a very marked increase
etection ol -age-related conditions 1S more iKely 5, 1na incidence of a person developing dementia.

to occurin service_which sp(_acialises in _aged Aged persons mental health services will be
persons rather than in one which deals with people, yjiapje to clients with dementia with a signifi-

ILom 15 dyears of age. -trhllj also aIIOV\és_tranS|t|on ©cant level of behavioural disturbance that presents
€ aged care service lo be managed In a manner ., \qiqaraple difficulties for the aged health and

that is sensitive and orientated to the client’'s need community care system. Mental health services

aLa tlmet\r/]vhte_n t_hetﬁlleng can bes}t ar:iapt_to th?t. IwiII be able to provide a secure environment with
change, that IS, in the absence of changing cliniCal .o nsijve treatment, care and support.

needs. The use of age as a guideline acknowledges In addition, aged mental health services will

_that people over the age O.f 65 years with mental provide assessment and care to the small number
illness often have co-existing physical problems of people under 65 years of age who develop
which need attention from aged care services. Thi%rganic disorders

is particularly pertinent to the ‘very old’, that is
those over 85 years who are more likely to suffer
chronic illness, progressive disability, poorer
recovery rates and physical frailty.

Functional Disorders

A small but significant proportion of people
over the age of 65 years will suffer a functional
disorder and require treatment and care for the
first time. The most prevalent disorders that
develop in this age group are depression, paranoid
psychosis and heightened anxiety states. People

Organic disorders are characterised by physi-
ological changes in the brain with the person
experiencing a deterioration in their intellect,
judgement and memory, and significant personal-
ity changes. The most prevalent organic disorder
in the elderly is dementia, with Alzheimer’s



related to the ageing process and other condivide a treatment, rehabilitation and case manage-
tions. The Psychiatric Services Branch will estab- ment service. All admissions to acute beds should
lish formal links between the statewide Organic  occur with involvement of the PGATS in order to

Brain Disorders Unit and regional services with  ensure that clients are managed in the least restric-

regard to the management of the early onset of tive setting. There will be an increasing focus on

organic disorders where it may not be appropriate achieving a more coordinated assessment service
to manage the younger person in the aged care with the geriatric assessment teams.

system. Services will be delivered through

Service Elements multidisciplinary teams able to provide clinical

expertise in medical assessment and treatment,

psychological, behavioural, social and functional
assessments and a corresponding range of thera-
peutic interventions. The services will be commu-
nity-focused in the assessment and treatment of
the older person and incorporate case manage-
ment, access to acute or extended care inpatient
facilities, education for the consumer and carer,
and consultation and advice to other agencies.
The number and pattern of admissions to
inpatient care is insufficient to justify provision of

PGATS on a 24-hour basis. Accordingly, the after

hours crisis response will usually be provided by

the adult service CAT services with later transfer
to the aged persons mental health service where
appropriate.

Key service requirementsr PGATS are:

 To provide assessment, treatment and rehabilita-
tion in a timely and client orientated manner in
community settings.

» To monitor all persons referred to or presenting
for admission to hospital, thus preventing unnec-
essary hospitalisation where services can be
provided adequately in the community. All
admissions to the aged care acute or extended

Each region will provide services through a
number of elements including:
» Psychogeriatric assessment and treatment serv-
ices.
* Acute inpatient services.
» Extended care inpatient services.

Services provided through these elements
will include early intervention, prevention and
education, assessment and diagnosis, case man-
agement, acute inpatient services, continuing care
respite care, carer support and education, and
liaison and consultation with other service provid-
ers.

The service system will ensure that services
are delivered in a flexible manner to meet client’s
individual needs. Some services will need to be
locally-based promoting easy access for the per-
son living at home. Other services should be
offered on a regional basis. The manner in which
each of the component functions is delivered will
reflect regional and area differences, however, a
number of specific services will be required as
detailed below.

Psychogeriatric Assessment and Treatment care units will involve the PGATS.

Services » To minimise a client’s length of stay in acute
Initial assessment and treatment will rou- inpatient facilities through the earliest possible

tinely be provided through the Psychogeriatric discharge with appropriate referrals and service

Assessment and Treatment Service (PGATS). The follow-up.

PGATS are a focal point in the aged persons * To ensure all consumers are linked into appropri-

mental health service providing, in most cases, the ate follow-up care, including those referred to
first point of contact with clients and their fami-
lies. In addition to the assessment role, they pro-



but not accepted for PGAT services. « To provide an inpatient service that enables the

» To provide primary, secondary and tertiary assessment and treatment of a clients mental,
consultation to other service providers in the physical and social state.
community in relation to psychogeriatric man-  « To provide a short-term, voluntary and involun-
agement and treatment. tary treatment service during an acute phase of a

» To provide ongoing case management services. client's mental illness where this cannot be
managed in the community.

Acute Inpatient  Services * To ensure all beds are gazetted in accordance

q with s. 94 of the Mental Health Act and accord-
ingly able to admit involuntary patients.

* To ensure all admissions to the unit have had
involvement of the PGATS.

 To ensure that clients who require a short-term

secure environment and intensive support can be

managed.

These hospital units provide assessment an
treatment for older people with acute symptoms
who cannot safely be cared for or supported
within the community by the PGATS or the ge-
neric aged care system. The assessment function
enables the accurate diagnosis of the older person
when their presentation is more complex or when
their symptoms are creating acute distress or
jeopardising their safety. Where possible, all aged
mental health inpatient facilities will be co-located
with general aged care services.

Key service requirementsr acute inpatient
services are:




Extended Care Inpatient  Services aged persons mental health services have either
OIprogressed from or will go onto receive services
provided by generic aged care services.

