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COW SSI ONER NEAVE: Just before we begin, as | said when the

Commi ssi on was opened the Inquiries Act permts the powers
of the Royal Comm ssion to be exercised by one or nore
Commi ssi oners separately. Today two Conm ssioners are
present at this hearing as Deputy Conm ssioner Faul kner
could not be present.

| should also just rem nd any press who are
present that a Restricted Publication O der has been nade
prohi biting the publication of any material which woul d
enable the identification of the lay witness. Her
pseudonymw || be "Melissa Brown", and that's the
pseudonymthat will be used throughout the hearing. But
any identifying material cannot be published.

Al so, just for the sake of anyone who is watching
the live streamng, there will be no |ive stream ng of

that portion of the evidence. Thank you, Ms Davi dson.

M5 DAVI DSON: Thank you, Conmi ssioners. W outlined in our

opening on the first day of the hearings sone of the
i ssues that arise both for victins and for perpetrators
experiencing nental health issues. That's what we are
intending to explore with the w tnesses today.

The first witness will be Professor Patrick
McCGorry. After that we will hear froma lay witness, a
wonan who is a victimof famly violence, and we will hear
about her experiences of services as a woman who has a
disability and al so has experienced sone nental health
i Ssues.

We will then break briefly before we convene with
a panel of four expert w tnesses: Dr Mark Oakl ey Browne,
who is the Chief Psychiatrist; Professor Jayashri

Kul karni, who is a Professor of Psychiatry at Mnash
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Al fred Psychiatry Research Centre; and Dr Angelina Sabin
Fer nbacher, who is a wonen's nental health consultant and
a project manager - she's at the Northern Area Ment al
Heal th Service; and M Drew Bi shop, who is a senior social
worker with the North West Area Mental Health Servi ce.
It's intended that that panel will probably go

wel | beyond the norning and well into the afternoon
session. M Mshinsky will |ead the evidence of Patrick
McCGorry first.

MR MOSHI NSKY: Professor McGorry is in the witness box. |If he
coul d pl ease be sworn.

<PATRI CK DENNI STOUN McGORRY, sworn and exam ned:

MR MOSHI NSKY: Professor McGorry, could you please outline what
your current positions are?

PROFESSOR McGORRY: |'m Executive Director of Orygen, the
National Centre for Excellence in Youth Mental Health, and
Prof essor of Youth Mental Health at the University of
Mel bourne. Those are ny substantive positions.

MR MOSHI NSKY: | note that you have prepared a w tness
statenent. Are the contents of your w tness statenent
true and correct?

PROFESSOR McGORRY:  Yes, they are.

MR MOSHI NSKY: In your w tness statenent, which will becone
avail abl e, you' ve set out your background and
qualifications, and attached your CV. | won't go into
that detail now Could | ask you to start by indicating
what your main area of practice is in terns of nental
heal t h?

PROFESSOR McGORRY: For the last 25 years | have focused

originally on nore serious forns of nmental illness in
young people - psychotic illnesses, schizophrenia and so
.DTI: MB/ TB 22/07/15 1086 P. McGORRY XN
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on. But over the |ast probably 15 years that has
broadened out into the full range of nental illnesses and
mental ill-health in young people. Qbviously, in the age
group that we work with, the adol escents and young adults,
the famly issues are front and centre, really, with al

of these patients that we see. So | would say early
intervention and youth nental health is ny main area of

wor k.

MR MOSHI NSKY: Wbul d you be able to explain to the Comm ssion

the period of adol escence and young adul t hood, and what
are sonme of the nental health issues that can arise during

this period?

PROFESSOR McGORRY: The transitional period between chil dhood

and adul thood is obviously a critical period in the
lifespan, and it's changed quite a | ot probably over the
| ast century but especially over the | ast few decades and
becone a nmuch nore conpl ex and extended period of
transition. It is also the period, probably not
coincidentally, when all the major forns of nental
ill-health tend to appear and becone entrenched if that's
what's goi ng to happen.

So all the major adult fornms of mental health
appear from puberty through to the md-20s, in sone cases
buil ding on nmental ill-health and nental health probl ens
t hat have occurred in childhood. So obviously it is not a
great preparation for adol escence if you have already
devel oped nental health problens in childhood and often as
a result of the sorts of things that this Conmm ssion is
focusing on as risk factors.

But there is definitely a significant increase in

i nci dence and preval ence begi nning around the early teens
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and peaking in the early 20s. Wat we see is the mgjor
adult disorders - depression, the nood disorders, the
psychoses, the personality and substance use disorders,
and eating disorders - all of the major potentially
persistent illnesses or conbinations thereof that we see
in adult psychiatry wll have appeared in 75 per cent of
cases by the age of 25.

Qobviously there are other - there's a smaller
group that develop later in life, but | think that's a big
di fference between physical health, patterns of
presentati on and what we see in the nmental health field.
That's why sonme of the other things | have said in the
subm ssion - why we have put so much effort into building
or trying to build a new system of care to address that,

whi ch was not in place previously.

MR MOSHI NSKY: In terns of how our health system has

traditionally conpartnentalised different nental health
i ssues, how has it historically been done and how are we

nmoving to do it now?

PROFESSOR McGORRY: As probably everyone woul d appreci at e,

mental health is probably 20 or 30 years behind the rest
of the health systemin its evolution. It is only

30 years ago that we had a 19th century nodel of asyl uns.
There has been a half-hearted attenpt to replace that. W
are probably, as | have said in here, slipping backwards
even in that task at the nonent.

The nodel that we tried to inplenent 20 years ago
with the reforns was based on the general health system
W tried to inplenent a paediatric adult nodel of care
whi ch was focused on children and adol escents as one

group, and that has been a sort of new specialty, really,
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in psychiatry. It's only in the last few decades that's
even appeared. In nost countries in the world it is
al nrost non-exi stent.

So the paediatric focus is a very small one.
Then we have the adult one, which has really grown out of
the old nmental hospital system and been inported into the
general health system That's focused particularly on
m ddl e-aged adults. So the young people that we focus on
now in our work m ssed out in both respects because they
had a weak paediatrically orientated system focused
particularly on younger children, and then the adult
systemwasn't particularly interested in the adol escents
and the young adults as they were devel oping the probl ens.
They had to really mani fest severe and persistent problens
before they really got secure access to any type of care.
So there was a huge hole in the mddle, and health
pl anners have only just started to address that in the

| ast 10 years or so, and it's still very early days.

MR MOSHI NSKY: So is this an accurate sumary, that

historically when the health systens | ooked at nental
health there's been a focus on children on the one hand
and then adults over 18 on the other, but there hasn't

been a focus on the puberty through to m d-20s age group?

PROFESSOR McGORRY:  Yes. | think that's true. There are lots

of other failures in the nental health systemas well, and
probably the nore macro perspective on it is that it
really was a very pessimstic 19th century sort of node
until even the |ast couple of decades, and there's been
sort of a poorly inplenmented attenpt to try to build a
nodern system fromthat base, or rejecting that base and

trying to build a nodern health system- a nental health

.DTI: MB/ TB 22/07/ 15 1089 P. McGORRY XN

Royal

Conmi ssi on BY MR MOSHI NSKY



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

systemw thin the mainstream nental health system But
it's struggling, it's really struggling very seriously,
and hasn't gone anywhere near to address the | evel of need
that's there.

There is still a huge m smatch bet ween
investnents in nmental health care and what we see in the
maj or physical illnesses |ike cancer, cardiovascul ar
di seases and so on. There is probably a very good quality
and access in those areas, but very poor and patchy

quality in nmental health.

MR MOSHI NSKY: | might conme back to sonme of those issues in a

moment. Just before | do, just in ternms of the nental
health i ssues that arise for adol escents and young adul ts,
what are sone of the main issues that arise for that

group?

PROFESSOR McGORRY: What we see typically, and we see in the

Headspace setting, which is a primary care nodel, we see
the very early stages of this now W see young people
comng in, sone of them probably about a third of them
woul d have had significant nental health problens in
chi | dhood, and then we see an evolution of that as they
hit the early adol escent period. But there's a very big
group of young people who have actually been pretty nuch
okay in primary school and then they start to run into
probl ens as they get into adol escence.

In the young wonen probably the nost comon
presentation is anxiety, foll owed by depression, maybe in
a subset of cases self-harmconplicates that. 1In the
young men, probably - you do see npbod di sorders that are a
little bit nore concealed in the young nmen, and behavi our

and drug and al cohol problens seemto be the way that
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young men cope with these sorts of problens as well.

So that's the mix. It's a mxture of anxiety,
depressi on, substance m suse and then effects on
personality, which | think is unfortunate because it's
seen then as a character problemrather than a person
trying to find their way in the world, a young person
trying to find their identity and their way in the world,
and it gets labelled as a personality disorder when
actually it's just an attenpt to cope with the onset of
poor nental health, a very conplex environnent and a | ot
of stress that they experience.

So responding to that in a nuch nore personal way
at the right time is what we are trying to do in these
settings. O course then the other group of disorders
that we see, particularly wearing ny Orygen hat, in the
nore specialist side of the nental health system we see
the nore serious fornms of psychosis, schizophrenia and
rel ated psychoses, severe nood disorders, bipolar. W see
the nore serious eating disorders, anorexia, equally
serious to the psychotic illnesses, and are al
conplicated with substance m suse and the sane sort of
personality issues as well.

So the diagnoses, they are kind of shorthand for
sonme very conplex situations where you see m xtures of

different syndrones as well.

MR MOSHI NSKY:  General |y speaki ng, when one is tal king about

adol escents and young adults, are there differences
between nmales and fenmales in the types of nental health

i ssues that arise?

PROFESSOR McGORRY: Yes. | think - these are generalisations,
and |I'msure Professor Kulkarni will be tal king about this
.DTI: MB/ TB 22/07/15 1091 P. McGORRY XN
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| ater, but there are differences. The presentations in
the mal es and females are sonewhat different. But it's
the sanme m x of syndrones, really, and, as | say,

soneti nes the nmood disorders in the young nen are

di sgui sed by and msinterpreted as behavi oural problens or
character problens, whereas in fact quite often they are
covering up quite a significant nood and anxi ety probl em

under neat h.

MR MOSHI NSKY: You referred to intervening at the right tine.

Can you explain the concept of early intervention and what

t hat nmeans?

PROFESSOR McGORRY: Early intervention is obviously a key

principle in health care, early diagnosis. As |long as you
have sonmething to offer in terns of treatnment, then the
logic follows fromthat that you should try to treat the
probl em as soon as it appears. That's obviously well
accepted in areas |ike cancer, cardiovascul ar nedi cine,
di abetes - every other area of health care, early
intervention is conpletely not controversial. |It's just a
practical problemabout howto do it and howto do it in a
safe way so that you don't overtreat people but you
actually treat people at the right time with the right
sort of treatnent.

In psychiatry, because of the incredible
pessim smthat was associated with it until very recently,
that idea struggled to really gain any ground, even though
there were clearly effective treatnents and a review in
The Lancet a couple of years ago neasured the
ef fectiveness of nmental health treatnents agai nst physi cal
health treatnments and found themto be just as good in an

evi dence based sense.
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But, despite that reality, there's been this idea
in nmental health that we can't really change the course of
these ill nesses and the onus of proof has been much
hi gher, | think, to convince people about the val ue of
early intervention

But it's been a real growth point in nental
health research in the last 20 years to actually be able
to show that this is actually the case, that you can
intervene early, even in the nost severe forns of
psychiatric illness |ike schizophrenia, and change the
early course of these illnesses by tinely and careful
multi-disciplinary treatnments. So | think it's an area
that's gained a | ot of support and ground, and it has its
detractors as well. But it's sonething that's really an
essential principle of nodern nental health care that we
have to build on and extend it across the diagnhostic
spectrum

| suppose what we have to do to make that
possible is to nake access to care possible in the early
stages of these problens. That obviously involves a whole
series of investnents and then eval uations of these sorts
of approaches, and al so the devel opnent of new and safer
treatments.

So it's really the hope of better outcones and
al so | suppose seeing nental health as an investnent in
the health care rather than a cost because of what | said
earlier, the timng and the life cycle of the onset of
t hese mental health problens nmeans that, if the person
does not get better and they develop a chronic illness or
a persistent illness and they end up on the disability

support pension or in prison, perhaps, increasingly,
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that's a huge cost to society. So if we can actually nore
effectively treat people because of intervening earlier
and nore consistently then this is an investnment that wl|
reap nmgjor rewards in terns of econom c savings.

That's not the case wth nost health conditions.
Most of the non-communi cabl e di seases are in ol der peopl e,
wi th nuch less of their working |ives ahead of them if
any. So investnments in the nore nedical non-communi cabl e
di seases are nuch nore truly a cost to the health system
than investnents in nmental health care. So early
intervention is actually an incredibly powerful and
inmportant thing for us to be developing, and it
necessarily nmeans not a total but a predom nant focus on

this age group.

MR MOSHI NSKY: | would like nowto turn to issues of famly

vi ol ence and particularly with the adol escent and young
adult age bracket. Through the course of the comrmunity
consul tations the Comm ssion has heard a nunber of people
tal ki ng about a nunber of cases where adol escents or young
adults may engage in violent behaviour sonetines to other
famly nenbers, be they parents or siblings or others.

Are you able to comment from your perspective of how well
the systemas a whole is handling those types of

situations?

PROFESSOR McGORRY: That's obviously a key side of - one side

of the coin that we see in clinical practice, the fact
that - and | would say it would be nore common in nal es
than females, fam |y violence perpetrated by adol escents
and young adults. That is naturally often seen as a
crimnal justice issue quite often.

But of the young people that we see conmng into
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our service, particularly with the nore serious fornms of
illness, a significant percentage of them would have been
i nvol ved i n aggressive or violent behaviour during the
peri od when they were untreated. | m ght nake an asi de.
This mght be a bit of a controversial one, but sone very
i nportant research was done in Sydney in recent years by
Mat t hew Large and O af Ni el son, and they | ooked at
hom ci des carried out by or conmtted by psychotic
patients, and 60 per cent of these hom cides were
commtted by people who had never previously been exposed
to any formof nental health treatnent.

So the period of untreated illness prior to the
first psychotic episode is an incredibly risky period, not
just for hom cides, obviously, but for a whole range of
aggressive or violent behaviour, particularly in nmales.
It's a manifestation of untreated illness rather than
primarily a justice issue, because if these people are
treated then that risk of aggression and viol ence recedes
very, very dranmatically.

So that's the nore extrene end of the - but, nore
w del y, aggression, the whole maturation of the individual
and even of the brain, the brain devel opnment during this
period is obviously continuing and the frontal | obes
are - the prefrontal |obes are the part of the brain that
is developing. So inpulse control and the ability to
control enotions is not fully matured during this period.
So that's why you see nore of it in the under 25s than
perhaps in the over 25s. So it's a conplex sort of

si tuati on.

MR MOSHI NSKY: |If in some of these cases where you have an

adol escent or young person using violence, if there were
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mental health issues, how well is our systemidentifying

those or finding the person the right supports?

PROFESSOR McGORRY: | think it's extrenely difficult because

what shoul d happen in those situations is what sort of
used to happen nore conmmonly naybe 15 years ago when CAT
teans and - we have a teamat Orygen called the Youth
Access Team But their job was to go to honme situations
and deal with these - nmake an assessnment and actually try
to work out whether there was a nental health problem and,
if so, intervene and even treat the person in the hone
environnent. That was an optinmal way to work, and that
was the goal of nmental health services at that tine.

But the failure to resource that and actually the
reduction in resources for those activities and the
retreat of those types of services back into energency
departnments has been a really awful devel opnent and
preventing them being dealt with in a nuch nore
appropri ate way.

Now, if there were issues of risk involved, in
t hose days the police would often cone with the CAT team
or wwth the YAT team and that was a good way of handling
it, the police in the background and the nental health
professionals in the foreground. Now it's the exact
opposite. It is alnost inpossible to get nmental health
professionals to go to those sort of situations and to
work in that way.

There's a kind of a reverse situation called
PACER, which the police have set up and brought nenta
heal th professionals with themto these sort of
situations, which is exactly the wong way around to be

doing it. Police often are necessary, but the way the
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police are involved is a very - it has to be a very
sophi sticated and skilled thing to nake it work. That
was - that is a much nore optimal way to do it. | think
t he anmbul ance are al so heavily involved, overinvol ved,
where they shouldn't need to be, because nental health
prof essi onal s have taken the back seat partly from

resourcing and partly fromwork practice issues.

MR MOSHI NSKY: So in terns of how you would ideally like these

situations to be handl ed you have indicated it's very nuch
a crimnal justice response at the nonent. Have you got
any sort of nodels that you would refer to as how perhaps

it should be done?

PROFESSOR McGORRY: We have been involved in training the

police actually at Orygen, especially after sone
unfortunate incidents. They cane to us and asked us for
our help in | suppose doing what we could to train police
of ficers in approaching people with nmental ill ness,
particularly young people, particularly inpulsive and
potentially aggressive young nmales. W did what we coul d.
The police | think approached that in a pretty
genuine sort of way. But their protocols are very strict
and very rigid in a way, and there are certain things that
t hey believe they can't change in the way they approach
peopl e potentially with mental illness. That's what we
have to work with if the police are the first responders.
But nmental health professionals are supposed to
be able to engage and manage di stressed people in a nuch
nore skilful way. They have had many years in training in
doing this. | remenber when this was a goi ng concern,
this way of working, that there were trenendous skills and

tal ents on show fromvery high-quality nental health
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professionals in these settings which averted many
tragedi es and al so protected the police.

So I think we have got it conpletely the wong
way around at the nonent, and the kind of centre of
gravity of nmental health care has retreated back into
maj or institutions, no longer the old nmental hospitals but
now the big acute hospitals and in the ED. |If anyone has
been to an ED |l ately and seen people with nental
ill-health presenting there, it's not the ideal place for
themto be seen either. They have very bad experiences
quite often, despite the best efforts of the staff. The
whol e security guard issue - if we could have i mgi ned
20 years ago that we would end up in this situation after
mai nstream ng of nmental health care, we would have been
very depressed. So it's sonething that the review of this

mai nstream ng policy is probably about 10 years overdue.