Provision must be made for the development
of collaborative care arrangements for the older
person, or the provision of specialist input from
aged persons mental health services to services for
older people. In particular, linkages need to be

Extended care inpatient services are provide
in psychogeriatric nursing homes situated in
community settings. These services will provide a
range of inpatient services for aged clients who
cannot be managed in the general aged care sys-
tem due to their level of persistent cognitive,
emotional or behavioural disturbance. They must o

- ) developed with:
be sufficiently flexible to enable long-term accom- .
. ) » Extended care centres, nursing homes and hos-
modation, ongoing assessment, treatment and care _. .
: e . pice care services.
of residents, rehabilitation, and respite care.
» Aged care assessment teams.

A generic brief for the development of these s . . .
. : : L * District nursing services and community health
units has been designed that will be applied in services

future developments. The design of these units : .
: e * Home and Community Care services and other
will enable the necessary flexibility of care to be .
local government services for older people.

provided. » General practitioners
Respite care should be available to meet the =ral pract . . .
 Public and private hospitals with particular

needs of both carers and consumers. Although : .
: . reference to discharge planning.
each element of the service system will play a .
* Non-government operated nursing homes,

significant role in the support and education of : : .
. . hostels and supported residential services.
carers, linkages with relevant carer support serv-

ices need to occur.

Key service requirementsr extended care
inpatient services are:

* To provide extended mental health inpatient
treatment and rehabilitation to all clients who
are unable to be managed in generic aged care
facilities.

* To provide respite care to clients (and for rela-
tives) who cannot be managed in aged health
and community care facilities.

* To transfer clients to generic aged care services
in the least disruptive manner as soon as their
condition permits.

It is essential that when an older person is
able to receive continuing care and treatment in a
general aged care service that this should occur. In
the main, it is the level of behavioural disturbance
associated with mental illness in the elderly that
requires specialist aged mental health involve-
ment. Usually, the person’s level of behavioural
disturbance will reduce in severity over time
making a referral to a nursing home or other
geriatric facility possible and more appropriate in
order to ensure the least restrictive setting for care.

As with general aged care services, collabo-
rative working relationships need to be developed
and maintained with general adult mental health
services as both service systems will at times need

Aged persons mental health services operate to complement each other in assessing and/or
within the context of the general aged care systemtreating the client.

Collaborative working relationships must be The Psychiatric Services Division and the
developed to complement the elements in each  Aged Care Division of H&CS will continue to
service system in assessing and/or treating the  work cooperatively to develop and manage the
client. A significant number of people assessed by delivery of mental health services to the Victorian

Linkages with Other Service Providers



aged population. While future service develop-
ment will occur in the context of mental health
services being based within generic aged care
services rather than psychiatric or general health
services, the Psychiatric Services Division will
maintain program and budget responsibility. This
level of cooperation must similarly occur at a
regional level.



The complex needs of some clients requires a
coordinated and cooperative approach to service Families and other carers have an important
provision between specialist mental health serv-  gje in the care of people with a mental illness.
ices and other agencies. This is particularly so for g ;nds have been provided to organisations which

people with intellectual, sensory or physical provide information, support and advocacy for
disabilities, head_ injuries or those requiring drug  carers. A program to train clinical staff in working
and alcohol services. Protocols are called for with families is currently being piloted by North

which identify the roles and responsibilities of Eastern Metropolitan Psychiatric Services in
services and detail the way in which coordination conjunction with the Schizophrenia Fellowship
and cooperation will occur. and Bouverie Family Therapy Centre. This project
To date, formal protocols have been devel- | aid the development of statewide staff train-
oped in relation to disability services and child ing, and will assist with the establishment of
protection services. The Psychiatric Services statewide guidelines on family and care support.
Branch will continue to develop and refine spe- Respite care is another area of particular
cific approaches and protocols with other service significance for carers, especially with more
providers in relation to responding to a severe  tgrgeted use of inpatient services. Each Region
mental illness for the following groups of people:  myst consider options for access to respite care

» Families and other carers. services, including residential as well as in-home
* Aboriginal people. services. A pilot respite care service in the Eastern
* People with a disability or sensory impairment.  Region using a staffed residential facility has been
* People with drug and alcohol problems. established through the Schizophrenia Fellowship.
* People with HIV/AIDS. The evaluation of this service will provide direc-
* People who are homeless. tion for service development in other regions.
» People from Non-English-speaking back-
grounds.
* Women. Aboriginal people with a serious mental
illness have specific needs determined by a
The provision of specialist mental health number of factors which may include loss of

services must take into account the specific needsculture and identity, loss of control of destiny,
of these groups of clients so that access is facili- poor physical health, inadequate education, family
tated and services provided in ways that are most dislocation, unemployment and alcohol and sub-

effective. Too often they have been victims of stance abuse. These factors can be further com-
endless buck-passing. Service provision should begpounded by the considerable disadvantage experi-
integrated, as far as possible, within existing enced by the Aboriginal community and the
mental health service networks. It is essential, deprivation they may suffer as a result.

therefore, that mental health service staff are The statewide Aboriginal Mental Health

trained to respond to the needs of such people, Network was established in recognition of the

both through direct service delivery and by liaison special needs of Aboriginal people with serious

and involvement with other agencies. mental illness and associated disabilities, and the
importance of effective linkages with other Abo-
riginal services, especially

40



health services. Inpatient services are cur-
rently provided through North Eastern Metropoli-

tan Psychiatric Services with outpatient services _ )
and community liaison through the Aboriginal Substance abuse amongst people with serious

Health Service. Establishment of community- mental illness is increasingly common, and raises
based services must be examined including the complex issues of assessment and treatment. The

establishment of a staffed community residential COMPplexity and social costs of dual disorders
service to provide transitional rehabilitation as an Mean that these clients are often in contact with an

alternative to inpatient admission. Development of&Tay Of services including general health services,
satellite services in rural areas with well-estab- ~ @ccident and emergency services in general hospi-

lished Aboriginal communities will also be ex- tals, the police, social welfare agencies, agencies
for homeless persons, drug and alcohol services,
plored.

and mental health services.

Mental health services have a responsibility
to provide assessment services in situations of
differential diagnosis, dual diagnosis of mental
illness and drug/alcohol dependency. Mental
health services will be provided for clients with
dual diagnosis of mental illness and a substance
abuse disorder, in collaboration with other serv-

training for mental health workers will be required ices such as drug a_nd alCOhOI agencies. Assess-
and services need to maintain appropriate liaison ment and consultation services will continue to be
with disability services to obtain information and made available for people with severe alcohol-

advice where necessary. related brain damage. . .
A number of people with an intellectual Mental health services on their own have

disability and a serious mental illness are pres- neither the skills nor the facilities to treat, manage

ently receiving services from community mental or rehabilitate peOple with drug or alcohol (.je'
health services or are inpatients in hospital serv- pendence. Intervention for serious mental iliness

ices. Access to specialist assessment and treatmeﬁ?nno'[ reasonable commence until the dependence

services by this client group must be an integral Is being suitably managed.
part of a comprehensive mental health service
system, with collaboration between services from
different program areas to ensure that service
provision is coordinated and effective.

Guidelines for joint service provision are the
focus of the formal protocol developed between
the Psychiatric Services Branch and the H&CS
Disability Services Branch. Implementation of the
protocol will be accompanied by targeted staff
training. Liaison will continue with the Disabili-
ties Services Branch and regular consultation with
consumer and disability organisations should be
an integral part of service planning.

In order to provide satisfactory services for
clients who also have a physical and/or intellec-
tual disability or a sensory impairment, specialist
mental health service providers will need specific
skills and knowledge. Access to appropriate

The number of people with serious mental
illness and HIV/AIDS infection is not known and
includes those with a pre-existing mental iliness as
well as others whose mental illness is a conse-
guence of the HIV/AIDS infection. The individual
client’s primary need for care will determine
which agency is responsible for coordination of
service provision across different program areas,
including access to specialist assessment and
treatment services as appropriate. Mental health
services will take responsibility for service



provision to clients from their respective
catchment areas who require specialist clinical
services. The exception is those persons with
AIDS-related dementia and associated behav-
ioural problems who require inpatient care in a
secure facility. Specialist inpatient treatment will
continue to be provided for these people on the
North Eastern Metropolitan Psychiatric Services
campus.

The inner city areas of metropolitan Mel-
bourne have a higher proportion of people who

ice of the Inner North Mental Health Service has
proved effective in making clinical services acces-
sible to residents of night shelters. Based on the
success of this service it will be extended during
1994 by increasing the number of clinical staff
working on an outreach basis in the localities of
St. Kilda and Collingwood, Fitzroy and Richmond
where there are also known to be concentrations
of homeless people. In addition, a number of non-
government disability support services have been
established which work directly with homeless
people. These include individual support services,
day activity programs and accommodation sup-

are homeless or at risk of homelessness, and staffport.

of night shelters and other services for homeless

Access to stable low-cost housing is another

people consistently report a significant number of essential component of services for homeless

people with a psychiatric disability seeking serv-
ices. A survey of homeless people in inner Mel-

people. Through inter-departmental housing and
support projects, new housing places with associ-

bourne undertaken in 1987 found that around 18%ated accommodation support have already been

had current symptoms of a psychotic disorder.
Shelters, refuges, boarding houses and spe-
cial residential services play an important part in

meeting the needs of homeless people. The men-

tally ill who are homeless have a right to access
these services. Given the choice, many of these
homeless people would choose to be in the com-
munity rather than be contained in psychiatric
hospitals. Treatment provided in community
settings does not lead to the negative conse-
guences of institutionalisation.

Psychiatric support is and will continue to be
provided to people in the community and will be

responsive to the service needs of homeless peo-

ple with serious mental illness and associated
disabilities. Effective service responses include

established, and other projects are being planned.
A number of these projects target homeless people
in the inner city. Victoria has a strong commitment
to providing public housing stock to people who
are mentally ill.

Accommodation support is also provided to
people with psychiatric disabilities living in
shared housing allocated through the Victorian
Department of Planning and Development’s
Group Home Program. An important innovation
has been the funding by the Department of non-
government organisations to provide accommoda-
tion support for people with psychiatric disabili-
ties, as part of Housing and Support Projects.
These projects are based on low-cost long-term
housing being provided by the Victorian Depart-

assessment and treatment provided on an outreacfhent of Planning and Development in conjunction

basis as well as services aimed at stabilising the
person’s housing and improving their quality of
life. Regions characterised by high levels of
homelessness will also have special services
targeting the homeless mentally ill.

The outreach assessment and treatment

service provided by the Homeless Persons’ Serv-

with the provision of funded accommodation
support from a non-government service.



Planning and delivery of mental health
Language and cultural barriers can present a Services must be sensitive to the needs of women

significant obstacle to people from non—English-  according to their age, cultural background and
speaking backgrounds (NESB) in gaining access social circumstances. Specific programs for_
to mental health services and receiving optimum Wwomen may also be developed. Services will need

treatment. Improving access requires: to address particular issues faced by women with

« the availability and appropriate use of trained @ serious mental illness including the risk of
interpreters; sexual assault and abuse, and their responsibility

« staff who incorporate sensitivity to cultural for infants, children and older family members.
differences into their practice; and Planning should include liaison with women’s

« services which cater for the needs of people fronfervices such as information and health services
varied ethnic backgrounds. and sexual assault centres.