MR MOSHI NSKY: You referred to the energency departnent and it

being the wong place for this to happen. What happens in

an energency departnment, and why is that the wong pl ace?

PROFESSOR McGORRY: The person only makes it to the energency

departnent - gets through the triage systens and gets

t hrough perhaps the first responder system- they only get
to the enmergency departnent when they are in a very
extreme and acute state of nmental ill-health. So already
they are in a bad place froma nental health point of

Vi ew.

Sonmetinmes they are seen, depending on the
energency departnent, by nmental health professionals
fairly quickly; otherwi se they are seen by general health
staff, who quite often - and | have heard this from nmany

patients - regard them as not genuine patients. Their
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i ssues are sort of seen as less inportant than the nore
deservi ng nmedi cal patients. You can sort of understand
that in one way. |f soneone is being brought in after a
car accident or they are about to die froma heart attack,
wel |, sonmeone who is suicidal or distressed or psychoti c,
it looks like that maybe can wait a little while.

But the trouble is waiting a little while when
you are in that formof nental state allows the situation
to escalate. The person gets very frustrated and m ght
becone aggressive, and then the security guards descend on
t he person. They end up shackl ed and sedated. You
couldn't imagine a systemdesigned in a worse way, to be
honest .

"' m not saying you could conpletely do w thout
it, because there are always going to be extrene and
energency situations and there has to be sonewhere to go,
but at the nmoment it's the channel of choice, it's the
pat hway of choice for acute situations, whereas, as | say,
in the past we had much better ways of handling that, and
t hey shoul d have been built on and extended for the

protection of the Victorian conmunity.

COMM SSI ONER NEAVE: Can | just ask you about the effect of

drugs in conbination with nental illness and what that

gives rise to in energency departnents?

PROFESSOR McGORRY: Yes; thank you. | think obviously

stinmulant drugs - obviously ice is the nost topical one at
the nonment but it's not newin a way. W have had to dea
with stinmulants for years. The conbination of illicit

drugs and al cohol, for that matter, when conbined with

nmental illness and nmental distress is |like pouring petro

onto the enbers of a fire. It makes things a | ot worse
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and much nore difficult to deal wth, and definitely

i ncreases the risks of violence.

MR MOSHI NSKY: Can | ask you, Professor MGorry, about when the

nmental health profession is working with an adol escent or
a young person who is affected by famly violence, to what
extent is the history of famly violence or the recent

famly violence formpart of the treatnent of the person?

PROFESSOR McGORRY: | think it's not given due attention.

| think | have said that in ny statenent. | think that's
partly because particularly in the adult nental health
system generally the focus is a very individual one these
days. So the person is assessed as an individual and not
properly in the context of their famly or their

comuni ty.

That's despite | think the best intentions of a
| ot of mental health professionals, who have often been
trained in a nore holistic way. But | suppose the
pressures of the system a conbination of things, nean
that there's a very individual focus and there's not
enough wei ght given to the context and the risks even in
that way .

Agai n going back to the earlier point, when you
do a hone visit, which | did |ast Saturday week in Preston
actually for a patient, and you go into the home and you
see and neet all the other nenbers of the famly, you get
an instant understanding and picture of what is actually
happeni ng, which you do not get when you are sitting in a
little cubicle in an enmergency departnent or in a clinic.
Wth the funding structures and the way the state and
federal health systens are organi sed, you don't get the

opportunity really to see the famly, even in the clinica
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situation, even in the clinic. It doesn't favour your
opportunity to even neet and see these fam |y nenbers.

On the other side of the coin you could say if
there's a history of violence and risk, because the public
mental health systemis alnost totally focused on risk
these days or at least in showng that it has actually
considered risks - whether it actually deals with them or
not is another question, but it's very risk focused. So
it mght be the case that superficial or form
assessnments of these risks are nmade and then docunented.
But in ny experience not enough is done about dealing with

those risks or actually hel ping people to mnimse them

MR MOSHI NSKY: | think you have indicated that working with the

whol e famly can be desirable in dealing with nenta
ill-health issues with adol escents and young adults. Are
there confidentiality issues that create barriers to

working with the whole famly?

PROFESSOR McGORRY: Before | address that, could |I nake just a

coment on the workforce again. | think a |ot of the
wor kf orce doesn't necessarily have the confidence to
enbrace and work with other famly nenbers. They see it
as nore conplexity as well. | referred in ny statenent to
a period when we probably had a ot nore training in
working with famlies in a nore system c or holistic sort
of way. So we had a |l ot nore confidence, often with a
co-worker, to actually work with the famly. That sort of
training is much |less available or routine in the training
of mental health professionals as well.

In terms of confidentiality, that's obviously
somet hing we think about a I ot with young people who are

trying to develop their own identity and their own
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i ndependence fromfamly as part of the transition to
adulthood. It is often used by professionals as an
excuse, in ny experience, not to engage with the famly -
"Because | have to develop nmy relationship with the young
person, they have to trust ne, so | can't see the famly."
Particularly once they turn 18 that's al nbst a routine
excuse, in ny experience.

| think it's a big problem because the vast
majority of the young people we see are quite happy for us
to actually see and engage and work with their famly
menbers. (Qbviously there's a subset where that's very
difficult. But even there we still often say to the young
person, "If we are going to work with you and help you, we
have to work with your major scaffolding, which is your
famly, for better or worse."

The main thing we agree with the young people
then, and it's nearly always okay, is we negotiate what we
actually are able to share in terns of know edge and
content with famly nmenbers. That might be a lot or it
m ght be al nbst nothing. But at |east we can still neet
and support wth the famlies and assess the famly's
situation. So it is an issue that is seen as a barrier

but can nearly always be worked around.

MR MOSHI NSKY: Moving to the sort of nore macro issues, and you

have touched on sone of these already, but in terns of the
overall nental health system what are sone of the
long-termtrends that we have seen and where do we stand

now?

PROFESSOR McGORRY: As | said, we had a period of reform which

started about 20, 25 years ago at the state | evel which

was assi sted by Commonweal th investnents which is a very
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positive first and I think it was around the tine of the
Burdekin Inquiry, which really opened the |lid on what was
actual ly happening in nmental health.

Unfortunately that [ ost nomentum fairly quickly
around Australia at the state level. Victoria was a state
whi ch made a | ot of progress and probably was the jewel in
the crown, | think, in terns of nental health reformfor a
while. But it got very, very conplacent. So what we have
seen in nore recent years is a receding of that sort of
reform It's in every state; probably worse in sone
states than others. Victoria has dropped fromtop |evel
of per capita investnent in nental health to near the
bottom | think, over that period, reflecting that
conpl acency.

So at the state |l evel we have seen this attenpt
to deinstitutionalise and then mainstream integrate with
the health system So the acute units and the other units
are linked to general hospital systens and under the
governance and financial control of acute hospitals.
Initially a comunity nmental health system which invol ved
the nobile teans and the case nanagenent was set up, but
it's languished and it's kind of al nost undergone
involution in sonme places. Every year we experience cuts.
| won't go into analysing why the cuts occur, but it's a
m xture of acute hospital issues and central departnenta
i ssues; two sets of contributors to that. So that's the
state |evel.

That was never really fit for purpose in ternms of
its scale, in terns of the unnet need that it was neant to
deal with. So it defined serious nmental illness in such a

way that a whole group of people with conplex and serious
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mental illness were excluded fromit and again favoured
late intervention as a result. It was comng off a | ow
base, you coul d say; but that base should have been grown.

On the other side of the coin you have the
Federal Governnent, which has actually continued with
reformover the last 10 years or so. It has set up
prograns |ike Better Access which has added to the
strength of primary care. It has added allied health
professionals to work with GPs. So that was a positive
step. It established Headspace, which we have nenti oned
al ready, which is like a formof nulti-disciplinary
enhanced primary care for young people, because young
peopl e had very poor access to traditional primary care.
So there have been sone positive devel opnments on the
federal side.

But in the mddle, between the sort of people who
can be managed in the federally funded system including
private psychiatry, you could say, although that's a bit
of a nore conplex thing too, there's a huge gap between
what that will cover and what the state funded public
mental health systemw ||l cover. So there's a whole bunch
of people in the mddle, including people who have been in
the state public nental health system and have had an
epi sode of care, who are then discharged back to the
primary care level. There's a very |large group of peopl e,
probably mllions in Australia, who don't get the
mul ti-disciplinary, continuing secure care that they
really need to remain well and to recover.

The unnmet need in nental health, it's at |east
50 per cent of the people who need care are not getting

it. That is not the case in cancer. It's not the case in
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cardi ovascul ar di sease. It's sonething that we have been

obvi ously advocati ng and canpai gni ng to have addressed.

MR MOSHI NSKY: Can | just ask you one particular question. In

par agraph 32 of your statenment you refer to the bl ock
funding in hospitals and how that works in a different way

for mental health care. Could you just explain that?

PROFESSOR McGORRY: Sure. Cbviously state governnents run

hospitals, so it's a bit of a stretch for themto al so
think that they could run a community nental health system
as well as the bed based services, and that's what's
proving to be the problem

In the acute hospitals the nedical beds and the
surgical beds are run on an activity based nodel. Even
then it's obviously short of cash a lot of the tinme, and
that's one of our problens as well. The nental health
budget is still funded in a block format. So the beds are

funded as a block grant. The bed day rate currently is -

guite consciously the health departnent knows that it 's
under fundi ng the cost of those beds. So there's a
shortfall just fromthe bed day bl ock grant every year in

those hospitals. It also funds resources for conmunity
mental health care case managenent and so on and

nmobi l e - community based care, which is also a bl ock
grant. It is not activity based either.

From the perspective of the hospital CEOQ he sees
this quite | arge chunk of budget com ng in each year into
t he hospital which is not tied to activity. [It's not
sufficient to provide the services that the health
departnent thinks it's buying because of the funding of
the bed day rate and al so because the EBAs that are

negotiated in terns of pay rises for the clinical staff
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are del i berately underfunded by the health departnent
every tinme one of those is negotiated. So the hospital
then has to find the shortfall for what they have to pay
their staff. So those are two contributors to why the
mental health budget is not sufficient to provide the
services that are even expected to be provided with the
noney.

The third thing is - and this will be the
controversial one which nost hospital CEGCs will deny is
happening - noney is diverted fromthe nental health
budgets to prop up other parts of the hospital budgets.
It's hard to prove that, but | can tell you that it
happens.

So three sources of underm ning of even the
exi sting and i nadequat e budgets happen every single year.
We are subject to that in our own services. |It's been
happeni ng annually for the |last few years. That neans
nore of these seriously ill patients are turned away, and
the patients are denonstrably at high risk. Qur suicide
rates have increased significantly in the |ast year or so,
sonet hi ng we never really saw before. It's finally hit
that critical point, that the norale and capacity of the
service is really not able to respond.

This is not just us. It is not special pleading.
It is happening across the public nental health system
It is happening in every state in Australia. Mental
health is extrenmely vul nerabl e under these governance and
financial arrangenents in this mainstreamnodel. It would
be easy to ring-fence it and protect it and to prevent the
CEGs from doi ng what they do. The health departnment coul d

actual ly appropriately fund the I evel of care that they
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say they are buying fromthe hospitals. But that again

has politically been seen as too hard.

COWMWM SSI ONER NEAVE: Can | just follow up with that because |'m

not sure that | quite understand. The activity based
funding that is provided for physical care, when you say
activity based it is this hospital will treat this nunber
of patients who will occupy this nunber of bed days and
there's sone specification of the conditions, the
conditions for which they are being treated; is that what

activity based funding neans in this context?

PROFESSOR McGORRY: That's pretty much right. For exanple, the

hospital will perform50 hip replacenents. The cost of a
hip replacenent is X dollars. So the hospital will get as
many dollars for as nmany hip replacenents as it actually
does. So there is an incentive to do nore and they wll
be paid an agreed anount per piece of activity within the

hospi t al

COW SSI ONER NEAVE: Wereas in the nmental health area the

hospital gets a specified sumfor nental health. Does
that specify the nunber of people who have to be seen or

nunber of bed days or anything |like that?

PROFESSOR McGORRY: No. The nunber of beds that are actually

operating in the hospital, and it m ght be worked out in
terms of occupancy rates, they are given a block anount of
money for the nunber of beds and the assuned occupancy.

So the throughput is not a factor. There have been
attenpts in the last few years to try to bring activity
based funding into the nental health systemw thin the
hospitals, but so far that has not happened. People are
very worried about it happening if it's done just for the

i npati ent conponent and not for the comunity based

.DTI: MB/ TB 22/07/ 15 1107 P. McGORRY XN

Royal

Conmi ssi on BY MR MOSHI NSKY



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

conponent because then there will be even nore drag on the
fundi ng for cross-subsidisation of the comunity for the
acut e.

COWMM SSI ONER NEAVE: | know you are making a general argunent,
not about Headspace, but is your funding derived through a
hospital or is it separately funded as a particular
proj ect ?

PROFESSOR McGORRY: Headspace is a federally funded program
So it is linked to primary care. Al Headspace is is a
youth version of nulti-disciplinary primary care. It has
a different sort of style and culture. But in terns of
the financial drivers of it it's just an el aborate form of
mul ti-disciplinary primary care.

COWM SSI ONER NEAVE: Thank you.

MR MOSHI NSKY: Could I just follow on fromthat. Could you
just expand a bit on what Headspace is? How does it
operate? Wiere is it? What does it provide? Wat |evel
of care are we tal king about w th Headspace?

PROFESSOR McGORRY: Headspace operates, or will be by next
year, in 100 sites around Australia. W calcul ated that
for full national coverage, for every community to be
covered and for the |level of unnmet need to be covered, we
woul d need closer to 200. So it's probably getting cl ose
to 50 per cent of coverage of the Australian comunity.

It's typically located in a shop-front type set
of premses, in a suburb or in aregional towmn. It has a
conmbi nation of GPs, allied health professionals, often
yout h workers, sessional psychiatry in sone cases. | work
in a sessional way in a nunber of Headspaces nyself.

The other two pillars are supposed to be drug and

al cohol and vocational experts working on site in the sane
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| ocation. That's not as well devel oped as the other

el ements. But in the |atest federal budget there's an
investnment in the vocational workers. So it's gradually
bei ng built.

The style of it is nmeant to be of a youth drop-in
centre, youth cafe sort of feel. That's what it's
supposed to feel and | ook |like for the young person. It
is variably successful in that. But | think there's a
general sense that there's a ot of youth input into the
way that the thing operates and the way it actually feels
and i s designed.

So | suppose it's an attenpt to provide a
stigma-free primary care nodel. |It's broader than just
nmedical. |It's a social nodel as well as a health nodel
The person doesn't have to justify why they are turning
up. Unlike with our nental health triage systens which
are designed to keep people out as nuch as get people in,
Headspace cannot refuse people on the basis of the nature
of their presentation. |It's just like going to a norm
GP. A CGP doesn't screen you to see whether you are a
deserving custoner or not. The GP will see you if you
want to see the GP. Headspace is |ike that or neant to be

i ke that.

MR MOSHI NSKY: \What | evel of care? Does Headspace refer out

nore serious issues?

PROFESSOR McGORRY: That's a great question because it shoul d

be able to do that because it is capable of

providing I would say still reasonably specialised care,
nore than your standard GP, because you do have nenta
heal t h professionals and soneti mes psychiatrists as well

as the GP. So it can handl e a reasonabl e | evel of

.DTI: MB/ TB 22/07/ 15 1109 P. McGORRY XN

Royal

Conmi ssi on BY MR MOSHI NSKY



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

conplexity, | would say.

What it doesn't have is case nanagenent capacity.
So it can't actually see people for - in the case of the
nmental health professionals - nore than 10 sessions
because it's funded by Better Access. |It's office based.
It is not nobile and it is not able to spend | arge anounts
of time with each person. So it does have limtations,
and it is really just an enhanced primary care nodel.

| work in a Headspace that doesn't have a
speci al i sed youth nental health service working closely
with it such as we have with Orygen and the Headspaces in
the north-west. | work up at Coffs Harbour once a nonth.
That service deals with incredible conplexity because the
| ocal hospital and its capacity to provide speciali st
mental health care is very poor. So we have to hang on to
much nore conpl ex cases in that Headspace environnent, or
t hey go nowhere.

That is the problem That would be the probl em
| would say in adult psychiatry too. There's this great
group of people in the mddle that are too conplex for the
primary care and even the private psychiatry sort of
system and yet the specialist acute public hospital
systemis only able to deal with |life threatening and very
extreme cases. So there's a great bunch of people in the

mddle that are really not getting the right care.

MR MOSHI NSKY:  Can you explain what Orygen is and what |evel of

care Orygen provi des and whet her that type of support is

avail able in other parts of Ml bourne?

PROFESSOR McGORRY: Orygen was established in the early 2000s

as a broadening of our original focus on early

intervention for psychosis. So we broadened out
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di agnostically and we tried to devel op nore specialised
progranms for conplex nood disorders, for severe
personality disorders, and eating di sorders and substance
abuse. So we weren't able to get the resources for the
|ast two to develop that. But we have devel oped prograns
for conpl ex nood di sorders, psychoses and personality

di sorders.

The other difference about Orygen fromthe rest
of the public nental health systemis that it covers the
t eenage and young adult period; the rest of the public
hospital systemstill is probably nmostly child, adol escent
and adult. So it does bridge this age group. W cover a
region of about a mllion people in the north-west of
Mel bourne. W see about 700 new patients a year. W
estimate the nunber of young people in that region with
mental health needs is about 40,000 to 50,000. So we knew
that we were only dealing with the tip of the iceberg, and
that's why we decided to try to create sonething like
Headspace to deal with a nmuch |arger volune of young
peopl e.