There are a number of service developments
Effective provision of community treatment and projects which address these objectives. For
and care often requires liaison and consultation ~ instance, in 1992, a women’s advisory group was
with relevant ethnic agencies and bilingual health established by North Eastern Metropolitan Psychi-
service practitioners as well as the provision of ~ atric Services to improve service responsiveness
information and support for families and other to the needs of women clients. Initiatives include

carers. The Mental Health Interpreter Service ~ health screening for women inpatients in extended

provides access to trained interpreters for clinical care and psychogeriatric wards, development of

services. health assessment protocols for women in acute
The Victorian Transcultural Psychiatry Unit ~ care, staff training in sexuality education, and

was established to improve understanding of sexuality education for clients. Psychiatric serv-

psychiatric problems experienced by different ices in other regions have also introduced sexual-

ethnic groups and to provide training and consul- ity €ducation programs for clients, and particular
tation on transcultural psychiatric issues for clini- hospitals have redesigned their acute units to

cal staff. It also provides a limited outpatient ensure greater safety for women inpatients.
service. In addition, particular clinical services are A resource and training kit is being published
undertaking service development projects to by Healthsharing Women aimed at improving the

improve the responsiveness of their services to ~ knowledge and skills of staff working with

people from non-English-speaking backgrounds. Women with psychiatric disabilities. Based on
This is particularly important in areas with signifi- consultation with clients and staff, the kit will
cant numbers of recent or newly arrived migrants Provide a valuable tool for staff training in psychi-

as well as those with more established ethnic ~ atric services and the non-government disability
communities. support sector. Disability support services in

A number of psychiatric disability support several regions have already established independ-
services actively support access from NESB ent living skills programs specifically designed for
people with psychiatric disabilities. Services women clients with one service publishing a guide
already operating include independent living skills t0 program development for use by other services.
programs, accommodation support, and informa- Housing for women with psychiatric disabili-
tion provision. ties is also receiving attention in a number of

metropolitan regions, with homeless women being



given priority. For example, a housing and
support project in the inner city has resulted in the
provision of six units for homeless women with
psychiatric disabilities together with the employ-
ment of an accommodation support worker.

The particular needs of women with depend-
ent children are being addressed through different
types of services. Two psychiatric inpatient serv-
ices and a general maternity hospital have made
special provision for the treatment of women with
postnatal disorders accompanied by their babies.
In addition, a non-government residential service
is providing short-term accommodation and
support to women with acute psychiatric problems
who have dependent children. Funding is also
provided to a family support agency to employ
staff able to assist parents with psychiatric dis-
abilities in undertaking their parental roles.



possible.
Public funding for mental health services in

Public expenditure must target the provision . L X
P g P Victoria is available from a number of sources.

of appropriate services to the seriously mentally
ill. 1t is vital that scarce public dollars should be
spent in the most efficient and effective way

Table1:FundingforMentalHealthServicesinVictoria1993-94

$ Million Per Cent of Total Current Funding

Current
Commonwealth Medical Benefits Scheme (1991-92 estimate) 51.0 15
— private psychiatric services
Commonwealth-State Disability Agreement 11.8 4
— Commonwealth and State funding
National Mental Health Reform and]Incentive Grants 4.2 1
— Commonwealth funding
Psychiatric Services Program 250.2 74
- State funding
Hospital and Charities Fund 19.5 6
— State funding
Total Current Funding 336.7 100
Capital
Works & Services funding (including Commonwealth Building Better Cities funding) 9.7 -
Total Funding 346.4 _

Figure 7: Funding Sources
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Figure 8: Estimated Per Capita Real Cost of Specialised Mental Health Services 1992-93.

Victoria already spends more on mental * Resources will be redirected from hospital-based
health services per head of population than any to community-based services wherever possible,
other Australian state or territory. Funds for the with a target that 50% of resources are to be
redevelopment of mental health services are being devoted to community-based services by 1997.
found from within the mental health budget * Resources will be re-allocated to promote more
through the introduction of more efficient work equitable access to services across different
practices and the move to modern and more geographic areas and needs-groups.
effective styles of service delivery. Funds made « Allocations will be targeted to meet the needs of
available to Victoria under the National Mental the mentally ill and not to the support of existing

Health Strategy have facilitated the early introduc- institutions and infrastructure.

tion of some of these changes, which will continuee Efficiency will be encouraged so that the avail-

over the next few years. able mental health funding will provide the
maximum quantity of high-quality services—

_ _ that is, value for money.
In allocating public resources for mental

health services, the following objectives will be To achieve these objectives, a number of
purs_ugd by_ H&CS_: _ _ strategies will be applied, including:
* Priority will be given to services for the seri- « The introduction of unit-cost standards for

ously mentally ill. services.



* Global budget allocations to regions rather than
to individual institutions.

* A redistribution of resources between regions
and services according to need.

Public hospital resourcing in Victoria is

inefficient work-practices will be phased out.
Although it is not yet possible to assess the level
of resources required to treat a particular patient, it
is possible to set a target for the average cost of
each day that a patient requires hospitalisation.
Budget savings in 1994-95 will be achieved
predominantly through application of the unit-cost
standards as well as through reforms to work

currently undergoing extensive reform through the practices.

introduction of ‘casemix’ funding. Under casemix,
a significant part of a public hospital’s funding is
determined by its weighted throughput—that is,
the number of episodes of care weighted by indi-
ces based on Diagnosis Related Groups (DRGS).
This system provides incentives for hospitals to
treat more cases and to reduce waiting lists.

The theory behind casemix is that individual
episodes of care can be divided into clinically
consistent DRGs on the basis that the total quan-
tity of resources required to treat each care epi-
sode within the group is, on average, roughly
equal. Unfortunately this is not currently possible

Average unit costs for inpatient mental health
services are higher in Victoria than in other states.
Over time, the unit cost targets for Victoria’s
services will be reduced, so that more resources
can be devoted to community-based services.

Initially there will be no unit cost standards
for community-based services, largely because an
appropriate, measurable and comparable unit of
output has not yet been defined. Although these
services record ‘contacts’ with mentally ill pa-
tients, a contact can range from a five-minute
phone call to a three-hour home visit, with consid-
erably different resource implications. Data will

in mental health services, because diagnosis is nobe collected and guidelines will be developed

a good predictor of the type or length of care a
patient will require, and thus the resources re-
quired for that patient’s care. Work is proceeding

at a national level to develop a measure equivalent

during 1994-95 to enable unit cost targets to be
established for community-based services in
1995-96.