The history of Orygen, it's been able to create a
very |l arge research programover that period. So now we
have about 150 researchers working in different aspects of
mental health care; also working clinically, sone of those
people. We have about a $25 m|lion budget in research
and training around the youth nental health idea. W
still have our specialist youth mental health program and
we run four Headspaces. It is like an integrated virtua
system which is probably, | would say, about 50 to
60 per cent built across the north-west. W have an idea

of what it should ook like in the end, but there's
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definitely some significant gaps in it still. But it is
t he begi nnings of a conprehensive systemfor that region
of Mel bour ne.

In recent years, as | have said in the
subm ssi on, we have gone backwards fromthe State
Governnent point of view because we have | ost resources
fromthe specialist side. Each year we seemto | ose about
half a mllion dollars in terns of recurrent funding,
whi ch neans that roughly translates to another 100 of
those 700 patients not being able to access and conti nue
with the service.

So I'mworried about the, | suppose, |onger term
future. This has been a very inportant platform W see
it as an incubator or as a clinical |aboratory to devel op
new treatments and devel op new experti se and new
wor kf orces and spread them and yet this kind of goose
which has laid quite a few golden eggs in many ways in
terms of new evidence and new treatnments is getting a bit

si ck.

MR MOSHI NSKY: Just finally, if | may, Professor McGorry, in

your statenent at paragraphs 41 to 43 you tal k about a
nodel which is a sort of youth version of Forensicare,
where you bring together forensic and nmental health

responses. Can you just explain what that nodel woul d

| ook |ike?

PROFESSOR McGORRY: One of the big successes of Victorian

mental health reform| think going back 15 years or so,
20 years, was the devel opnent of Forensicare |ed by Pau
Mul l en. That actually for the adult population was a big

step forward and very high quality care at that tine.

MR MOSHI NSKY: Can | just ask you to explain what that nodel
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| ooks i ke?

PROFESSOR McGORRY: That was basically devel opi ng a speci al i st

system hospital based and al so cormmunity based, of
forensic nental health care for offenders who had nental
i1l ness of various kinds. So there's a hospital at
Fairfield, the Thomas Enbling Hospital. They run
community clinics in different parts of Ml bourne for
adult offenders with mental ill ness.

But, as we all know, the curve for offending
behaviour is very simlar to the curve for onset of nental
illness. It starts to take off at puberty and it peaks
and starts to decline a bit after the age of 25. It is
al nost exactly the sanme curve as what we see in ternms of
t he i ncidence of nmental illness.

VWhat we see - and we have referred to this
already - is a lot of offending behaviour in young people
who al so have nental health problens. W are |ocated very
close to the Mel bourne Juvenile Justice Centre. It is
just across the road fromour Orygen base. Sone of our
psychi atri sts have done on-call for that centre over the
years. W have nmade a couple of attenpts to advocate for
t he devel opnent of a youth Forensicare, if you want to put
it that way. W even had a small clinic at Orygen at one
poi nt, which was defunded by the health departnment. But
we never really got off the ground in terns of getting a
serious investnent in a Forensicare dedicated to the
adol escents and the young adults, which is obviously in a
preventive sense incredibly inportant.

There have been sonme positive devel opnents at the
Juvenile Justice Centre in the |ast couple of years with

the foundati on of a new school there. There's an anazi ng
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sort of educational facility that's been | aunched across
the road. Wat these teachers tell us is that 60 per cent
of these young people they see in the school have got very
significant nmental health problens, but the only health
service that is provided to themis an adol escent focused
heal th service which is very primary care, very generic
and has very little nental health expertise in it. Again,
the scal e of the problem absol utely overshadows the
resources that are being devoted towards it. So this is
an obvious priority that needs to be addressed.

It would al so have a community armto it. It
woul dn't just be resources devoted to the residents of the
juvenile justice. There could be a nuch wi der scope to
that, allowi ng nental health and forensic expertise to
cone together in reducing the risks of recidivismin terns
of offending and i nproving the outcones in |ots of ways

for these young peopl e.

MR MOSHI NSKY: Thank you. Conm ssioners those are ny

guestions. | don't know whet her the Comm ssioners have

any questions.

DEPUTY COVM SSI ONER NI CHOLSON: | have one question. Professor

McGorry, do you see a role for perhaps specialist CAT
teans for young people where those teans are capabl e of
being the first responders, neeting the young people in

their hone?

PROFESSOR McGORRY: W did have that operating through our

youth access team It still does exist, but it doesn't
function in that optimal way anynore. But | definitely
think that would be the optimal thing. | worked on that
team nysel f, and when it was working well it was just an

absolutely optimal way to work. The sort of people that
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were attracted to work in that node were very speci al
people as well. They had trenmendous skills. They had
great decision-making ability. They knew how to work with
police. The police were very happy to work with them
The anbul ances were the sane. So | think it would be an
excellent sort of statew de nodel to build in.

To be fair to the governnent, there was at | east
a notional reformto restructure the health system so that
we had a nought to 25 and then a 25-plus approach to
mental health. But so far that's largely on paper.
There's been no real investnment in putting the new
resources on the ground to nake that a reality. A team
such as you descri be would be an essential part of such a

reform system

COW SSI ONER NEAVE: Do you have any ideas about what that

woul d cost to do that, just to have a specialist CAT team
so that, for instance, a parent who was being beaten up by
an adol escent with a nental health problem would have

somewhere to go other than the police?

PROFESSOR McGORRY: You woul d probably have to link it to the

structure of the nought to 25 system So each region or
each part of Mel bourne would have to have one. (Obviously
if the region is too big you can't operate; the distance
and the geography is too nmuch. You have to think about it
fromthat point of view, how many you woul d need to cover
the nmetropolitan area, and then how you would do it in the
regional and rural areas. | probably can't do it right
now, but the exercise could be done very, very quickly
because we have conducted simlar exercises when
advocating for further investnment in the past. It could

be very rapidly done.
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COW SSI ONER NEAVE: Thank you.

MR MOSHI NSKY: Those are all the questions for Professor
McGorry. |If he may be excused, please.

COWMM SSI ONER NEAVE: Thank you very much, Professor MGorry.

<(THE W TNESS W THDREW

MR MOSHI NSKY:  Conmi ssioners, | understand for technical
reasons it's desirable to have a five-mnute break before
we call the lay w tness.

COW SSI ONER NEAVE: Yes. Thank you.

(Short adjournnent.)

( CONFI DENTI AL SECTI ON FOLLOWS)
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COWM SSI ONER NEAVE: Ms Davi dson.

M5 DAVI DSON: Thank you, Conmi ssioners. The next part of the
day and really for the rest of the day we have a panel of
four experts, and | would ask that they be sworn.

<ANGELI NA SABI N FERNBACHER, affirnmed and exam ned:

<JAYASHRI KULKARNI , affirnmed and exam ned:

<DREW Bl SHOP, affirnmed and exam ned:

<MARK ANTHONY OAKLEY BROWNE, affirned and exam ned:

M5 DAVIDSON: Can | perhaps start with you, Dr Cakl ey Browne.

You are the Victorian Chief Psychiatrist?

3

CAKLEY BROWNE: | am

M5 DAVI DSON: Have you nmade a statenent for the Roya
Commi ssi on?

OAKLEY BROWNE: | have.

DAVI DSON: Can you confirmthat that's true and correct.

OAKLEY BROMNE: | do so confirm

DAVIDSON: Can | just get you to outline for - - -

OAKLEY BROWNE: Apol ogies, there is one mnor correction.
Par agraph 41, we quote a figure there where we quote 45
tinmes the rate of presentation for Aboriginal wonen

related to violence. The figure should be 40.

>

DAVI DSON:  Forty, 4-07?

CAKLEY BROWNE: Yes.

DAVIDSON: Can | just get you to briefly outline your
background and your role as Chief Psychiatrist?

DR OAKLEY BROWNE: The Chief Psychiatrist is the position which

was created under the Mental Health Act 2014 in Victoria

and assigned certain statutory responsibilities to the

person who holds that, particularly has responsibilities

for nonitoring the use of the Act within publicly funded

mental health services, with particular enphasis on the
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use of restrictive practices. Restrictive practices are
practices such as placing a person in a room by thensel ves
with the door | ocked, which is called seclusion, or
nmechani cal and physical restraint. | have
responsibilities for nonitoring the use of ECT,
particularly in persons |less than 18 years of age. | have
responsibilities around notifiable deaths. These are
deaths usually notified to the coroner occurring in public
mental health services. | have responsibilities to do
with standards of practice. So | contribute to publishing
docunents, directions, guidelines which informthe
practice of health practitioners within nental health
services, so a clinical |eadership role.

DAVI DSON:  Just to clarify, soit's primarily a clinical
| eadership role, but what is your role in relation to the
devel opnent of policies, funding, those sorts of things?

OAKLEY BROMWNE: Yes. So | contribute to policy discussions
Wi thin the departnent, particularly when they relate to
clinical practice within nental health services, and
| provide advice to the Secretary and the M nister around
mental health practice.

DAVI DSON:  Thank you. Perhaps can | then go to you,
M Bi shop. You are a senior social worker with the North
West Area Mental Health Service?

Bl SHOP: That's correct.

DAVI DSON: Have you made a statenent in this proceedi ng?

Bl SHOP: | have.

DAVI DSON:  Can you confirmthat that is true and correct?

BI SHOP: | can, yes.

DAVI DSON:  Can you just describe for the Conmm ssion what

your current role is?
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MR BI SHOP: |'m a senior social worker working in a conmmunity
mental health team On that team|l'mthe team | eader, and
| provide clinical |eadership and guidance to the team
around working with people with a major nental ill ness.

M5 DAVI DSON:  Prof essor Kul karni, you have previously made a
statenment for the Conmm ssion?

PROFESSOR KULKARNI :  Yes, | have.

M5 DAVIDSON: Are you able to confirmthat that's true and
correct?

PROFESSOR KULKARNI :  Yes, it is.

M5 DAVI DSON: Can you just outline for the Comm ssion your
qgqualifications and your current role?

PROFESSOR KULKARNI: I'ma nedical practitioner and a
consul tant psychiatrist. [|'malso Professor of Psychiatry
at Monash University, and | have worked in the area of
wonen's nmental health as ny expertise. | have set up the
Monash Al fred Psychiatry Research Centre, which
| currently direct.

M5 DAVI DSON:  And you have a particular role in respect of a
wonen's nental health clinic?

PROFESSOR KULKARNI :  Yes. As part of ny work | have set up a
speci alist wonen's nental health clinic. It is a second
opinion clinic, and we have approximately five nedical
staff fromdifferent disciplines as well as other
di sci plinary background workers in that clinic. W see a
nunber of wonmen who have experienced viol ence,

i nterpersonal violence, and the consequences of that in
terms of trying to help their nmental health.

M5 DAVI DSON: Dr Fernbacher, can | get you to confirmthat you
have nade a statenent for the Royal Comm ssion?

DR FERNBACHER: | have.

.DTI: MB/ TB 22/07/ 15 1119 BY Ms DAVI DSON
Royal Conmi ssi on FERNBACHER/ KULKARNI / BI SHOP/ BROWNE



© 00 N oo 0o b~ w NP

W NN NN N NN NDNNDNNRN R R P B R B R B R
O © 0 ~N o U0 A W N P O © 0 ~N 0o 0 M W N B O

w
=

o 3

MS

. DT

DAVI DSON: Are you able to confirmthat that's true and
correct?

FERNBACHER: | can

DAVI DSON:  Can you just describe for the Comm ssion what
your background is and your current role?

FERNBACHER: So mny background is that | hold a Bachel or of
Education and Masters in Gestalt Therapy as well as a
Doctorate in Public Health. | work at the Northern Area
Mental Health Service, which is a clinical nmental health
service in the northern suburbs of Ml bourne. In a
service devel opnment role it spans broadly three areas.
One is wonen's nmental health, famlies where a parent has
a nental illness and al so Aborigi nal nmental health.

DAVI DSON:  You have al so held sone roles fromtine to tine
providing sort of nore policy advice; is that correct?

FERNBACHER: That's correct, yes.

DAVI DSON:  Can you outline that for the Comm ssion?
FERNBACHER: Sure. | have been seconded into the Departnent
of Human Services initially or the Departnment of Health

and Human Services on three occasions. At the first
instance | worked on a project that |ooked - it was a
statew de project that |ooked at the current |evel of

col | aboration between nental health services, famly

vi ol ence and sexual assault services, which resulted in a
report published by the departnent. The second secondnent
was to devel op gui delines on gender sensitivity and safety
for mental health services.

DAVI DSON:  Perhaps if we could just start by getting sone
sort of understanding of the structure of nmental health
services and how they are delivered in Victoria. Perhaps

| would ask you, Dr Qakley Browne, to give an overview of
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1 how nental health services are structured in Victoria,

2 where the funding comes fromand how t hey operate.

3 DR OAKLEY BROMWNE: There are two maj or sources of funding -

4 ultimately all the funding conmes fromthe Conmonwealth,

5 but there is an agreenent between the states and the

6 Commonweal t h about distribution of funding for acute

7 heal th services, including nental health services. So the
8 Victorian state governnent has responsibility for running
9 the acute services, hospital based services, and community
10 services associated with that. Those services by and
11 | arge provide care for people with severe nental health
12 problens with significant degrees of disability.
13 I n addition, the Conmonweal th provides funding
14 usual ly through primary care, to GPs and ot her conmunity
15 based services, to provide services usually for persons
16 with what are called high preval ence conditions such as
17 depression, anxiety and substance use disorders. So there
18 are other sources of funding, but they are the two major
19 streans.

20 MS DAVI DSON. Does anyone want to contribute to that or explain

21 how their particular service fits within the nental health
22 service delivery?
23 MR BISHOP: Sure. | can. M teamis what's called a primary
24 care nodel. So we are a community based team W work
25 with GPs to provide nental health services to the
26 community for what we call high preval ence disorders such
27 as anxi ety and depression. W also see sone people with
28 psychotic disorders as well, but primarily our role is a
29 shared care arrangenment with GPs and ot her service
30 agencies in the area, which in this instance includes
31 famly violence agencies as wel |.
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M5 DAVI DSON: Pr of essor Kul kar ni ?

PROFESSOR KULKARNI: The particular clinic that | have

descri bed, which is a wonen's nental health clinic, runs
on a Medicare rebate system So it is outside of the
standard sort of state public hospital funding nodel.
However, it is attached by the research armof the clinic
to Monash University as well as to sone of the Alfred
Hospital facilities. So this is a different sort of nodel
of treatnent care, probably nore closely aligned to

private specialist work.

M5 DAVI DSON: Dr Fernbacher, can you outline how the Northern

Area Mental Health Service that you work in fits within

the nental health service systenf

DR FERNBACHER: Sure. So the Northern Area Mental Health

Service is part of a broader nental health organisation
called North West Area Mental Health, which is part of

Mel bourne Health. It's a clinical nmental health service
with a ot of the clinical nental health services, as Mark
was al luding to, broadly consists of acute care, so

Nort hern does a psychiatric inpatient unit, an energency
mental health team- used to be called CAT team - sone
community nental health centres and a prevention and
recovery care service, which is also often referred to as
a step up/step down facility which supports people or
prevents - supports people, preventing themgoing into a
psychiatric inpatient unit or when they are di scharged
back who may not be ready to go home with nore intense
support. That probably outlines it. And other clinic and
mental health services are simlarly organi sed with sone

nore specialities in some areas.

M5 DAVIDSON: | think, Dr Qakley Browne, you explain that the
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service systemresponse is based not on the type of
illness that a person is suffering but the inpact of that
mental illness. Can you explain that?

DR OAKLEY BROMNE: Yes. It is based on three conponents, both
the presence of a disorder but also the inpact on the
person's life and on other people's lives, so the degree
of disability or problens associated with that. It is

al so based to sone degree on acuity, so the |evel of

© 00 N oo 0o b~ w NP
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M5 DAVI DSON: Dr Qakl ey Browne, | understand that you would
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like to respond to sone issues that were raised by
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Prof essor McGorry. Are you able to do that now?
14 DR QAKLEY BROMWNE: Yes. Professor McCGorry raised a nunber of

15 i ssues about the Ievel of funding provided to nental

16 health services. | think it would be true to say across

17 the world that nental health services or response to

18 mental health problens are underfunded conpared to our

19 response to other health problens. An inportant study

20 call ed The d obal Burden of Di sease Study showed this

21 quite clearly. The G obal Burden of D sease Study | ooked

22 at both nortality, that is premature death due to a

23 condition, and norbidity, that is disability or other

24 dysfunction resulting fromthe condition, such as not

25 being in enploynent and not being able to pursue nornal

26 activities and so on.

27 For mental health problens, although nortality is

28 low, norbidity is high, and that's principally because it

29 occurs early in the person's life and for severe disorders

30 foll ows an episodical chronic course, so it has a lasting

31 i npact on the person unless treated. The consequence of
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that is, if you | ook at a devel oped econony I|ike
Australia, the burden due to nmental health and ot her
neur opsychiatric conditions is about 23 per cent of the
total pie, but the level of funding isn't comrensurate

with that 23 per cent, and that's - - -

COW SSI ONER NEAVE: Can | just clarify that. So it is

23 per cent of the total burden of norbidity?

DR OAKLEY BROMNE: O the total burden, yes, in a devel oped
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econony such as Australia. It wll vary fromcountry to
country. But the level of funding isn't comensurate with
that. That would be true not only of Australia but pretty
much every nation. That is shifting because of the
i nfluence of studies |ike The G obal Burden of D sease
Study and the WHO, the Wbrld Heal th Organi zati on, which
has advocated for increase in funding.

Wthin Australia the preval ence of severe nental
di sorder, and | nean by that conditions such
schi zophreni a, bipolar disorder, severe depressive
epi sodes, is about three per cent of the popul ation. But
the level of funding is probably only able to neet the
needs of between one and 1.5 per cent of that popul ation,
soit is - internms of the state funded services. So
that's true, there is a global underfunding of nental
heal th servi ces.

| have had the privilege to serve now in two
states as a senior nmedical adm nistrator, Tasnmania and
Victoria, and under now | think five mnisters of health;
and | have had the good fortune over that period to have

seen an increase of funding in each of those situations

allocated to nental health. So | think there has - | have

had the good fortune to serve under governnents who have
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had a genuine comm tnent and provided additional resources
to nental health services, and that is the case at the
nonent for mental health in Victoria with the |ast two
governnents, that there's been an increase in funding,
despite the significant financial pressures on the whole
heal th service and the whol e budget.

It would be true to say the total health budget
i s under significant pressure, and again across al
devel oped countries. That's primarily for four reasons -
one, the ageing population. Secondly, we can do nore, so
our technol ogy has inproved, and so we have nore
possibilities in terns of treating people, but that
i nvolves an increase in cost. The community's
expectations have increased, and the cost of delivery of
services have increased. The inflation rate for health
services is greater than the national inflation rate, and
that's generally true. So it means all governnents of al
persuasi ons are between a rock and a hard place when it
conmes to health spending and need to nmake hard deci sions
about allocation of resources because of that. However,
it would be true to say, as | have said, in the two
jurisdictions | have served nental health has been treated
favourably in terns of nodest increase in funding and
progranms where that's possible.

The other issue that Professor MGorry raised
was - | shoul d enphasise in nmy experience there hasn't
been a systematic plan to reduce funding; quite the
contrary. |It's been a systematic plan to increase funding
but done in a way which is likely to yield real benefits.

The other issue is at the hospital |evel has

ment al health been di sadvantaged by bei ng mai nstreaned, so
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i ncl uded along with other health services. Again, in ny
experiences, no, that mminstream ng has been a nmjor
advant age for persons receiving health services. Prior to
mai nst ream ng, when people were treated in |large
institutions, the level of care - and | renenber those and
had the m sfortune - experience to work in those as a
young practitioner - the level of care provided and the
needs of a person was nowhere near what can be provided
now. So | think mainstream ng has |l ed to nmaj or advant age
in ternms of provision of care, and open and transparency
and accountability about the provision of those services.

Havi ng been a clinical director nyself, |I'maware
that fromtine to time we get suspicious because what
happens is Mental Health, along with all other health
services, contribute to the funding of the health service,
and there are particular central costs - hotel costs, if
you like - things like payroll, heating, |aboratory costs,
whi ch are shared across all of the services and are
usual ly done on a forrmula which is transparent and argued
and goes through the board for approval, and Mental Health
often has the sense that they have been di sadvantaged by
that formula. |In the services where | have worked,
al t hough I have sonetinmes shared those suspicions, they
haven't been shown to be true when | have | ooked into the
matter and Mental Health usually makes an equitable
contribution to those services.

So | think I would make those comments about
funding. | amnot aware - I'mnot directly involved in
fundi ng decisions, but the level of cuts that Patrick
McGorry is aware of, I'mnot aware of the |evel that

Patrick McGorry has suggest ed.
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The second point | would nmake is Patrick McGorry
rai sed i ssues about whether the formula for block funding
as agai nst activity based funding, which is the usual
strategy in nost of acute health, disadvantages nental
health. Activity based funding works very well for
procedures |ike surgery or nedicine, where you can
accurately predict what the costs will be associated with
the provision of care, an episode of care for a person
with a particular condition. But it doesn't work well for
mental health. That's sinply because diagnosis and
factors related to diagnosis, which are usually called
conplexity, don't predict the cost of care in any degree
of accuracy. So the variance around that cost is |arge.

So whenever other countries have | ooked at doing
ABF based funding for nental health they have essentially
backed of f fromthat and decided it was unworkabl e, and
gone to other types of formula, such as block funding, to
arrive at ways of funding nental health.

It's not true to say that block funding in
Victoria isn't outcone based. Health services are given a
range of outconme neasures which they have to performto.
Now, these are all subject to ongoing refinenent, and you
can make an argunent that they are very crude and coarse
nmeasures, and | agree that they are. But they are in
pl ace, so health services have to account for their
per f or mance.

There's ongoing work at the Commonweal th | evel
wi th maki ng nore sophisticated nodels which will enable us
to look at not only the inputs in ternms of delivery of
health care but the outputs and the benefits, and

attribute resources in a nore precise manner, and that's
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ongoi ng wor K.

| think the final issue about Patrick McGorry's
evidence that | would like to enphasise - and | think it's
a really inportant point because of the problemof famly
viol ence that the Conmi ssion is considering - Patrick
McGorry quite rightly indicated that the bul k of nenta
heal th probl ens begin in young adul thood, |ate
adol escence, 75 per cent occurring before the age of 25,
about 50 per cent before the age of 50; and because of
that the need for devel opnental appropriate services to be
provi ded to people presenting, particularly the youth, so
that the services are accessible, appropriate for them and
provi ded care which they would find acceptabl e.

However, there are certain types of disorders
whi ch have their origin in early childhood which are
particularly relevant to risk of devel oping a propensity
for violence in adulthood. One particular disorder where
there's a strong continuity between chil dhood probl ens and
adul t hood problens is what's call ed conduct disorder.
Conduct disorder in layman's | anguage woul d be a young
child who presents with problens with being unduly
aggressive, problens with following rules, problens in
cl assroons and so on.

These problens present very early. 1In fact,
teachers can very accurately predict froma child's
behaviour in a classroomtheir likely propensity to follow
a particular trajectory of difficulties. They probably
have their genesis even earlier than school age. They
probably start in the form ng of attachnents with primary
care givers like parents, and disruptions in those

attachnments can contribute to the |ikelihood of devel oping
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t hese sorts of conduct problens.

The good news is that there is an energing
evi dence base that intervention with conduct disorders can
change that trajectory, and interventions which are at the
child level and at the famly level and with parents, to
i ntervene and hel p shape behavi our which is nore adaptive
for the child and that they can lead to persistent benefit
and a decreased |ikelihood for the sort of problens that
you see in adul thood associated with viol ence.

| need to enphasise that in terns of prediction
of violence, anti-social behaviours and sonmetimes what we
call anti-social personality disorder is a strong
predictor if we are | ooking at nental health problens of
propensity for violence in adul thood.

So | just wanted to enphasise that latter point
because it's probably an area which has been underi nvest ed
in and does need to be invested in, and is not
particularly within a group that Patrick MCGorry's
servi ces address, the youth group. It is actually in
early and m ddl e chil dhood that the interventions need to

occur. Thank you.

M5 DAVIDSON: Can | just pick up on that last point in relation

to children and disorders such as conduct disorder and its
potential link with attachment and early attachnent. W
heard in the first couple of days of - naybe on about

Day 2 or Day 3 of the Conm ssion's hearings about the

i npact that famly violence can have on attachnents and
the relationship that that all has with potenti al

devel opnent of all sorts of behavioural issues and

di sorders for children. Are you tal king about conduct

di sorder as being separate fromfamly violence, or do you
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see that conduct disorder needs to be understood in the
context of the potential for famly violence to al so be

part of the contributing factors?

DR OAKLEY BROMNE: |'mnot a child and adol escent psychiatrist,

SO you are asking nme about an area that's not within ny
clinical expertise, but ny understanding is disruptions in
attachment can manifest in a variety of ways in children.
So conduct disorder is not the only one. Children who
have had di sruptions with attachnent can have probl ens
with anxi ety and depressive synptons, |earning
difficulties and a range of other social behaviour and so
on.

But conduct is inmportant to know because it does
predi ct a persistence of problenms around nmanagenent of
aggressi on, which can persist into adulthood. There is a
strong association. |I'mnot saying it is the exclusive
out conme of disruptions in attachment. There are a range
of other outconmes. But it is one. They should also be
identified and treated of thenselves, but conduct disorder
is an inportant predictor of adult problens of aggression

and vi ol ence.

M5 DAVI DSON: Pr of essor Kul kar ni ?

PROFESSOR KULKARNI: | just think one of the things that is

mssing in this discussionis it is as if there's been a
horrible splitting of the violence and the nental health
consequences and psychiatric illnesses and di agnoses.

What we are seeing in the field, in ny view, is that we
have a group, usually psychiatrists and psychol ogi sts, who
are focused on meking a diagnosis of personality disorder,
conduct di sorder and other disorders, and often the actual

antecedent famly violence is kind of consigned to sone
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ot her person's purview to take that history and sonehow
magi cally deal with it. This is why I think we have an
issue in the nental health ripples, which are very, very

| arge and continue lifelong, of famly violence. It is as
if the nmental health professions haven't caught up with

t aki ng very good histories and clear stories of the traum
and the violence, and then putting that together with the
consequent di agnosis and then comng up with holistic
treatment and managenent plans. That's both in a service
sense in the public system but also in the private -

primary health and private specialist areas.

DR OAKLEY BROWNE: | agree with what ny col |l eague is saying.

| think Mental Health does have a role in terns of the
response for - along with a nunber of other agencies and
sectors in ternms of violence. But |I think | want to
enphasi se the princi pal consequence for nental health
services of violence is not dealing with perpetrators of
violence - that's an inportant part of our work, but not
the sole part of work. A |large percentage of people we
see in our services have been victins of violence, and
that violence has contributed to the onset of their nenta
heal th problens. Understanding that relationship between
the violence and their nmental health problens is crucial
to providing an appropriate response. | think where we
have not done as well as we could is understanding that
connection and providing the appropriate response.

In fact - | don't know if you are going to - if
you | ook at the evidence on popul ation |evel of what
contributes to violence on a popul ation | evel, nental

health problens is actually a small contributor to

violence. In fact, other factors are nore inportant than
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mental health disorder in contributing to violence.
Factors such as gender, age, use of substances, having had
a prior history of violence, having been exposed to
vi ol ence yourself as a child or a teenager - those factors
are nore powerful in predicting |likelihood of violence
than the actual presence of a disorder

There is one exception to that. There are a
group of severe disorders, such as schi zophrenia and ot her
psychosis, where there is a true increase in violence
associated wth that condition. That doesn't nmean it's a
causal relationship, but people with schizophrenia are
about two to five tinmes nore likely to commt serious
vi ol ence than the rest of the comrunity. But, despite
that, the majority of people with schizophrenia don't
commt violence. That needs to be enphasi sed.

One figure ny col |l eague Professor Millen
enphasi ses, just to bring this hone, is that from studies
they had they calculated a figure called popul ation
attributable risk, which is an epi dem ol ogi cal term which
says, "If you could renove this condition fromthe
community how nuch would the outcone drop?" |If you were
theoretically able to take all people who were di agnosed
wi th schi zophreni a and place them sonewhere else the rate
of hom cide and serious violence in the community woul d
only drop 7 per cent. This suggests that the nmajority of
violence isn't associated with severe nental disorder; it
is associated with other factors, other crimnogenic
factors.

However, we do have an inportant role. There are

a group of people who have severe disorders where their

violence is directly related to their illness, either
.DTI: MB/ TB 22/07/15 1132 BY MS DAVI DSON
Royal Commi ssion FERNBACHER/ KULKARNI / BI SHOP/ BROWNE



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

t hrough del usi ons or hallucinations, where identification
and treatnment of the condition is very inportant.

There are anot her group of people who have
vi ol ence - associated along with other factors who have
vi ol ence who nay have depression or anxiety and other
factors which increase the |likelihood of them acting
violently, and treatment of that condition along with
addressing the other factors reduces the likelihood. But
there are a significant group of people who don't have a
di agnosabl e nental disorder or, if they do have one, it's

not incidentally related to their violence.

M5 DAVIDSON: | will conme back to the issue of how we m ght

deal with people who are using violence and where nental
illness mght be a factor. | wanted to first explore with
the panel the inpact of famly violence as a contributing
or causal factor for devel oping nental illness, which

| think each of you have addressed to sonme extent in your
statenment. | think it's led you, Dr Oakley Browne, to
identify that famly violence is in fact a major public
health issue. Perhaps | could start with Professor

Kul karni and the work that you do in relation to wonen's
mental health and the inpact that fam |y viol ence has for

wonen.

PROFESSOR KULKARNI :  Yes. In our clinic and in the research

that we are doing we actually are | ooking at a nunber of
different conditions that do have a very strong origin in
famly violence or violence of a nunber of different
types, and that's physical violence, sexual violence,
enotional violence and enotional deprivation, and they all
fall into the category of violence.

One of the big conditions that we face in a
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nunber of the psychiatric circles is a condition called
borderline personality disorder and the recognition of the
| evel of trauma and viol ence that wonmen - and

predonmi nantly the diagnosis is given to wonen - who have
this condition who have got a violent background or have
had problens for many years is not recognised very well at
all.

This is where | cone to that point, that taking
of a trauma history or the taking of a story about
violence is not part and parcel yet of standard
psychiatric practice. That's why | think certainly the
Col | ege of Psychiatrists has put out a docunment, and
| have had a | ook at that, and there are details in there
about inproving the education of psychiatrists and ot her
heal t h professionals about the relationship between traunma
vi ol ence and this condition.

This condition is quite prevalent. The |ast
estimates are that there's an expectati on of about
28 per cent of the adult female popul ati on have sone
variation of this condition. It is called borderline
personality disorder formally. There are a nunber of us
who really dislike that particular termand we want it to
be considered to be sonething |ike conplex trauna
di sorder.

The ripples of this condition are quite profound
in that there are many problens with relationships, wth
self-harm wth depression, wth coincidental or overlying
psychotic episodes as well. Then the other thing that our
research has been showing us is the transm ssion to unborn
foetuses in ternms of brain chem stry changes. So we do

have concerns that violence in the famly sense or other
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vi ol ence towards wonen can actually predi spose to the next
generation of nmental illness even before the baby is born.
So these are sone of the things that we are really
concerned about.

Al so another level of concern is that at the
nonent the anmpbunt of training in our health professionals
in psychiatrists to actually deliver the therapeutic
nmeasures that are required to hel p wonen who have this
particular condition is not really there in the popul ati on
in health professionals to the extent that we need the
speci al skills.

| am concerned about the |level of training that
medi cal practitioners don't receive in terns of taking the
trauma stories fromtheir patients in the prinmary health
sector as well as in the professional nental health
sector. | think we really need to be able to inprove
these areas to provide a better outcone.

Overall, the focus on wonen's nental health has
been quite abysmal. It has not received specific
attention other than in the perinatal areas, and even
there there is a considerabl e underresourcing of what's
required for wonen in the antenatal and postnatal periods
in terms of their nental health.

So this is a condition that does affect wonen
nmore than nmen. That's not to say that nen cannot
experi ence borderline personality disorder, they certainly
can, but we need to cope with the relationship between
trauma and this condition and al so the devel opnent of
resources to better provide treatnents for wonen

experiencing this condition.

M5 DAVI DSON: Dr Fernbacher, you have addressed in your
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statenment as well the relationship between famly viol ence
and nental illness and tal ked about how often it's likely
to be that people suffering a nmental illness who are
receiving care are likely to have a background of traunm
Can you outline for the Comm ssion how you see the

rel ati onship between famly violence and nental illness?

DR FERNBACHER: Sure. As has been stated before, violence can

be a causal or a contributing factor to devel opi ng nent al
illness, and a whol e range of nental illness; often

anxi ety/ depression is nore commonly known, that it can be
connected to any formof interpersonal violence. So when
| talk about famly violence - and | think we all do - we
t hi nk about children, child abuse, child sexual abuse,
physi cal violence and then viol ence experienced in

adul thood in famly viol ence.

So, whilst there is sone debate about how nmuch is
causal and how nmuch is contributing factor, when we | ook
at the popul ati on of people who receive nental health care
inclinic and nental health services or receive a nental
heal t h di agnosis the overwhel m ng nunber of wonen have
experienced sonme form of interpersonal violence; nost of
the time nore than once; often prolonged; often nmultiple
times over their lifetime, depending on which area
research has been conduct ed.

If we ook at the nore acute end of nental
heal t h, wonen or people who go to energency departnents or
are seen by an energency nental health teamor end up in
acute inpatient units, anything between 50 and up to
90 per cent of women have experienced sone form of

i nterpersonal violence that nostly happens within famly

Vi ol ence.
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Men have often been | eft out of those kind of
studies. But there are a nunber of studies that also talk
about nen with a nmental illness having experienced - up to
40 per cent of men having experienced chil dhood sexual
abuse. So there are links. Links have been established.
The sheer nunber should tell us that we do work with a
popul ati on that has experienced often significant |evels
of abuse, as has been outlined, sonmetines specifically
around specific diagnosis, but not only. Again there is
research that shows that people with schizophrenia or
psychotic disorders, relatively high nunbers of them have
al so experienced some formof abuse. It's one of the only
areas | think where making an assunption can be hel pful
for people's practice as well as how we work with people
who seek nental health care.

M5 DAVI DSON: Dr Gakl ey Browne, you have al so tal ked about in
your statenment the inpact that famly violence can have in
ternms of devel oping nmental health issues, including also a
relationship with drug and al cohol abuse. Can you expand
on that for the Conm ssion?

DR OQAKLEY BROMNE: Yes. | think there's evidence that persons
who are subject to donmestic violence or abuse as a child
can have the propensity to devel op behavi ours which don't
serve themwell later in life, including a tendency to use
drugs. That can be an attenpt to deal with the synptons
t hey have, but can lead to a sel f-maintaining cycle.

M5 DAVIDSON: | think you tal k about synptonms of PTSD. Can you

expand on what you are tal king about there?

DR OAKLEY BROMNE: |'m not sure which bit you are talking

about .
M5 DAVIDSON: | think it is paragraph 38 of your statenent.
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DR OAKLEY BROWNE: Yes, okay. So post-traumatic stress

di sorder is a disorder which describes a range of synptons
whi ch can occur after soneone's experienced a traumatic
event in their life. Typically the key synptons are
recurrent nmenories about the event which are experienced
as unpl easant and intrusive and can occur both in the
waki ng state and as ni ghtmares and dreans, but a range of
ot her synptons associated with that; anxiety and
depressive synptons. It can lead to withdrawal from
everyday life and a sense of alienation from people and an
inability to engage in normal social interactions with
people. So it has a range of manifestations. But the
core feature is nenories about the event occurring and
bei ng experienced as distressing.