On their own, unit cost standards for inpa-

to the DRGs used in acute hospitals, but this may tient services might lead to incentives for hospitals

take several years. Nevertheless, incentives to
achieve many of the same objectives as casemix
are being incorporated into the new funding
framework for mental health services in Victoria.
In the past, funding for mental health serv-
ices was allocated according to historical prec-
edent. Large psychiatric hospitals were allocated

to admit more patients for longer periods—this
would work against the objective of only treating
the mentally ill in hospital-based services where
necessary. Moreover, limiting the cost of inpatient
services does not ensure that those services are
equitably distributed according to need. Accord-
ingly, an overall funding framework, which incor-

the same resources they received in former years porates the unit-cost standards but provides a

without critical analysis of efficiency or appropri-
ateness. From 1994-95, funding for inpatient

more equitable statewide distribution with appro-
priate incentives, is being adopted.

services will be managed within a unit cost stand-
ard for occupied-bed-days in each type of service.
These standard unit costs have been developed
through the analysis of expenditure and outputs of
existing services and on the assumption that



One way to allocate resources more equitably isto  There is a considerable body of evidence to
use standard ratios of service levels to popula-  suggest that an area’s population, socioeconomic
tion—for instance, 15 acute inpatient beds per  profile and population structure (in terms of age,
100,000 population as used in some other states. marital status and gender) are good estimators of
Using the unit cost standards for each bed day, anthat area’s need for and utilisation of mental
overall budget allocation could be generated for health services. Measures of these factors will be
each region. However this ‘planning norms’ used from 1994-95 to establish regional ‘shares’
approach does not recognise the varying needs foof the mental health budget, which will act as a
some service types depending on the availability target for resource distribution over the next few
and effectiveness of other services types. For years. Shifts in resources between regions to
example, experience has shown that effective CATmatch these new targets will be phased in over a
services reduce the need for acute inpatient beds.number of years.
This approach also fails to recognise that mental Under this approach, global budget alloca-
health services must be planned within a fixed  tions for mental health services will be made to
overall budget. For these reasons, the ‘planning regions to enable flexibility within regions and an
norms’ approach will not be pursued in Victoria.  effective capacity for regional and area-based
planning. Regional directors and psychiatric

Figure 9: Location of 1992—-93 Expenditure by Region in Victoria on Per Capita Basis



services managers will determine the most appro- services, but private psychiatrists have more
priate mix and structure of services in each area, difficulty in accessing these support services.
after considering the distribution of population  People with serious mental illness can be unre-
and demand for services. Services will either be  sponsive to treatment resulting in a need for
‘purchased’ from a hospital or a non-government  support from other mental health and allied
organisation, or where this is not possible, pro- health staff, but this support is less likely to be
vided directly by H&CS. To enable the necessary available in the private sector.

changes to staffing and infrastructure, purchaser < There is a lack of financial incentives for private

regions will need to give an agreed period of psychiatrists to take on more difficult and com-
notice before shifting resources between different plicated cases.
regions. * There is relatively higher remuneration for

The average cost of inpatient services will be private psychiatrists over (typically) salaried
restricted to a unit cost standard. As community-  public sector psychiatrists.
based services become better established and

more effective, there will be less need for rela- The Commonwealth Medical Benefits

tively expensive inpatient services, and as inpa- Scheme (CMBS) provides significant funds for
tient services become more efficient, less re- mental health services, with estimated rebates for
sources will be required in inpatient settings. consultant psychiatrist services in Victoria in

Redistribution of resources from the high cost 1991-92 totalling approximately $51 million. The
services will permit expansion of the range and CMBS essentially provides a time-based rebate
quantity of community-based mental health serv- rather than a rebate related to the complexity of
ices, and consequently increase the overall the service offered. Accordingly, although treating
number of people who can be treated. The ap-  the seriously mentally ill is much more difficult
proach provides appropriate incentives for effi-  and complicated, the financial rewards from the
ciency and best use of inpatient services so that CMBS are no higher. This can provide a disincen-
the total number of services delivered can thus betive to work with more seriously ill patients.
increased. While the CMBS appears to over-reward
private psychiatry provided by specialists, it also
appears to discourage care for psychiatric patients
Despite a lack of agreement upon the defini- py general practitioners, who do not have access
tion of serious mental illness, a recent study to time-based payments. Severe distortions are

revealed that approximately one-third of the  hence imparted to the allocation of clinical effort
clients seen by private psychiatrists have a seriousyy distortions within the CMBS.

mental illness compared with two-thirds of those It is somewhat incongruous that the signifi-

seen by public psychiatrists. There are however, cant level of funds which flow into Victoria from
continued problems in the recruitment and reten- the medical benefits scheme are not more directly
tion of adequate numbers of psyChiatl’iStS in the targeted towards pe0p|e with serious mental
public system and so greater incentives must be jjiness at a time when the difficulties in providing

found for private psychiatrists to treat the seri-  services to that group are under such scrutiny in
ously mentally ill. They must include recognition  each state. Victoria is involved in a national work-
that: ing party which is providing advice on ways in

* People with serious mental illness often require \which these barriers might be overcome and will
both psychiatric treatment and disability support continue to raise these matters with the



Commonwealth Government who carry the
responsibility for the CMBS.

H&CS is also examining options for shared
care arrangements with private practitioners so
that people with serious mental iliness can better
access the range of resources available in the
private sector.



The quality of provision of mental health
services is directly influenced by the clinical staff
providing treatment, rehabilitation and support.
Staff are required from different professional
backgrounds and the service system will continue
to utilise a multidisciplinary approach to mental
health services. Clinical leadership will continue
to be important as the service system becomes

more focused around community settings. Particu-

lar attention must be given by managers to ensure
that staff are able to work cooperatively and
effectively with other professionals in other serv-
ice areas and in the private sector as this will
become increasingly important in the future. In
addition, managers must ensure that appropriate
arrangements for clinical supervision are in place
and that lines of clinical accountability and deci-
sion making are clear and explicit in all settings.