PTSD was mai nly described originally in conbat
veterans, but in fact it's commonplace in civilian
popul ati ons too. The nbst common reasons in civilian
popul ati ons are exposure to violence; famly violence
bei ng the | eadi ng cause, but also violence as a child. So
it's one of the leading factors in civil populations for
causi ng PTSD.

"' mtal ki ng about PTSD as a discrete di agnosis.
There are variations. There are people who will have
synptons of post-traumatic stress which don't reach the
threshold for disorder but are still significantly
impacting on their life. Trauma can also |ead to other
types of disorder, not exclusively PTSD again, especially
anxi ety, depression and substance use agai n because peopl e
can use substances to manage their anxiety synptons, for

i nstance, or their other synptons of dysphori a.

V5 DAVI DSON: So what does this nmean for all health
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prof essionals who are faced with soneone who perhaps is
exhibiting that sort of behaviour, mght be potentially
quite difficult? | think, Professor Kulkarni, you have
identified how often wonen with - if |I nmay use the
term- borderline personality disorder m ght be received

by heal th professionals.

PROFESSOR KULKARNI:  Yes, just as Mark has outlined, the

di agnosi s of post-traumatic stress disorder can be
relatively easy to nmake if you have an i mmedi ate

rel ati onship between viol ence, and that is reported and
that is acknow edged, and then the synptons of
post-traumati c stress disorder are apparent. So you have
this kind of very close, tight connection between the
trauma and then the synptons.

The difficulty that we have for younger patients
or younger wonen who m ght have a chil dhood story of
trauma or witnessing famly violence or experiencing it
t hensel ves is that you | ose that tight connection between
the trauma and then the synptons. So it m ght be that she
becones a 14-year old and then has synptons of deliberate
self-harm so she is slashing her wists, or she has
difficulties concentrating on school work, she has great
trust problenms with adults and so on. That disruption in
what happened to her at a very early age which could be,
you know, three, four, five years of age - so that link is
| ost often in tine.

So what happens is she gets a diagnosis as she
gets ol der of borderline personality disorder, when in
fact inherent in that the origin of that problemis
actually the famly violence or the trauna that she

experienced but we haven't got that inmmediacy to nake that
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link and therefore nmake that diagnosis.

The difficulties with the diagnosis of borderline
personality disorder are several fold. One is it is a
vague kind of disorder. It also carries a stignma.

There's a sense of deliberate self-harmby slashing wists
or burning oneself is inflicted on oneself and therefore
it's just bad behaviour. These patients are often seen as
mani pul ati ve. They are often seen in energency
departnments as clogging up the energency departnent; they
are not real patients.

The treatnents are al so not very cl ear because
it's not |ike sonebody who has a depression, there's an
anti -depressant; sonebody who has a psychosis, there's an
anti-psychotic. There isn't for this group of patients a
clear nedication. There are treatnents, the particular
form of psychotherapy that seens to be effective, but
agai n you need special training to engage the patient in
t hat .

Meanwhi | e, she is also resisting your efforts to
hel p her because there's a sense that she's a bad person.
Oten a child who has experienced famly violence or who's
t he subject of sexual abuse or physical abuse by a famly
menber carries with her the sense that she created this;
this is punishnment for being bad. That continues on
t hr oughout the adol escence and adult life as well. So
again the person can be difficult to treat because they
are not bringing thensel ves forward with their story or
with the conpliance to treatnent.

So for all these reasons this particul ar
di sorder, which is very clearly in about 80 per cent of

cases tied to violence in early life, is not receiving the
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recognition by the diagnosis, which has a dunb nane in ny
vi ew, borderline personality disorder. Borderline kind of
is like, "Well, is it or isn't it?" Personality disorder
neans, "There is something wong with this person's

character,” which is a kind of way of saying, "You are not
a good enough person.” So it is aterrible nane and it
m sses the point that this is actually a form of
post-traumati c stress disorder, but with the distance in
time of the event and then the consequences.

It ripples throughout adult life for this person.
So this is the difficulty we have, as | nentioned, in the
field of not having a traunma focus in our history taking.
This is again an issue for training of nental health and
heal t h professionals, and al so rethinking the diagnosis of
borderline personality disorder, trying to de-stignmatise
it because then you will actually be able to help this

person if you see themas a victimof violence rather than

t he mani pul ati ve, bad person.

M5 DAVIDSON: On this issue of trauma informed practice how

good is the profession and the health profession generally
at the nonent about trauma informed practice? Are we
starting froma | ow base or have we nmade sone

i mprovenent s?

PROFESSOR KULKARNI: | think we are starting froma very | ow

base. There are good attenpts being made now to inprove
the trauma inforned care aspect of things. But we have
started froma very | ow base. W conducted a study
recently. W haven't published the data yet, but | can
say in an audit of 100 files at a public hospital

i npatients who actually have got borderline personality

di sorder, only in 49 per cent of those cases was there any
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guesti on about trauna.

One of the trainee psychiatrists stood up and

said, "Well, | don't ask because | haven't been taught how
to ask about traunmm and, if | find trauma, | don't know
what to do with it." This is also a conmmpn issue in the

general practitioners, who have a very busy practice, they
have a waiting roomfull of patients, and they al so have
coment ed about the difficulty of how to ask about trauna.
"So therefore I'mnot going to ask, because |I also don't
have tinme to deal with if she says, '|I have viol ence' or

'l am subject to violence." What do | do then?" So those
are the sorts of issues that are very real that we need to
tackle in ternms of education process. W also need a
cultural change in our systens to actually bring about

trauma i nforned care.

M5 DAVI DSON: Dr Fer nbacher ?

DR FERNBACHER: | would agree that we are starting froma very

| ow base. | think sone of the issues have been raised
here, that psychiatry traditionally has been very
medi cal ly focused and has set aside those issues now.
More and nore research - we know that violence has a
prof ound i npact on nost people. Not everybody who
experiences viol ence develops a nental illness. However,
usual |y nost people and children and adults who experience
famly violence will have a tenporary nental health
inpact. So when the violence ceases to happen or they are
safe, for sonme that abates. But for many it manifests
quite strongly.

So to nake the connection as you were descri bing
bet ween sonet hi ng that happened a long tinme ago and how

soneone is feeling right now, their |evel of distress,
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they are what within a trauma i nformed care framework or
phi | osophy woul d be seen as a coping strategy. As Mark
was pointing out, if someone is what's called being
re-triggered, so the nenories of the abuse, and often that
may be at a pre-verbal age of a child or later on, are too
overwhel m ng. So soneone starts taking drugs or drinks or
self-harns to actually either get the pain out of their
body or actually do feel sonething, or behaves in ways

whi ch were described - it is a rethinking and
reorientating of a whole range of services.

Mental health is not onits owmn. If we were
serious about trauma infornmed care | think if the
different sectors that people with a nental illness in
this case, who we are tal ki ng about today, cone in contact
w th honel essness services, famly viol ence services,
sexual assault services, we would all need to | ook at
trauma informed care. It really is a reorientating of a
service and a big cultural shift, for sone |arger than
ot hers, and nmental health is probably a | arger one.

"' mwanting to say catchphrase but that's al npost
doing it a disservice. One of the fundanental but very
si mpl e expl anati ons about trauma informed care is to shift
the focus on what is wong with the person, so not saying

to them "What is wong with you," but actually, "Wat

happened to you," which goes a little bit to what you were
saying about, is if it is historically taking - and even
if it is not that, it is having conversations about what
has occurred in people's |ives.

Mental health clinicians take very personal
details. They tal k about very, very personal details

about soneone's |life and things that have happened to
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them including self-harm including suicide. W should
be able to al so ask those questions, sit with the
di sconfort that people often sit with, and not always
think that something has to happen imediately. | think
sonetinmes that is very true, and we heard earlier today
fromthe incredi bly brave woman, |ay w tness, that, yes,
sometimes an intervention of course is required.
Sonetinmes it's not. Sonetines soneone has lived with
the i nmpact of what's happened to themfor the |last 20, 30,
40 years and they have nmanaged as well as they have.

So there is a little bit of, | think, sonetines
an idea by professionals that they have to, when they ask
the question |like you were describing, "I then have to

act . Sonetines we don't. \What survivors often talk
about is that they want to be heard, they want to be
listened to, they need to be believed, and they have a
very, very attuned sense of if that is going to occur with
t he professional that they sit across from So, whil st
some of it is major changes and, yes, we are at the very

begi nning, sonme of it is attitudinal change to nore

integrated change. | think | will leave it there.

M5 DAVI DSON: M Bi shop, do you have anything to had?

MR BI SHOP: | do, actually. | agree with ny coll eagues about

starting froma |l ow base. | guess traditionally nental
health workers are not trained in therapeutic practices or
trauma informed care. In fact it is probably sonething
that they elect to do out of interest, but it is not
necessarily part of the nodel of how they approach the
si tuati on.

Oten, especially in an inpatient setting,

wor kers or the nurses that work in the inpatient setting
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will feel uneasy about talking to people about trauna
because they are either not trained in it, unsure how to
deal with it or they don't have the tine to deal with it.
They mi ght feel uneasy or anxious about the content and
worry about, colloquially we say, opening a Pandora's box.
"What do we then do with the inpact?" Sone of the
concerns include re-traumatising the person or then not
being able to contain the situation afterwards with

the famly or whatever

So | think that nental health workers thensel ves
are geared towards possibly avoiding the content and maybe
bel i eving that soneone el se who is nore experienced wll
pick it up along the way, and then no-one actually gets to
that point or the services refer out to other
professionals that they believe are better suited to be
able to deliver the services that are required. So we do
see this pattern of avoidance that happens w th nental
heal t h workers around traumna.

Al so what Professor Kul karni was sayi ng about
trauma infornmed care and taking history, that nenta
health practitioners are not also very good at taking the
hi story and understandi ng the depths of what they have to
take in reference to history, and then how that links to
mental health presentations.

So | would agree we probably need a | ot nore
education with nental health services who are in the
front-line and our nedical practitioners to be able to
assess the situation properly, especially around famly
vi ol ence, and then carry out appropriate treatnents that

i ncorporate holistic situations and psychosoci al probl ens.

M5 DAVIDSON: | think, Dr Qakley Browne, you identified that
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t here has been sone trauma i nforned care educati on
provided and it's been identified as a priority. It was

provided in 2014; is that right?

DR OAKLEY BROMNE: Yes, that was part of the initiative about

reducing restrictive interventions which the Chief Mntal
Heal th Nurse led, and in conversations with nental health
services and clinicians trauma informed care was seen to
be a very inportant part of inproving our response to
persons in care so we didn't use practices which
re-traumati sed them

So one of the problens with use of restrictive
practices |ike seclusion, mechanical and physi cal
restraint is that we are dealing with a popul ati on which
has a high rate of being a victimof violence or other
forms of traunma. So those practices can inadvertently
re-traumati se the person

So | ooking at other tactics or options or ways of
engaging with the person to mnimse the likelihood of
t hat happeni ng was seen as a priority, and trauma i nforned
care was seen to be the appropriate nodality. So there's
training now provided in trauma i nformed care through a
nunber of options, but it would be true to say only a
small mnority of nmental health care professionals have

been t hrough that training.

M5 DAVI DSON:  Unl ess there's further questions fromthe

Commi ssioners on that topic, | was proposing to nove to an
i ssue that arose fromthe |lay w tness who gave evi dence
previ ously about the way in which her husband had used her
mental illness as a way of perhaps inflicting further
control and inpacting upon her nmental health.

Dr Fernbacher, this is an issue that you have identified

.DTI: MB/ TB 22/07/ 15 1146 BY Ms DAVI DSON

Royal

Conmi ssi on FERNBACHER/ KULKARNI / BI SHOP/ BROWNE



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

in your witness statenent. Can you explain to the
Conmi ssion what is often seen in relation to wonmen with

mental illness who are experiencing famly viol ence?

DR FERNBACHER: Yes. As you were nentioning, the lay wtness

alluded to a couple of ways of how he either used the
mental illness against her but also wonen and many peopl e,
men as well, with a diagnosed nental illness often say one
of the things that happens to themis that, "Everything
fromhere onwards gets seen through ny nental illness. So
if I have an angry outburst, it's because |I have" whatever
the nental illness is, or "If I'"mupset, that's also
because I have a nental illness," whereas many of us have
an out burst and many of us get upset; you don't need a
mental illness for that.

Al so often people, or wonen, are not believed or
questioned, as the lay witness said. "Wat have you done
to lead himon?' Oten within famly viol ence we know
that that occurs and that wonen get asked that question.

However, that is nuch nore likely to happen for wonmen with

a nental illness. As we have heard today, there's an
incredible stigma still attached to nental illness and
often within different types of nental illness, as we also

heard, for exanple, borderline personality disorder, very
stigmati sed, sonmeone with a psychotic disorder, very
stigmatised. It mght be easier these days for people to
admt that they have anxiety, depression. So it carries a
whol e range of things with it.

The other thing that happens frequently is that
mental illness beconmes a tool of oppression within the

famly violence context. So in particular, and as we

heard, when wonen have children their nmental illness can
.DTI: MB/TB 22/07/ 15 1147 BY M5 DAVI DSON
Royal Comm ssion FERNBACHER/ KULKARNI / Bl SHOP/ BROWNE



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

be used against them There is already so nmuch stigna

about nental illness. Being a parent or a nother with a
mental illness carries even nore. People often question,
"Can sonmeone with a nental illness be a good parent?"

So using a woman's nental illness against her,

threatening to have the children renoved, underm ning her
not hering rol e whil st appearing hel pful to professionals
who, unless they sense it, unless they get a chance to
talk to her on her own as she is ready to speak about the
vi ol ence that is happening can just get mssed. W heard
how it got m ssed for the woman who was the |ay w tness.

There are particular strategies that perpetrators
sometinmes use within the context of nmental illness. For
exanple, colluding with her - if a woman has del usi ons,
nmovi ng things around in the house and then sayi ng,
"I don't know what you are tal king about." Self doubt
creeps nore and nore in, and we know within famly
vi ol ence underm ni ng soneone's sel f-confidence and sense
of self is so rmuch part of famly violence, and to add
into a woman's distress and sense of reality in that way
is a particular way to underm ne her

There are a nunber of other ways how it can be
used. For exanple, and this occurred - | know by sone
col | eagues talking to me where her partner was controlling
what tine of the day she was taking the nedication, which
meant that she was unable to function after a particular
time of the day, and woul d go and control the neetings
wi th her psychiatrist and sit in and woul d never, ever |et
her go on her own because he wanted to nake sure that he
could exert that level of control. There are a nunber of

ot her kind of ways of howit is used.
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M5 DAVIDSON: | think you identify in your statement an exanple

of workers in a fam |y violence service not recognising or
blami ng a nental health issue for a woman who was

conpl ai ni ng of bei ng wat ched.

DR FERNBACHER: Yes. Thank you for the reminder. This is a

woman who said, "I can't tell you what it is, but | feel
wat ched. | feel watched constantly."” She did have a
mental illness. The famly violence workers thought it

was part of her delusion. Sonme years down the track it
was found out that her husband had installed video caneras
in the ceiling and was filmng her. So her sense of what
was goi ng on was absolutely correct, but people didn't
quite listen to her, and it was probably a difficult
situation to find out, but she was correct. He was

filmng her every nove.

M5 DAVIDSON: If | can nove on perhaps to the issue of the

potential re-traumatising of patients who have a history
of famly violence within the nental health system You
have already identified it, Dr Cakley Browne, in relation
to restrictive practices. Professor Kul karni, you have

al so spoken about that issue and the need for segregated

units for wonen and nmen in nental health services.

PROFESSOR KULKARNI:  Yes. Actually we have been on vari ous

comrmittees, the last one | think was three years ago,

| ooki ng at providing better safety for wonen who are

i npatients of psychiatric services. It really is a major
probl em because the bul k of wonmen patients who have

i npatient adm ssions for depression, psychosis, bipolar

di sorder or sone other condition often do have violence in
t heir background, trauma and violence in their background.

So when they cone into hospital and they are nmanaged in
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acute inpatient wards of the public systemand the private
systemthey are often in the mx with other patients who
can be disinhibited, can be severely unwell. You don't
get to be in an inpatient unit unless you are severely
unwell. So the disinhibition can lead to further

traumati sation with actual sexual assaults have been known
to happen; fortunately not frequently, but they can
happen.

So, with this in mnd, the various governnents
had put forward - in fact | think in the 1990s we were
involved with witing gender sensitivity policies. But
when it conmes down to it sonme of the basic principles of
provi ding safe care can be as concrete as just building a
wall in some of the wards and saying, "Here is the fenale

area and here is the nale area," because these are very
nmobi l e patients. Basically everyone is in together, which
| think sonmetines surprises the general public, that there
isn't segregation of female and nale patients. In sonme of
t he hi gh dependency units, which is where people are
managed who are very unwell, this can be a specific nunber
of, say, three or four beds that are just in one area
where you have the nost acutely unwell people all together
of both genders.

So | have attached to ny statenent a copy of a
publication of research which we did | ooking at the
i nci dence of sexual trauma in a situation of a gender
specific ward conpared to m xed gender wards. You don't
need to have great research skills to note that the
results show that basically in the single sex ward areas

there were fewer incidents of trauma and vi ol ence.

| think this is an inportant step forward in
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ternms of dimnishing the re-traumatisation of very
vul nerable wonmen. It's been pleasing that the work that's
happened over the last five or six years has actually |ed
to changes in the architecture of many of our inpatient
units. So certainly newy built units do take this into
consi deration. But there are sone still old units around
where there is not femal e only areas.

The UK in particular passed legislation in 2006
making it mandatory that their inpatient units have
segregation of the genders to actually provide better

safety and privacy for their femal e inpatients.

M5 DAVI DSON: Dr Fernbacher, 1 think both you and Dr Cakl ey

Browne have identified the gender sensitivity and safety
guideline. But | think you talk about the re-traunati sing
of patients in inpatient units, not just in terns of

sexual assaults but in all sorts of ways. Can you expand

on that for the Conm ssion?