Psychiatric care in community-based serv-

ices, and some hospitals, is now delivered through

the combined expertise of multidisciplinary teams
that include nurses, psychiatrists, psychologists,
and social workers, among others. This
multidisciplinary approach supports the provision
of comprehensive care. High levels of psychiatric
disability amongst clients typically call for the
establishment of a long-term relationship, treat-
ment and a management plan for clients of the
service.

As with a hospital-based service, a commu-
nity-based service must provide appropriate
medical and psychiatric services. There has been
some confusion on this point in some of the more
ideological driven elements of community mental
health services. The responsibility for clinical
standards in such a service must lie with a consult
ant psychiatrist who is fully trained and qualified
to provide appropriate supervision and oversight
with respect to the assessment, diagnosis, treat-

ment planning and clinical services.

The psychiatrist’s most significant role is
clinical leadership. Such leadership is increasingly
important given increased emphasis on account-
ability for the performance of mental health
services. Supervision of other professionals in
clinical matters is an important element of the role
of the psychiatrist within both hospital and com-
munity-based services.

The Mental Health Act gives certain author-
ity and responsibilities to psychiatrists with regard
to the performance of their duties that no other
professional group bears. Section 12(5)(b) of the
Act provides the overall statutory responsibility
and authority for the care of patients admitted
under the Act. Such responsibilities include the
ability to:

* detain, assess and review the need for involun-
tary hospitalisation;

* carry out the 24-hour examination;

* place persons on community treatment orders;

* consent to psychiatric and non-psychiatric

treatment;

grant leave and discharge persons under the Act;

give authority to their transfer and accept trans-

fers from other services;

* give reports to courts under the Sentencing Act;
and produce the certificate of psychiatrists with
regard to that Act.

As well, psychiatrists are qualified, on ap-
pointment, to sit on the Mental Health Review
Board. Along with other more junior medical
staff, they are responsible for:

* the prescription of medication;

* the recommendation of persons for involuntary
hospitalisation;

» the ability to admit or refuse to admit persons
presenting for voluntary admission;

» the production of doctor’s certificates;

* giving intravenous medication;
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» administering ECT; and

» directing non-medical staff in the medical man-
agement of their patients.

They perform a critical clinical role in mental

health service delivery.

The role of psychiatrists will continue to
remain central to treatment and clinical service
delivery in the future although the emphasis will
shift to one appropriate for a community-led
service rather than one based on inpatient serv-

ices. Psychiatrists who can provide strong clinical

leadership in community settings and in fact
champion a community-led service system, will

H&CS has commenced a review of the issues
impacting on recruitment and retention of public
psychiatrists in Victoria. The review will:

* identify the trends and factors affecting recruit-
ment and retention of psychiatrists in the public
sector;

* explore the options which may resolve the
problem; and

* make recommendations on viable strategies for
change.

This review will also explore the viability of:
* extending sessional employment of private
psychiatrists in public psychiatric services;

quickly become Victoria’s professional psychiatric « contracting services out to private psychiatrists

leaders.

One of the issues which faces Victoria, along

with other public mental health services in Aus-

tralia, is that of maintaining adequate numbers of

trained psychiatrists in the service. Despite the
considerable numbers of psychiatrists who are
trained in this State, there remains a continuing

operating from public facilities;

* contracting all or some psychiatrist services
through public hospitals; and

* encouraging public sector psychiatrists to take
up a percentage of private practice.

Public mental health services must find ways
of working cooperatively with professionals in

need to recruit from overseas to maintain adequat®rivate practice. General practitioners provide

levels of service, particularly in rural areas. Sig-
nificant factors contributing to this problem in-
clude:

services to a great many people who are mentally
ill and this treatment would be far more effective
with back-up from specialist mental health serv-

« the ease with which psychiatrists can move into ices. While the role of GPs is clearly recognised in
private practice once their training is completed; the National Mental Health Policy, little work has

* the functioning of the Commonwealth Medical
Benefits Scheme (CMBS) which can easily
ensure a relatively high income to the private
psychiatrist;

yet been done to examine systematic ways of
providing specialist back-up to GPs. Four new
projects are being established in Victoria to ex-
plore the practical ways that effective shared-care

« the perceived attractiveness of the autonomous Working arrangements can be organised in both

working conditions of private practice to those
of psychiatrists who continue to work in the
public sector; and

metropolitan and rural locations. Provisions in the
Commonwealth Medical Benefits Scheme which
place barriers in the way of this style of working

« the less complex and less demanding characterigvill be examined. Close liaison is being estab-
tics of many private clients who are less likely to lished with the Australian and New Zealand

suffer from a serious mental illness.

College of General Practitioners on this and
related issues.



While clinical leadership is the responsibility
of the psychiatrist, other roles critical to the care
and management of both inpatient and commu-
nity-based clients are assumed by nursing and a
range of allied health staff. Each service compo-
nent will determine the appropriate mix of these
staff to ensure the highest quality outcomes.

In community settings, nursing and allied
health staff will have a lead role in the provision
of case management. Individual professionals
will, at the same time, offer specific expertise
relevant to their discipline.

The major factor in the success of interdisci-
plinary teams is the appropriate application of the
collective skills and knowledge of a range of
disciplines to create the best outcomes for clients.

There has been little systematic training
provided to the department’s mental health staff in
relation to working within particular service
settings. There has been a reliance on individual
service units developing their own practices and
procedures which has meant that staff roles and
approaches are quite different across like services.
Diversity has real value when it allows compari-
sons against benchmarks, and diffusion of innova-
tions or superior standards. Unfortunately, the past
framework allowed poor quality local practice
standards in some state psychiatric hospitals to
become entrenched only to be uncovered when a
public disaster occurred. In future local innovation
will be encouraged, but within a framework which
guarantees acceptable basic standards of practice.
Greater consistency in service delivery will be
assisted through the development of statewide
guidelines for the delivery of particular services
and the provision of regular training opportunities
for staff. In this way, there will be greater consist-
ency in the skills staff develop and, therefore, in
the way they provide services.



This framework seeks to clarify many of the
issues that have recently limited the further devel-
opment of mental health services in Victoria. o _ _
Many promising activities and redevelopment ~ New or expanded crisis services will be put
projects have been unable to progress without N place in Victoria prior to June _1994 in the areas
certainty about the type of services sought for this Where the current crisis teams either do not yet

State. This period of waiting was unavoidable but €XiSt, or are unable to respond to the full demand.
i Coverage will be provided throughout the whole
IS now over. g

This document will provide the contextin  ©f metropolitan Melbourne and for all major
which future service redevelopment will occur ~ POpulation centres in country Victoria. Most
over the next five years and will allow realistic ~ Victorians, except those in sparsely populated

time frames for change to be developed. These Fural areas, will then have access to community-
will, of course, be linked to the availability of based crisis response services. This will produce

funds for service redevelopment. better quality services for clients at a reduced cost
The following initiatives, which will be and will further reduce the demand for inpatient

commenced in 1994, will fundamentally take the Care in hospitals.

service system a major step forward. They provide _ 1his initiative is based on the benchmark
for a dramatic increase in community-based crisis services already operating in some parts of

services, as well as a significant redevelopment Melbourne and in rural locations such as
and relocation of services from stand alone psy- Traralgon and Ballarat.
chiatric hospitals.

Figure 10: Trends in Inpatient Services
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A total of 80 new treatment staff at an annual
cost of $4.1 million will be appointed to new and
expanded services throughout metropolitan Mel-
bourne and in major rural centres. Included in this The needs of homeless people who suffer
initiative are new services in the areas of Knox, ~rom a mental iliness are well recognised. For
Sherbrooke, Upper Yarra, the Mornington Penin- SOMe time a specialised psychiatric team has
sula (Frankston, Mornington, Hastings, Flinders), OPérated out of the Inner North Community
and selected areas in the Western metropolitan ~ Mental Health Service in Carlton providing an
region. The inner Melbourne services focusing on Outréach service to homeless persons in the North
Fitzroy, Carlton, Collingwood, Richmond, Kew, ~ Melbourne, Flemington and Kensington munici-
Camberwell and Hawthorn will be substantially ~ Palities. Based on the proven success of this
extended. New country services will be estab- ~ S€rvice it will now be expanded to cover the St.
lished in Mildura and Shepparton and its environs.Kilda and Collingwood, Fitzroy, Richmond locali-

The service in the central sector of Gippsland will [1€S where there are also known to be concentra-
be expanded. tions of homeless people. This initiative will result

in @ major improvement in service provision to
this particularly disadvantaged group of Victori-
ans.

The new services will be staffed at an annual

Mobile treatment services already play a
y play cost of $0.3 million.

significant role in providing intensive treatment
and support to those with chronic mental iliness.
These teams focus on prevention as well as treat-

ment, working intensively with a small number of _ ) )
clients at risk of readmission due to recurrent Community care units provide a supported

crises and continuing disability. The teams also ~ 'ésidential service with clinical support and reha-
provide a range of social and vocational rehabili- Pilitation services. They provide a community
tation services in the client's own environment.  alternative for the long-term rehabilitation wards
These services operate on an extended hours bas|8 PSychiatric hospitals offering new opportunities
and work to prevent treatment breakdown and for clients who need that level of service. Built as
possible readmission to hospital. The support they20 bed units, these are based on like services
provide will help eliminate the ‘revolving door which are successfully operating in Canterbury
syndrome’ which has seen some clients constantly2"d Geelong. Funded from the Building Better

readmitted to hospital because of the absence of Cities Program and the State’s Capital Works
treatment and support in their community. Budget, new units will be established in St Kilda,

Four new services are proposed in both Ringwood, Brunswick and St Albans. These are at
metropolitan and rural areas including eastern ~ Various stages of design and construction and are
metropolitan Melbourne and the Barwon, Hume ~€XPected to become operational in the period

and Loddon Mallee Regions at an annual cost of 1994-1995.

$0.7 million to provide an additional 17.5 mobile Initially many of these units will provide
treatment staff. alternative services for clients who are currently

long-term patients in the large psychiatric hospi-
tals but will increasingly be available for new
clients from the community. The



average construction cost per unit is $1.2
million and they operate at an annual cost of
approximately $1.3 million.

The relocation of acute inpatient units out of
stand-alone psychiatric hospital settings into
general hospital settings is a key strategy of the
National Mental Health Policy. A new 25 bed
service located in the Box Hill Hospital will
commence this year to replace part of the service
currently provided through the North Eastern
Metropolitan Psychiatric Service at Bundoora.
The new service will operate from a modern
facility in the locality that it will serve at an an-
nual cost of approximately $2.5 million.

Planning and specification will continue in
1994 for the rebuilding and relocation of other
services from the North Eastern Metropolitan
Psychiatric Service’s site. Further new inpatient

of support and integration of GP services into the
community mental health network. Close liaison
will be maintained with the Australian and New
Zealand College of General Practitioners on this
and related issues.

The addition of new staff to the Grampians
Region Community Child and Adolescent Psychi-
atric Service will enable the region to implement
an integrated case management approach to serv-
ice provision. Access to community-based treat-
ment and support for geographically isolated
young people will be improved through the link-
ing of a range of specialist services. Emphasis will
be given to early intervention and support for the
client and the family. This initiative will cost
$171,000.

The need to explore new ways of delivering
psychiatric services to adolescents has prompted

services to replace those in other country psychiatthe need for the development of innovative
ric hospitals is also being planned. Construction is projects in this field. These will focus on young

expected to proceed throughout 1995-1996.

General practitioners are important providers

of services to persons with mental illness however

they have often operated without support from
specialist community mental health services.
Significant benefits will accrue from a better
supported and more expert GP population. An
increased number of mentally ill persons will
receive treatment and support from their GP with

people who are displaying symptoms of mental
illness, complicated by factors associated either
with social and/or economic disadvantage or other
forms of illness. These projects have a full-year
cost of approximately $250,000.