DR FERNBACHER: Some of it relates to what Mark was referring

to about restrictive kind of practice and sonme of the
practice, and people or wonen get re-traumati sed because
it mght trigger a previous nenory, it mght be simlar to
sonet hi ng they had experienced before. However, also
behavi our of other patients or inpatients can al so be seen
as threatening or re-traunmati sing.

So soneone m ght have a |oud argunent, be
slamm ng a door. As Jayashri was saying, you don't get
into an inpatient unit unless you are really unwell.
Peopl e are highly distressed and sonetines the way they
express thensel ves can be rather |oud or feel threatening
to ot her peopl e.

So what tends to happen, as so often in
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situations like that, it's likely that the attention goes
to the person who is |oud or noisy or slanmed a door or
had a | oud argunent with soneone el se, but the person in
the corner that's kind of nore quiet and is hiding away is
mssed in a busy inpatient unit. W can understand why.
However, that's probably likely the person that is
re-traumati sed and it mght trigger sone of their early
menories and they may not be seen to. So it can be
anything from- it doesn't have to be |oud, but behaviour
frompeople that can re-trigger soneone.

That is difficult because it's a busy environnent
and people are really unwell. So it could occur about
many different kind of - sorry, |I'mnot expressing nyself
very well. It can be a whole range of things. Sone are
nmore obvious than others. |f soneone is |oud or noisy or
aggressive or is follow ng soneone or is disinhibited in

their interaction, they are the nore obvi ous ones.

M5 DAVI DSON: Dr Qakl ey Browne, did you want to add anything to

t hat ?

DR OQAKLEY BROMNE: Yes. | think we have probably paid

insufficient attention to the environnent or the
architecture of the units. There's been significant
i nvest ment over the last two to five years in creating
envi ronnments which are nore gender safe. But there is
al ways a problemwith retrofitting old wards which are now
20 years ol d about how you can do that in a way which
still maintains a therapeutic environnment for all persons
receiving care there.

As ny col | eague said, Professor Kul karni, sonme of
the newer units they have achieved this because they have

been designed fromground up. | know sonme units which
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| think are exenplars of what can be done with good design
to enabl e people to have appropriate space and contri butes
to a therapeutic environnment and mnimses the risk to

t hensel ves and ot hers.

|"'mnot sure | entirely agree that conplete
segregation is the answer. Mst units haven't gone for
conpl ete segregation. They have allowed sone flexibility
and all owed for segregation when it's necessary for the
concerns of the individual people, but allowed sone
flexibility about how roons are used.

When a person gets admtted to a unit one of the
core tasks woul d be assessing, "Were is this person nost
appropriately placed in the unit to ensure their safety,
and what do we need to do to maintain their safety?"
That's partly about where they are in the unit but also

about nursing engagenment and observation with the person.

M5 DAVIDSON: | note the tinme. 1 o'clock. Perhaps we should

adjourn for lunch until 2 pm

COWM SSI ONER NEAVE: | just had one question. As | understand

it, there's no gender segregation now in the large public
hospitals in relation to patients in there for physical
conditions, is that right, or are there still sone
hospitals where there is gender segregation for physical

care? |I'mjust interested in understanding the context.

PROFESSOR KULKARNI : There is | ess gender segregation now in,
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COWM SSI ONER NEAVE:

context of nental

So the argunent here is that

in the

health you really need to think about

this differently because of the fact that many of these

people wi Il have suffered viol ence,

ot her fornms of viol ence.

PROFESSOR KULKARNI

famly violence or

Yes. | do agree wth Mark in that it

doesn't have to be conpletely a male ward and a fenual e

ward. But a female area to provide sone privacy and

safety seens to be the way that produces better results in

terms of not re-traumatising patients.

COW SSI ONER NEAVE

Thank you.

M5 DAVIDSON: 2 o' cl ock?

COWM SSI ONER NEAVE
LUNCHEON ADJ QURNMENT
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UPON RESUM NG AT 2. 00 PM

M5 DAVI DSON:  Just prior to the break we were tal king about the

i ssues of gender sensitivity and the guideline that has
been produced. Dr Fernbacher, you raised sone issues
about how it m ght be best to inplenent those progranms to
ensure they enbed a |l ot better in terns of actual
practice. Can you identify for the Comm ssion what you
think it would be quite inportant in ternms of ensuring
either that practice or other sorts of practices that you
woul d advocate bei ng enbedded into the actual treatnent
settings, how the Conm ssion m ght go about making the
recommendati ons that woul d assist in enbedding that sort

of practice?

DR FERNBACHER: The gui deline on gender sensitivity and safety,

for exanple, which is the | atest one that the depart nent
had published, in ny experience the challenge often with
guidelines is that they guide, as their name says, and so
t hey shoul d, but they are not binding.

Wth these guidelines the departnment actually
went a step further two other tines and al so funded the
devel opnment of sonme training. That was then delivered to
a select few staff in psychiatric inpatient units, so it
was ai med at psychiatric inpatient units rather than the
whol e of the clinical nental health service, and touched
on a range of issues around gender sensitivity and safety.
Fam |y viol ence, sexual assault and trauma were part of
that, but there were other issues as well.

It was done on the "train the trainer"” nodel. So
nore senior staff frominpatient units were trained across
a nunber of nodul es and they were then given the

responsibility to roll out their training in their own
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inpatient units, and inpatient units also needed to commt
to devel op an inplenentation plan and feed that back
t hrough to the departnent.

So that actually went further than at other tines
when gui delines are put out and it is then left to the
mental health services in this case. So that was really
wel coned by many of us who worked in the sector because it
gave nore inpetus and nore responsibility, but also a
f eedback nmechanismto the departnent that this training
has occurr ed.

However, at the sanme tinme only doing training, as
many of us | think will know, is not enough either. So as
we were tal king earlier about inplenenting, for exanple,
sonmething like trauma infornmed care is really a
reorientating of services, so overall | think with any
future strategies, if it is trauma infornmed care, if it is
gender sensitivity and safety or other issues or indeed
famly violence, | think there need to be a nunber of
| ayers, for exanple, a strategy, guidelines, but also sone
bi ndi ng feedback nmechani sns where nental health services
woul d need to denonstrate how they have integrated those
sentinments or the guidelines or the strategies into their
service delivery. So training is one aspect, but how can
you denonstrate that you have actually now either
reorientated your service or that people are really
practising in a different way. So, if that is through
KPI's or other mechanisns, | think it would be inportant

that that is part of any inplenentation.

COWM SSI ONER NEAVE: Can | just ask you, you said that that was

directed at inpatient services. Was participation on the

basis of interest or did everyone go?
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DR FERNBACHER: As far as | know, the training was rolled out

to - all inpatient units were invited, and | think al nost
all - there are 21 clinical nmental health services in
Victoria, and | think all of them participated. Sone

m ght have only had one person attend from an inpatient
unit. But, as far as | know, all did, yes, or close to

all.

COWM SSI ONER NEAVE: But not necessarily everyone in that unit?
DR FERNBACHER: It was limted to one or two people fromthat

unit, who then were responsible for training their own
staff. The next |evel down, how many people wi thin each
unit have been trained, | don't know. That information
went back to the departnment. That's got its own
chal | enges when you work with people on rosters, for
exanple, and it takes a long tine to really train
everybody. You al nbst have to start again, because in ny
own service where we run a trauma infornmed care reflective
practice group after having rolled out sonme trauma

i nforned care training we keep getting people who - we

t hought we trained everybody, and at that tine everybody
or al nost everybody was trained, and now we are realising
that new staff are there all the tine or sessional staff.

So it has its own chall enges working within that context.

M5 DAVIDSON: In ternms of the other panel nenbers, do you al so

identify that there are sone particular difficulties in
enbeddi ng or inproving practice at a statew de consi stent
sort of level, given the sort of structure for nental

health services?

DR OAKLEY BROMNE: | agree with ny coll eague that providing

training of itself doesn't guarantee to get sustained

change in practice. |If you are publishing a guideline or
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ot her device to bring about change, it has to be part of a
br oader i nplenentation plan which uses a range of
strategies to enbed and sustain the change. The sort of
things you will be interested in is buy in at the Chief
Executive and high level, so that it's clearly identified
as a priority for the service, and endorsed by senior
managenent .

You certainly want to provide training, but
mul ti-nodal training, using a range of training
opportunities to get people involved. You need to
identify |l ocal chanpions. Health care services, health
care providers were very tribal in a way, and our practice
is very nmuch influenced by what respected ot her
practitioners do. So social influence is very inportant
in shaping practice. So having people who are regarded as
good practitioners by people in the front line endorsing a
particular practice is very powerful in bringing about
change. So local chanpions is very inmportant. | think
that's what that program endeavoured to do, and that there
were 74 train the trainers identified and they would be
peopl e who woul d be regarded as credible by their peers.

There are other things going to individual
practitioners using a process called acadenic detailing,
which is sitting down with the practitioner, talking about
their practice and identifying their specific needs to
provide a tailored response for them

So you need to use a range of options, and you
need to have clear followup with evaluation and sone
degree of measurenment, and in certain cases you can
i ncorporate the nmeasurenent into contractual requirenents

of the health services. For instance, in the effort to
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reduce the use of restrictive practices, seclusion is now
nmeasured and the departnent gets rates from each service
of the use of seclusion, has set targets to reduce the use
of seclusion. That's the restricted practice where
soneone is placed in a roomby thenselves. That's now in
the statenent of priorities which boards and seni or
executives sign off on. So part of the way their
performnce was assessed is a clear statenment about
attaining certain targets around secl usion.

So | think you need to use a range of nechani sns
like that to bring about change in a conplex system and
make sure the change is sustainable. So, while a
gui deline and training about a guideline is essential,
it's not sufficient and other things need to be done as

wel | .

COMM SSI ONER NEAVE: That was a very good recipe for culture

change within a profession, | think, what you have just

articul at ed.

DR OAKLEY BROMWNE: Yes, | agree. It is all inplenentation

science or translational research, sonetines people - it
is still a new science in health care and it is sonething
that we need to know a | ot about.

If I can diverge a bit and show you an exanpl e.
Washi ng your hands after you have seen patients has been
known since the 1700s to reduce infection rates in
hospitals. But, still, if you do surveys in hospitals
about washi ng hands you will find very |ow adherence
rates. So science of itself doesn't drive behaviour
change and you need to do a range of other things to bring

about behavi our change.

COW SSI ONER NEAVE: Thank you.
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M5 DAVI DSON: Moving on to another issue that Professor MGorry

rai sed and the way that CAT teans operate, and | think he
t al ked about noving back into a hospital setting rather
than going out to famlies and the consequences of
potentially exacerbating soneone's behaviour by requiring
that they turn up to an energency departnent. Perhaps,

M Bi shop, can you tal k about how CAT teans work?

MR BI SHOP: Sure. So traditionally CAT teans are like a

hospital in the hone type of focus. Usually it involves
two clinicians who are nulti-disciplinary, so they could
be a psychiatric nurse, a social worker, psychol ogi st or
an occupational therapist. Sonetinmes a nedical
prof essional is also present. They would get | guess a
notification fromwhat we call the triage, which is the
| ocal tel ephone information and referral based service
t hat takes psychiatric - what we call - energency calls.
They would then issue a referral to the |ocal CAT team or
what we call brief intervention teamnow. Then they woul d
have to act within a certain time period given the rating
that the triage service had given to them

The triage scal e cones out of the Departmnent of
Heal th and Human Services, and there's different criteria
for when the CAT team needs to respond. The idea would be
that they would attend in what we call a psychiatric
energency, so that person is either quite suicidal or they
are experiencing acute psychosis or other types of
presentati ons where violence mght be a factor. The CAT
team woul d then nmake an assessnent on whether or not they
needed police, and then they would organise for the police
to cone in.

O late one of the problens has been with our

.DTI: MB/ TB 22/07/ 15 1160 BY Ms DAVI DSON

Royal

Conmi ssi on FERNBACHER/ KULKARNI / BI SHOP/ BROWNE



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

brief intervention teamis that the police have been
del aying their response, often taking nultiple hours to
actually attend and assist the workers to actually go down
to the house. So when they feel that it's not safe.
| deal ly, the workers, with police in attendance, if the
client was violent, would probably admt that person
either to an energency departnent or they would admit them
into the acute psychiatric unit. If it wasn't a crisis
response that needed police or anbul ance, then they m ght
provi de sone nental health assessnent about where their
mental state is at and determ ne what type of service they
woul d need fromthat point.

| f the person didn't require adm ssion and was
suitable for home treatment, then the brief intervention
or CAT teamwould then treat that person over a period of
around two to four weeks. That would involve a
mul ti-nmodal focus of possibly going into the person's hone
and seeing themthere or getting the person to conme into
the clinic, depending on the need. One or two clinicians
woul d be deci ded on, depending on the need of the person.

But ideally the role of the CAT teamis to reduce
ri sk, prevent hospital adm ssion and to treat a person's
mental illness in the |east restrictive way possi bl e.
That woul d usual ly include nmedication. Sonetinmes it m ght
i nclude sone crisis therapy, but not always. Once again,
it depends on the education of the person who is providing
the service. But ideally their aimis to reduce risk and
get mental state under control, and sometinmes if they have
time they would attend to the psychosocial needs of the
person, which would include fanm |y violence or financial

probl ens or honel essness.
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M5 DAVIDSON: You say "if they have tinme"?

MR BI SHOP:  Yes.

M5 DAVI DSON: Do they have enough tine generally to be able to
attend to psychosoci al needs?

MR BISHOP: | think it depends on the tine of the week and the
time of the day. Definitely on weekends the service would
be overrun on a Friday night or a Saturday night. There
can be a bit of a bed pressure push fromthe inpatient
units. So inpatient units will refer back out to the
brief intervention teamor the CAT team and they woul d
need to, | guess, clear up sone space Or SONe resources
avail able to take sone of these clients. So it does
depend on the need, and it does ebb and flow during the
week.

My experience in working with the CAT teamis
that they will prioritise certain interventions and then
other interventions will get left aside depending on their
need. So they nmay have tinme depending on the workl oad.
But if they have a ot of clients that they are managi ng,
then they m ght not have tine to inplenment any
psychosoci al interventions.

M5 DAVI DSON:  What about how often do they go out into the
famly, into the hone?

MR Bl SHOP: Again, it depends on the need of the client. They
sonetimes will go out daily, every second day and
sonetines every third day. So it does depend on the need.
The time that they spend in the famly hone is again
dependent on what their board - we call it the
board - what their workload is like for the day. They may
have nore tinme, so maybe 15 m nutes, nmaybe half an hour to

an hour to spend with soneone. But often they m ght spend
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15 mnutes to half an hour just to interact. Again, it
depends on the | ocale of the person, whether they are able
to reach everyone in a particular tinme period because they
are driving to the houses, and what they actually have on
for the night. So they may have sonething like five to
Six to seven honme visits to do in a shift, and they m ght
not be able to provide everyone with the |level of service

that they would |ike to.

M5 DAVI DSON:  Prof essor McCGorry tal ked about sort of forcing

people to really conme to the energency departnent. |Is
t hat happening as a consequence of the availability of the

CAT teant

MR BI SHOP: It can do, again depending on the presentation of

t he person and dependi ng on the resources that are
available for that particular shift. There m ght be a
nove because of safety to nove the person into an
energency departnent. There mght be a transition phase
bet ween them being in the energency departnent and getting
an admission into an inpatient unit, which can be
sonetinmes up to 24 hours. So it does really depend on the
case.

| think that, |ike what Professor McGorry was
tal ki ng about, with drugs and al cohol | think now we are
seeing the | evel of violence has increased in the
comunity, and the clinicians are probably nore wary about
goi ng out and seeing people in the home and probably have
a high reliance on police and anbul ance and energency
servi ces because their risk of being victins of violence
t hensel ves has actually increased because of substance

abuse.

DEPUTY COWM SSI ONER NI CHOLSON:  Could | just clarify. Do the
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CAT team - are they first responders?

MR Bl SHOP: They can be first responders.

DEPUTY COWVM SSI ONER NI CHOLSON: I n what circunstances?

MR Bl SHOP: Usual ly when the person is presenting with acute

presentation, |ike, they are expressing their psychotic
delusions, they're being violent to the famly or they are
attenpting self-harmor they have a suicide plan, the CAT
teamin that instance will be first responders. That is
dependent on, like | said, the triage scale or the risk

t hat has been assessed at that triage |evel.

DEPUTY COMM SSI ONER NI CHOLSON: So for a person that they

haven't had contact with, what does a fam |y do?

MR BISHOP. So a famly - they may enter into the systemin a

nunber of different ways. They nmay go to their GP and
their GP mght refer themto the nental health service
because the GP identifies some risk or need for
speci al i sation. They may take the person to a private
psychiatrist and the private psychiatrist nay al so refer
t he person through the gate and they will be seen naybe
within a week or two weeks for an appoi ntnent, depending
on need, or the famly may ring energency services and
they will speak to 000 and the 000 operator would either
i ssue the police or the anbul ance, depending on their

assessnent, or the famly - - -

DEPUTY COVM SSI ONER NI CHOLSON: 000 woul dn't connect themto a

CAT teant?

MR Bl SHOP: No, not usually. The famly would only really get

access to a CAT team from ny understandi ng, through
accessing the central triage point of the nmental health
service. Oten fanmlies will ring the triage service for

an energency response, and triage may facilitate that
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ener gency response for them by coordinating a police or
anbul ance response. But if the famly rang 000 they m ght
not necessarily get triage contact.

COWM SSI ONER NEAVE: | have a followup. | have the
i npression, and this may be quite inaccurate, that there
has been a reduction in the involvenent of CAT teans and
that police are doing the work - or sone of the work that
CAT teans fornerly did. You have referred to an escal ated
ri sk, and that nay be one reason for that. But are there
other reasons? |Is it because there's |ess funding
avail able for CAT teans? |Is it because there's a change
in the philosophy of how these situations should be
handl ed?