Services for adult forensic clients will be
completely redeveloped and strengthened through
the construction of a purpose-built security hospi-
tal in metropolitan Melbourne. This will allow

back-up from the specialist mental health services,consolidation of these specialist services on one

who will be able to focus on more intensive work
with those who might otherwise be at risk of
hospitalisation.

Four new projects, at a cost of $0.4 million,
are being established in three metropolitan and

site and will result in major service improvements
and an expanded service
capacity.

one rural location and are designed to examine the

most effective and efficient way to raise the level



The new facility will offer enhanced commu-
nity protection through more effective physical
security and control as well as the provision of
modern forensic treatment and rehabilitation
programs. While the facility will predominantly
cater for mentally ill offenders, it will also have
capacity for the small number of intellectually
disabled offenders who require a high security
environment.

The initiatives listed above will lead to a
significant improvement in the mental health
service system for Victoria. While the merits of
community-based services have long been demon-
strated both nationally and internationally, this
represents the first time that a systematic and
uniform approach has been taken to ensuring that
the necessary services are available, integrated
and linked in all parts of the State. This is the way
that further service planning will take place.

Taking the framework described in this

d- document, regions will now commence the task of

ing 32 hostel beds, 55 acute hospital beds and planning a service system which aims for self-

additional nursing home beds across the State. Th%ufficiency In their locality. For the first time, they
hostel, at Jacana, will open in 1994-95 while the will know their share of the State’s mental health

remaining beds will be commissioned in 1995-96. budget and will be able to plan services WhiCh wil
The first of the nursing home/acute unit develop- get the best value from those funds. Victorians can

ments will be commissioned at Caulfield Hospital be confident that funds will be equitably distrib-
in 1995-96. uted across the State so that no one area gets

services at the expense of others. The focus of
expenditure of funds on institutions rather than

Under the Building Better Cities Program,
Victoria will commission new services for aged
persons who have a serious mental illness inclu

The provision of two new staff to the
Gippsland Region will allow a new approach to _ )
providing specialist service support to carers and clients will cease. . :
generic nursing homes who have aged persons Th? typlcal p""‘”f"”g stages wil be:_
with a mental illness. This approach is expected to® Identification of regional factors_ that will led to
improve the accessibility of these services to dema”‘?' for mental h_e?"h services such as
mentally ill persons and ensure the continuity of popu_lgtlop characteristics. . .
linkages between consumers, carers, family and Identification of current services and their cur-

the community. This new support team will oper- rent g(_eog_raphlcal coverage. L
ate at an annual cost of $96.000. « |dentification of gaps in service provision in

each of the program areas against the framework
in this document.
« |dentification of funds required for desired mix

The first pilot of teleconferencing in psychi- of service elements.

atric service provision in Victoria will be estab-
lished during 1994. This treatment mode uses
video-conference technology and will increase
access of more isolated, rural communities to
specialist mental health services. The project will
cost $85,000 and will link Swan Hill in northern
Victoria to Bendigo.



« Examination of costs of existing services and
identification of potential to redeploy existing
funds into new services.

« |dentification of priorities for regional service
redevelopment.

* Review of the mental health legislative frame-
work. This will take place in late 1994 following
national work on the development of common
legislative provisions for all states and territories
which is due to be completed in August 1994.

» Development and implementation of minimal

Each region will establish service planning
and coordination groups involving representation
from major service providers in their region such

standards for service delivery and consistent
measures of service performance and client
outcomes. This will build upon national projects.

as hospitals and non-government agencies, cliente Continued investigation of possible funding
and carers as well as those with whom the mental mechanisms for mental health services with a
health services share responsibility for client care particular emphasis on the application of funds
such as disability, child welfare and drug and for individual client needs.
alcohol services. Consultation with these groups ¢ Improvement of targets and configuration of
will help ensure that funds are distributed in the child and adolescent mental health services.
most effective way and that the best mix of serv-  Development of service capacity and expertise
ices is provided within that locality. Regional for people with severe personality disorders.
plans will provide the base for further service » Extension of the skill, support and coordination
redevelopment across the State. Plans should be of primary care services. This will build on the
completed by December 1994. psychiatric shared care projects commencing in
1994 and spread across the State.
 Extension of teleconferencing technology to link
services with rural and remote areas, with par-
tinue to occur with the following directions being  ticular emphasis on child and adolescent serv-
pursued over the next three to five years. In the ices.

context of this framework for service deIivery, the . Systematic development of secure extended care
Psychiatric Services Division has identified a service capacity in all regions.

range of gaps in the service system. The followinge Development and implementation of community

priorities have been identified to address these. education activities in Victoria to improve the

* Accelerate the co-location of acute units with perception and understanding of people with
general acute hospital services. This will be mental illness and their services. This will build
achieved initially in areas where service provi-  upon planned national initiatives in this area.
sion will be most enhanced through this type of « Review and expansion of professional education
redevelopment. and training opportunities in Victoria. Staff skill

* Building mobile support and treatment services  |evels are important and new methods of updat-
up to an optimal level across the entire state. ing knowledge and skill must be formed. This
Along with recent developments in community  will build upon the State’s considerable invest-

based services (for example expansion of CAT  ment in academic positions and specialist serv-
services), these will form the core of commu- ices.

nity-based service provision.

* Relocation of services out of segregated psychi-
atric hospitals into new services in local commu-
nities that they serve.

Service change and development must con-



* In conjunction with the Mental Health Research
Institute, enhance the level of research under-
taken in mental health in Victoria including that
undertaken by universities and the major teach-
ing hospitals. Options to be explored include the
development of a state agenda for research (both
applied and pure), encouragement of greater
national funding and improving the coordination
and targeting of research undertaken through
state funded academic positions.

This framework provides the context for
further service redevelopment for the next three to
five years. The level of change that can be sup-
ported will always be dependent upon the level of
funds available however much can be done by
effective use of the current allocation. Commenc-
ing with the development of regional service
plans, it will now be possible for firm plans and
timelines to be defined and for targeted change to
proceed.
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