We have heard from- in our consultations, in our
comunity consultations, of elderly people having to deal
with children, adult children, in their famlies who are
mentally ill and violent, and the great difficulties that
t hey have had in getting a response to assist them
particularly in circunstances where they don't want to
call the police.

MR Bl SHOP:  Yes.

COWM SSI ONER NEAVE: Because they don't want their child to end
up in court or in gaol or whatever

MR BI SHOP: O course.

COW SSI ONER NEAVE: So | would like to get sone feeling as to
what people should do in those circunstances and whet her
the CAT team responses are adequate.

MR BISHOP: | think one of the problens is that people may
often get confused between the CAT teans being an
energency service versus being a respondi ng service that

deals with nental health problens. | guess all | can say
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is anecdotally and frommy experience in working in the
public nmental health field that perhaps there's an
increase in nmental health presentations that are
overl oadi ng the system perhaps there's expectations on
both part that one will respond instead of the other. So
t here m ght be expectation fromthe police's viewthat
t hey woul d expect the CAT teamto respond, and the CAT
team m ght feel that the police need to respond. So there
can be, | guess, a msnmatch of |anguage, if you were, in
terns of what needs to occur.

| feel that the resources that are available for
the CAT teans in terns of being able to respond in a way
that everyone would like is probably reduced. It is
probably not | arge enough, and we probably need nore
clinicians, nore nental health workers on shift to respond
in away that we would like to instead of being able to
respond in what we would termto be a reactive crisis

response way.

COWMM SSI ONER NEAVE: Has the funding in that area declined or

not kept pace with the expansion of the popul ation?

MR BISHOP: | will probably pass it over to Mark.

DR OAKLEY BROWNE: Commi ssioner, can | take that as a question

on notice to confirmw th ny colleagues in the departnent.
As | understand it, the funding hasn't reduced, and the
rate of contacts hasn't reduced, but you need to be

m ndful that Victoria's population has increased
substantially over the | ast decade, something like a

mllion, I'mtold.

COWM SSI ONER NEAVE: | did have that in mnd. So | was

wonderi ng whether it had kept pace with either the

increase in population or, if nmental health problens are
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i ncreasing, that increase.

DR OAKLEY BROMNE: Yes. | think it would be true to say the
services haven't grown at a rate consistent with the
growh in the population in the state. So the raw nunbers
that are presenting is greater, if that nakes sense.

COWM SSI ONER NEAVE: Thank you.

DEPUTY COWM SSI ONER NI CHOLSON: Can | just clarify, then. |Is
it true, then, that the CAT teans no | onger deal wth
crises, they are a brief intervention service, and the
crises are dealt wth through 000 with the police and
ambul ance service?

MR BISHOP: | think it's a coordinated response. So they
want - - -

DEPUTY COMM SSI ONER NI CHOLSON: So if a famly rings 000 you
said, | think, that they are connected to the police or
t he anbul ance, not to a psychiatric service?

MR BI SHOP: That's right, yes. So if they ring 000 they go to
pol i ce or anbul ance.

DEPUTY COWMM SSI ONER NI CHOLSON: Wi ch is where nost peopl e
woul d ring, | assune.

MR BISHOP: | think it depends on how the famly feel, and what
t he Conm ssioner said before is very true, where famlies
will be worried about contacting the police because they
are afraid that their famly nmenber will be incarcerated
or get crimnal charges.

DEPUTY COWM SSI ONER NI CHOLSON:  Who el se woul d a nornmal nenber
of the public know to contact?

MR Bl SHOP: They woul d probably contact our triage service.

DEPUTY COWMM SSI ONER NI CHOLSON: How woul d they know t hat ?

MR Bl SHOP: | hope through either accessing their GP or a
private psychiatrist. | guess it's very dependent on
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whet her or not they have had interactions with the nental
health systemin the past, otherw se they probably woul d

not .

DEPUTY COWMM SSI ONER NI CHOLSON: They are probably not going to

get it froma GPin acrisis, are they?

MR Bl SHOP: The GPs can ring the triage service, and they do

often do that with the client in the roomwth them
However, they may be waiting on the phone for a while
before they get a response. GPs, as we stated before,
only m ght see people for 15 m nutes or sonething and
don't necessarily have the resources to wait with a client
who is in an acute psychotic crisis for their crisis team
to respond. Even then the CAT team may only respond
within a period of two to eight hours before it gets

shi pped to an energency service.

M5 DAVI DSON: Were there any further questions fromthe

Cormm ssion on that issue of CAT teans?

COMM SSI ONER NEAVE:  No.

M5 DAVI DSON: Can we go back to the question of trauma inforned

care. You were present when the |ay w tness gave
evidence. She identified really a range of different
responses that she received fromnmental health
professionals. In sone cases she wasn't asked in relation
to what was happening for her, and in other cases where
she had di scl osed the response didn't necessarily deal

w th what was happening for her. Are you able to perhaps
comment on her experience and how you see the nental
heal t h profession should be respondi ng and how you can

i nprove that response?

PROFESSOR KULKARNI: | might start off by saying that

unfortunately the description of the lay witness is not
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one that's out of the blue. 1It's quite a comon
experience of patients. The difficulty is what | have
said before, which is that a nunber of nental health
clinicians and general practitioners in particular do not
feel that they have had the training to be able to take a
trauma history properly, and it's not as sinple as saying,
"Have you been abused? Are you being beaten up?" There's
alot nore toit, and a lot of the practitioners of nmany
di sci plines do not feel that they have had and have not
had enough training to be able to take that kind of
history. So that is a problem that we have a workforce
that needs greater upskilling in howto do this, and there
are sone neasures that are being taken at the nonent to
i nprove the education of the workforce.

The Royal College of General Practitioners have
al so undertaken various activities to inprove the
education and skilling of their practitioners - that's
primary health care general practitioners - on this whole
area as well. So both of those areas, nental health
practitioners and prinmary care practitioners, need nore
training.

It needs to becone enbedded in the basic history
taki ng and assessnent before a nanagenent plan is
devel oped so that situations like that don't arise, that
no-one really knows the | evel or extent of the violence
that the person is experiencing that has led to the
synptons that she's now descri bing.

| guess the other point that the lay w tness
touched on which is another significant one is what does
the practitioner then do with that information, because as

well as not feeling |ike they have had enough training the
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ot her comment that comes back fromthe field is, "I don't
know what to do if | do uncover violence. | really have
no idea where | take that." That's another whole area

t hat needs sonme attention, particularly with even
providing nore | ocalised resource booklets. So if you are
a GP practising in this area, you can send your patient to
this particular counsellor or these services and so on.

So those kinds of informations need to be put
together and be readily accessible for both nental health
practitioners and prinmary care practitioners, otherw se we
are going to keep seeing this mssed informati on and

m ssed opportunities and then greater suffering.

DR FERNBACHER: | think | have now forgotten your question, |I'm

sorry.

M5 DAVIDSON: Firstly, how did you see the experience of the

lay witness with respect to nental health professionals
and how do you see that we could potentially inprove the
response that would be provided by nental health

prof essionals in those circunmstances, both in terns of
ensuring that they ask but for those professionals who
were made aware of what was happening to her, how do you
see the way that they have dealt with that information and

how can that be inproved?

DR FERNBACHER: Thank you. | would agree with what Jayashri

was saying, and it kind of |inks wth what Mark was and
what we were tal king about before, a nmulti-Ilayered
approach overall. Also we nmust ensure a clinician is not
left on their own to have to respond and have to know how
to respond w thout the support of a system behind them

| suppose within a greater focus on trauma

infornmed care, for exanple, if sonebody does not feel
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equi pped enough or know edgeabl e enough to respond to
soneone like the lay witness, if a good relationship with
a local famly violence or a famly violence service wuld
exi st, and/or secondary consultation would exist, it would
be feasible to think that the nental health clinician
woul d tal k confidentially with the famly viol ence service
to either get a second opinion, get sone support about,
"How do | go about this?"

This is a specialist service who nmay have sone
i deas or support or - in fact, at one stage | know
| assisted in a situation where we made sure that a famly
vi ol ence service worker canme to an appointnment with a
psychiatrist with a woman who was experienci ng sonet hi ng
not too dissimlar to the lay witness and coul d support
both the wonman and the clinician and assi st in thinking
t hrough sonme of the options, and that was really hel pful
to both, the woman who was the client as well as the
clinici an.

So I think there are a nunber of ways to think
t hrough those things, and what is really inportant is to
know what we need to be able to and capable - what we
coul d expect as skills and know edge and know ng and how
to respond as a baseline for hopefully nost clinicians, no
matter what their professional background is, when to
maybe work or get a coll eague involved who's nore senior
and nore experienced in the work, like ny coll eague Drew
here, and when to collaborate with a referral, so involve
a specialist service. So againit's a multi-|ayered kind

of approach.

MR BISHOP: | can just add to that. | think what Dr Fernbacher

is saying is really inportant in relation to having
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partnerships with service agenci es and havi ng good
partnerships with the local famly violence agencies, so
we can do sone, | guess, co-learning about each of our
services and how to respond in sensitive ways towards
mental health and to famly violence, which would probably
be dependent on one being able to form good rel ati onshi ps
with the agencies in the area but also devel oping a

trai ning programthat used both agencies' know edge and
then delivered that in a way that was suitable for both
the famly violence agencies, or nmutually beneficial, if
you will, to both the fam |y violence agencies and to the
mental heal th workers.

Then, on top of that, | think the supervision and
mentoring for also the fam |y violence workers but al so
the nmental health clinicians is probably also inportant to
make sure that the learning that is held between the two
services, the education provided, is then carried on
t hrough the work into the practice, because | believe that
alot of the time we do what's called sort of didactic or
t eachi ng approach but the learning that is done there is
not then consolidated into practice and not applied
properly, so the learning is lost, and a | ot of people
just say, "l just went to a training. | can't renenber a
single thing about it," because it's not then carried on
t hrough the service and it's not chanpi oned by seni or

mental health professionals or famly viol ence workers.

DEPUTY COWMM SSI ONER NI CHOLSON:  Per haps, M Bishop, if | could

take that issue up. In your statenment you describe what
| think is in effect the role that you play often with the
famly violence services is sonmewhat a bridge between the

famly violence service and the nental health system
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MR Bl SHOP: That's correct. Yes.
DEPUTY COWMM SSI ONER NI CHOLSON: I n a nunber of systens the nost

effective way of building on the training and ensuring
that practice changes is by actually placing an advanced
practitioner into, in this case, the famly viol ence

system |Is that sonething that you woul d consider?

MR BI SHOP: Yes, | think that it's a very good way of worKking

with the | ocal agencies. W do that with a nunber of
agencies in the teamthat I work with. It gives the
workers, or in ny case the famly violence workers, direct
access to nme rather than needing to junp through a | ot of

hoops.

DEPUTY COWMM SSI ONER NI CHOLSON: So you actually spend tine in

their service?

MR BI SHOP: Yes. W used to have a worker that would go there

fortnightly, weekly to fortnightly depending on need, and
she would sit and do assessnents at their service, and the
clients that they would refer, had already been to the
service, felt confortable in comng in. The famly
vi ol ence workers could get consultation fromher or, if
she was unavail able, they could contact ne and I could
gi ve them consul tati on over the phone. |In her absence
| could go to the service and provide whatever it was that
t hey needed froma nental health perspective.

| do education with the famly viol ence workers
on a nonthly basis around different nental health
presentations, and they really actually enjoy that
practice. They get a lot out of it, and it has actually
rai sed their confidence in dealing with people who have
conpl ex nental health problens and have a history of

famly violence. So | believe that, yes, it's a very good
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way of being able to integrate the two nodels.

COW SSI ONER NEAVE: Just as a foll owup, how do they educate

t he ot her way?

MR Bl SHOP: That's a good point. | actually went to a training

with the Donmestic Violence and I ncest Resource Centre, or
they were then called that, and | did sone training on

the CRAF, the tool that's used to assess risk in famly
violence. That was really useful for me to | earn about
the famly violence system | think one of the ways that
there's learning back is that they are able to tell ne
about their experiences and sone of the problens that they
take, and then | take that back to my teamand | run
training for my team about not only what services are
avai l abl e and not only the experience of famly violence
but also | guess the experience of famly viol ence workers

as wel | .

M5 DAVI DSON: Dr QGakley Browne has identified in his statenent

a partnerships project with sone recommendati ons in 2006.
Can you just outline where that project - what's happened

si nce then?

DR QAKLEY BROWNE: Yes. The project was conpleted and the

docunment was distributed to all health services with the
expectation that the health services inplement that in a
way which reflected the |ocal context. So each area woul d
have different arrangenents in terns of relationships with
services, social services and so on, and they were felt to
be in the best position to inplenent. Unfortunately there
was no systematic followup by the departnent in

eval uation. So we are unaware, other than from what we
know fromtal king to coll eagues, of how that's happened

across the state. M sense is it's probably not been done
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consistently across the state. There would be patches of
excel | ence, and probably Sabin and Drew can tal k about
t hose, but there would be other areas where it hasn't been

inplenented in the way it was i ntended.

M5 DAVI DSON: Dr Fernbacher, can you conment on the

partnershi ps and the work that you have done and how you
see those sorts of partnerships benefitting people with

mental illness who al so experience fam |y viol ence?

DR FERNBACHER: Sure. The project or the report we are

referring to is the project that |ooked at
statewi de | evel s of collaboration between nental health
services, famly violence and sexual assault services at
the tinme. As Mark alluded, the report was put out. There
were sone great recomrendations around the need for
col | aboration, reasons behind it, et cetera, but it was
then left up to nental health services to inplenent that.
Locally where I work, having stepped out of that
role at the departnent at the tine, we took that as
i npetus to have nore of a focus on those issues, and
brought - and managed a project from about 2005 to 2013
where we brought | ocal organisations fromthose three
sectors together. It was an attenpt at follow ng the
recommendati ons and | ooki ng at the - breaking down sone of
the silos that we often tal k about, |ooking at how we can
make it easier for people or for wonen froma famly
vi ol ence service to get - or famly violence workers to
get access to nental health services and vice versa.
We did a range of activities and smaller projects
over the years, and one was the opposite of what Drew was
tal ki ng about, a secondary consultation. W piloted

secondary consultations by a famly violence worker into
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one of our comunity mental health centres. W nodelled
that on some work in New South Wal es that was done over a
nunber of years and eval uated, and showed sone really
hopeful results, and, simlar to Drew s description, it
was a very short-termproject. It was associated with a
Masters student, so it was tinme limted, therefore.

But the nunber of consultations that the famly
vi ol ence worker did over tinme showed up the |evel of need
by nmental health clinicians to get sonme support. \Wen
t hey had spoken to her it was not unusual for themto then
have a further discussion or conversation with the client
who had disclosed famly viol ence, and then further
di scl osures of child abuse and chil dhood sexual abuse
becane evident, whereas sone of those clients had been
with the service for sone tine and nobody ever had spoken
about it.

So the benefit that then flowed through to the
client seemed very obvious, even though the famly
vi ol ence worker didn't do direct assessnment or work with
clients. But that sort of secondary consultation onsite,
a bit |like what counsel was saying earlier, the
face-to-face, being as part of a team even though
part-time and short tinme, seened to make a big difference.
We couldn't extend that because there was no - famly
vi ol ence services, as we all know, struggle wth demand as
wel |l and there was no funding attached to that. So that
was a pilot project.

We did a nunber of other activities through that,
sonme professional devel opnent, sone reflective practice.
But it never really - whilst there was a whol e | ot of

energy for the project for a while - we also |aunched an
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informati on poster that had information about the issues
pretty much what we are tal king about today, so sone key
i ssues around nmental illness and fanmily viol ence and
sexual assault, with sonme information about [ ocal
agencies, and there was great enthusiasmat the tine -
over tinme interest kind of dimnished and sone services
said, "Look, nental services isn't on the top of our I|ist
to kind of work on.” So eventually the work of that
project folded due to |ack of interest.

There was a project that cane out of that that
was funded by the Departnent of Human Services at the tine
that | ooked at the work of famly violence services in the
northern regi on and how they worked with womren with a
mental illness, nmental health issues and their children,
and that report was fed back to the departnent, with sone
recommendat i ons agai n around sonme of the things we touched
on, the structural changes that need to happen,

pr of essi onal devel opnent training policies, et cetera.

M5 DAVI DSON: Fromthat experience, Dr Fernbacher, what do you

see as potential barriers to devel opi ng those

part nershi ps?

DR FERNBACHER: Not all is about resources, but to nanage a

proj ect you need soneone in a position that has the

endor senent by managenent, so a bit what Mark was sayi ng,
the high level - you know, that your organisation is
actually taking this seriously, that this is part of core
busi ness, for exanple. So it is those kind of nessages,
on both or within all those sectors. You do need sonebody
who can manage or guide a project. In this case it was
nmysel f and our then area nmanager. But | did the bul k of

work in a part-tine role. But nevertheless we had that
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resource, and not every area nental health service, or
nost don't, and a conmtnent to | suppose | ooking at those
i ntersections and, furthernore, all those things that we
tal ked about that could be devel opnment of policies |ocal,
as well as agreenents between organi sations, but those
kind of things take tinme as well.

So sonme of it is resources. Sone of it is
allowing tine for people to attend to sone of those
activities of a project. So sone organisations had
trouble getting workers there because they wouldn't all ow
themor they could not in their tinme, whereas others had

t hat made avail abl e.

M5 DAVI DSON: Dr Fernbacher, you have also identified the

possibility of nore nulti-disciplinary hubs. Can you

expand on that for the Comm ssion?

DR FERNBACHER: So a little bit simlar to what was raised in

terns of connections are usually easier nmade when people
are within a same building, and over the years in Victoria
we have had nmany exanples - | renenber | think in the 80s
there was sonething called the NOVN Centre on Sydney Road.
Sone of us may renenber that. There was Child Protection.
| think there was a honel ess service. There was a wonen's
service and ot her services, and people would literally
wal k fromone part of the building to the other one to
talk to people in the other organisation. Wilst that

m ght seem so sinplistic, it is actually sonetines as
sinple as that, as co-location does make a change. People
get to know each ot her, understand better how each other's
services work. That person, if those rel ationships work,
becorme often the friendly face of that service. W have

heard that fromDrew, for exanple, as well. W know from
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the multi-disciplinary centres between sexual assault and
police how well that interface al so works.

Patrick McGorry was saying earlier on about
Headspace, which is a different way to do that, which
nmostly has private practitioners. But there is
opportunity for public nental health services, famly
vi ol ence services, sexual assault services potentially to
be involved in co-located services, if it's primary or

secondary or tertiary consultation.

M5 DAVIDSON: | see you are all nodding. |Is that sonething you

all woul d endorse?

COW SSI ONER NEAVE: Can | just test that a little bit. | can

see fromthe point of view of the client that it's an

enor nous advantage to walk in a single door and then to be
able to go to different areas with different problens.
Does it break down the professional and disciplinary
boundari es, or do people still stay in their owm little
prof essi onal space? What's your experience, if you have

had sonme, with the latter question?

DR OQAKLEY BROMNE: | think it generally |l eads to breakdown in

t hose boundaries. |If you work al ongsi de peopl e and you
get to know themin another way other than their
professional role, I think you get a better understanding
of their roles and tasks, and they of you. So I do think
it can lead to an inprovenent in relationships and
under st andi ng.

| think Sabin, in her subm ssion, refers to the
fact that Mental Health speaks a different |anguage from
ot her services, and that can be a problem W have
di fferent ways of thinking about things. The opportunity

to tal k around cases and do that over a period of tine
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| eads to sone nerging of | anguage and ideas. So | think
generally it can lead to advantages. Qher things are of
i nportance too, but it is a useful way of proceeding.

DR FERNBACHER: | think the different |anguages is a very good
point. | think early on in our partnership project
soneone said that we first need to work out that we al
speak the sane | anguage, and ny coment was we won't be

doi ng anything for the next 10 years, | think. Mybe it
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ot her, because each sector has such uni que | anguage. But
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by being co-located and working together | think that is
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possi ble, for professionals to at |east understand each

[ERN
w

ot her and therefore hopefully for the client that to be

[EEN
N

better as wel .

15 M DAVIDSON: On the point of |anguage, | think, M Bishop, you

16 also identified that the different |anguages between the

17 two sectors is a potential barrier, particularly for

18 famly violence workers getting access to services, but

19 al so you identified that as an issue for consideration in

20 training nental health professionals on things |ike the

21 CRAF. Can you explain what you see as being the

22 differences in those | anguages?

23 MR BISHOP: | think famly violence services and nental health

24 services have different ideas about what constitutes

25 mental health and what constitutes a nental health crisis,

26 and what constitutes risk and what doesn't. | think that

27 a famly viol ence worker's assessnent of risk when they

28 are |looking at a nental health presentation is different

29 from how you woul d expect, say, a triage worker to assess

30 risk. They would ask different questions around ri sk.

31 They woul d have different screening, | guess, questions in
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their head around things |ike psychosis and so on and so
forth.

So I think that when a fam |y viol ence worker
interacts with the nmental health systemor with a nenta
heal th worker their expectations are not net because they
are not often conveying the concerns that, say, a triage
wor ker or a CAT clinician is expecting to then
warrant - initiate the service that they would be after
such as a crisis response.

M5 DAVI DSON:  You have also identified the need to - if you are
to have training and risk assessnent for famly viol ence
for nmental health workers, you woul d suggest sone
co-facilitated training?

MR BISHOP: | think that that would be useful. Again, we are
tal ki ng about different | anguages and different styles of
explaining the same problem So | think that having
co-facilitated training between fam |y viol ence services
and nental health services would be ideal because, again,
it would lead to that breakdown and that barrier that
seens to exist between systens.

M5 DAVI DSON: Dr Qakley Browne, in ternms of training in
relation to the CRAF, the Commpn Ri sk Assessnent
Framewor k, for nental health professionals you have
identified that sone training has been done in Victoria?

DR OAKLEY BROWNE: That's correct, and we checked wth the
agency yesterday who's responsible for providing the
training. They tell us that they have put through about
6, 500 health professionals in their training and they have
a regul ar program of training.

Having said that, that's a good nunber but the
nunber of people enployed by the public nental health
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service is 10,000. They would be training people outside
the public nental health service as well. So it's
probably still a small mnority of people who receive
training. So it's not been as extensive as m ght be
necessary.

Just while we are tal king about the CRAF,
| understand tonorrow there will be a session on
addressing the issue of predictability and instrunments
li ke the CRAF will be discussed. The CRAF is a good
starting point, | think, and provides a good franmework for
heal th professionals and social service workers. There
have been sone criticisnms of it. One is, although 70 to
80 per cent of violence is male on femal e violence, there
is 30 per cent of violence which relates to el der abuse,
for instance, or sibling on sibling or fenale on mal e.
The CRAF is a little bit light on those areas of violence.
So it's good on nmale on femal e viol ence.

The assessnent tools are a good starting point.
They are a good aide nenpbire for a trained clinician to be
t hi nki ng about the things that they should be engaged in
in discussion with soneone about. But they haven't been
val i dated as screening tools as such. So further work
woul d need to be done if they were to be used as a
screening tool in health services.

But, having said that, | think it's a very good
start. It provides a nice discussion for a health or
soci al service worker and provides themw th a franmework

whi ch they can use as a reference point.

MS DAVI DSON: In terns of risk assessnent fromt hat

perspective, do you see that as being part of a traunm

informed care nodel, that if you are tal king about trauma
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informed care you are taking a full history, both past
vi ol ence and al so present violence; is that how t hey woul d

interrel ate?

DR OAKLEY BROMNE: Yes. | would place | ess enphasis on risk

predi cti on because in fact the science is not very good at
that and nore on risk managenent. So in terms of famly
vi ol ence, yes, one of the things that an instrunent |ike
CRAF shoul d be providing is a framework which health

prof essionals can use for managing the risk. There is a
di fference between trying to predict the risk of this

i ndi vidual and al so nmanaging the risk to mnimse the
risk. We have perhaps overenphasised the risk prediction
and under enphasi sed the ri sk managenent as to what
actively should be done to nmake the situation safer for

peopl e.

M5 DAVI DSON: Dr QGakl ey Browne, you have also identified a need

potentially to inprove intake and assessnent processes and
al so i nprove discharge planning to ensure that there's a
safe home to go to, and an integrated and supported
recovery plan. Can you expand on what you'd identify as

bei ng possible inprovenents in those processes?

DR OAKLEY BROWNE: One of the key issues raised in both

nati onal documents and state docunents and i ndeed service
docunents is the need to include fam |y nenbers and carers
of persons with nental disorder in decisions about
provi sion of care, managenent of risk and appropriate
pl acenment after discharge. Although | think we strive as
health workers to address those issues, probably we could
do better.

So as has al ready been pointed out by ny

col | eagues on the panel, by Professor Kul karni in

.DTI: MB/ TB 22/07/ 15 1183 BY Ms DAVI DSON

Conmi ssi on FERNBACHER/ KULKARNI / BI SHOP/ BROWNE



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

particular, if you did an audit of many case files and

| ooked for evidence that a clear history had been taken,
including the history of risk of harmto self or others,
including fam ly violence or the experience of abuse in
chil dhood, you will find that's often overl ooked.

I f you | ook for evidence in files that people had
taken a view - a trauma inforned view about the
presentation of this person and how they can assist that
person, often that wouldn't be conveyed in the files. So
that is a real problemand requires quite a shift in the
t hi nking of the workforce, of all of us, and we have just
begun on the pat hway there.

Part of that shift is about being inforned about
how trauma i npacts on people but also relates to how
information is shared both within clinical teans and
bet ween teans and services and wth carers and famly
menbers to mnimse that risk. This wll probably be
subject to a different condition. W probably don't have
as good a clarity about how information should be shared

as we need to have to nmnage situations as well as should

be done.

M5 DAVIDSON: | wll cone back to the issue about information
sharing shortly in relation to people with nental illness
who are using violence. Before | do so, | wanted to just

have your views, Ms Fernbacher, in relation to
opportunities to inprove famly violence services and
particularly refuge services. You have identified in your
statenment sone of the difficulties that are associated for
wonen with nmental illness in accessing refuges. Can you

outline those for the Conmm ssi on?

DR FERNBACHER: Sur e. I think there are sone clear barriers or

.DTI: MB/ TB 22/07/ 15 1184 BY Ms DAVI DSON

Royal

Conmi ssi on FERNBACHER/ KULKARNI / BI SHOP/ BROWNE



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

situations or sonetinmes when wonen are really very unwel |
that a stay in a refuge may not be appropriate. However,
| also know from practice and wonen tal ki ng about this
over the years that - and sone workers tal king about -
that, whilst it's also true that workers can fee
underskilled in working wwth wonen with a nental illness
or wonen and children with a nental illness or nental
heal th probl ens, some of the barriers may also relate to
the stigma around nental ill ness.

So in ny statenent | tal ked about one situation
that was relayed to ne where a woman had been referred to
a famly violence service, was going to a refuge, arrived
there, and in the haste of packing up - she was | eaving a
crisis and just got out - didn't have her nedication,
psychiatric nedication with her. The refuge refused to
accomodat e her and put her into a notel overnight, over
several nights, until nedication could be organised.

When | asked questions about it, because |I was
quite baffled by that, | have to say, it was alluded to
that they couldn't guarantee the safety of the other
residents in the house, which I think - | wasn't privy to
t he actual situation, but I think that kind of shows the
| ack of understanding, a |lot of stigma and concerns about
t hi ngs that probably shouldn't be a concern. |It's
very - firstly, why would the woman be dangerous to
anybody else? So that relates to the stigma around nental
illness, | believe. But also if she msses one or two
doses of her nedication it's unlikely that her nental
health will deteriorate that quickly. M psychiatry
col | eagues here can comment on that nuch better than

| can, but usually nedication takes sone tine to take
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effect but also for it to wear off. So there really
shoul d not have been any problem

| f we juxtapose that with wonen, for exanple, who
are on the nethadone program and | worked in the famly
vi ol ence sector sone years ago when we had started then to
ensure that when wonmen needed to nove out of their area,
whi ch they often need to do, that their nethadone woul d be
transferred to the chem st down the road and the famly
vi ol ence staff would support her to pick that up there.

So to ne that exanple, that's just one exanple
that raises a nunber of other issues. Alittle bit Iike
what we were tal king about earlier on, if the refuge or
the famly violence service has got a good rel ationship
with their I ocal nental health service, then they could
maybe organi se the transfer of the medication quicker.

But, nevertheless, there was no real reason why the woman
coul d not access the service.

| know anecdotally that often when a referral is
made for a woman with nental illness, and having been on
either side of the service system that wonen are
frequently asked, "But can she share with others?”
| imagine all wonmen are asked but wonen with a nental
illness seemto be asked just that little bit nore often,
and I"mnot sure what that relates to. Maybe it is again
around the stigma. Wnen with a nental illness can share
in the same way or cannot share in the same way wi th other
peopl e, and sharing a house with a nunber of other wonen
and children at a point of crisis isn't probably great for
anybody and isn't good for anyone's nental health other
t han peer support.

So there are a nunber of barriers, | think. Sone

.DTI: MB/ TB 22/07/ 15 1186 BY Ms DAVI DSON

Conmi ssi on FERNBACHER/ KULKARNI / BI SHOP/ BROWNE



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

of themare quite legitimate. |[If a woman is really
unwel |, then a refuge may not be the right acconmodati on.
But quite frequently it is difficult for wonmen to access.
| know that inpatient units, psychiatric inpatient units,
have been asked for a witten statenent about a woman's
mental state, that she's safe or well enough to go to a
refuge, and that is problematic to obtain from an

i npatient unit.

| know of a situation where a coll eague assured
the famly viol ence service she was making that referra
because the woman needed refuge and she was wel |l enough,
but she wouldn't be taken because a witten statenent
wasn't given. At the sane tine, refuge workers did not
feel well enough equi pped to support the wonman.

So there are a nunber of barriers, and | think
sone of the solutions, as we touched on earlier, you know,
training is one of the things, reflective practice,
secondary consultation, being nore famliar with nental
heal th services, not beconming a nental health speciali st
but knowi ng maybe a little bit nore about nental illness
and how it inpacts and what is likely to be expected or
how it may mani fest or when to involve nental health
services would all be helpful, I think things to do - for
famly violence services to feel nore confident about

working with wonen with nental illness.

DEPUTY COVM SSI ONER NI CHOLSON: Ms Fer nbacher, would sone of

t hose probl ens you tal ked about associated with refuges be
due to them being communal in nature? The Conm ssion
heard yesterday froma nodel of refuge accomopdation in
South Australia where a woman and her children have an

i ndependent living situation. Wuld that overcone sone of
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the problens that you have alluded to this afternoon?

DR FERNBACHER: Yes and no. | think it would in terms of

having to share and refuges or famly viol ence services
bei ng concerned about wonmen being able to or not able to
share with others. | think - | inagine overall it would
be a great way to support wonen with children no matter if
they have a nental illness or not.

However, if it was - and there are sone exanpl es
in Victoria as well of kind of cluster, | think, |iving
with a shared courtyard but separate units, which can go
sonme way towards peer support, | imagine. But also
separate units mght allow easier access, for exanple, for
a nental health service. So currently, and |I know there
are exceptions, sone refuges would not have a nenta
health clinician attend at a refuge, whereas others may do
t hat, because of the high security status of refuges, so
nobody can know where they are. So a wonman with a nenta
i1l ness who receives nental health support who then has to
nove into a conpletely different area, for exanple, within
Mel bourne or Victoria | oses her connection with the nental
health clinician, which could potentially be a great
source of support.

So if a nodel |ike the one you are describing
from South Australia would allow for that, which | would
i magi ne would be a little bit easier to do, that would
probably solve or do away with sonme of those barriers,

yes.

DEPUTY COWM SSI ONER NI CHOLSON:  Thank you.

M5 DAVI DSON:  You have also identified that the requirement to

nove away fromthe area in order to access a refuge

service is - actually has a particular issue for those who
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are receiving nental health treatnent because of the way
that the nental health service is structured. Can you

explain that particular difficulty?

DR FERNBACHER: Sure. So clinical nental health services, as

al nost every sector, have their particul ar geographi cal
boundaries. So, for exanple, the one | work in covers the
cities of Darebin and Whittl esea, and many of the others
have specific - a specific catchnent area.

G ven the high security nodel being the only
refuge nodel being the only nodel in the State of
Victoria, to ny know edge, wonen have to nove usually a
| ong way away fromnot only where they live, where their
children go to school, where they see their mental health
clinician and they have their supports, but al so where
famly nenbers and ot her people are known to themlive.

So they have to nove out of their nost inmmediate
environnment and their supports into a conpletely different
area. Again, many wonen | know would find that stressful
and di stressing, including children, who then have to go
to a different school, l[ose their |ocal comunity support.

Now, obviously if lives are at risk that is a
particular situation and it probably needs to override
t hat disconnection. But, if it is not that precarious a
situation, fromny know edge novi ng away from your support
system and that mght include professionals, and in this
case nental health professionals or your |ocal GP or your
mental health clinician, and having to then see soneone
conpl etely new - sorry, so if a woman woul d nove into a
different area because the refuge is in a conpletely

di fferent geographical area, she would | ose that

connection with her clinical nental health service. |t
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woul d be too far to travel but also that service could no
| onger see her and would have to refer her to the | ocal
nmental health service where she would stay in that refuge,
but that would only be for the time that she's in that
refuge. |If she then noves again, she would have to
potentially change again and she may well not go back into
her owmn area. So potentially she would have two new
mental health services working, and if she has to nove

again that occurs again at a tinme of high crisis.

COWMM SSI ONER NEAVE: | just wanted to understand that. |Is that

due to sone rul es about the funding of particular
services? | can go to a GP anywhere in Ml bourne if

| want to. So is there sone rule which requires you, if
you nove out of the area, not to access that service? |Is

that how it works?

DR FERNBACHER:  Yes.

DR OAKLEY BROMNE: It is not quite as rigid as that, as | hope,

but, yes, the services are organi sed around geographic
boundaries. Typically, when you nove into another area,
then you would receive services fromthat other area .

There are exceptions and the boundaries - - -

DEPUTY COWM SSI ONER NI CHOLSON:  Even if that's tenporary?

DR OAKLEY BROMWNE: No, if it's tenporary you mght stay on, and

there are agreenents about how | ong you have to have been
in the new area before the transition occurs. If it was
just a tenporary shift, you were staying with sonmeone el se
or it was anticipated it would only be for a few weeks,
then I would not think it would be good practice to

change. It is recognised there is that flexibility.

DR FERNBACHER: | think there is probably two ways about that,

t hat sone services would adhere to that and ot hers woul d
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transfer the care. But also to have to travel back a | ong
way to the nmental health service - so sonmeone could be
from Bendi go and ends up in Frankston. That's a

chall enge. O even within Mel bourne you woul d then need
to - if you don't have a car, how do you get - - -

COWM SSI ONER NEAVE: | understand the practical problens.
| was just wondering about what the principles were that
governed the provision of services.

DR OQAKLEY BROWNE: The broad principle is, if you shifted to a
new geographic area and the shift is going to be
per manent, however you define that, then there would be a
change in the provision of care. But there is usually a
transition period where you may continue with the old
service, and the transition is neant to be done in an
orderly, planned way rather than precipitously.

There can be practical issues. |If the person
needs ongoi ng access to out-of-hours services, then that
may require a nore i nmedi ate change, just for sinple
| ogi stic reasons that the out-of-hours service wouldn't be
able to be provided if you were at sone di stance away from
it.

M5 DAVIDSON: M Bishop, you have also identified the
opportunities to provide nental health services within a
refuge setting but also sone issues about sonme potenti al
barriers to doing that. Can you expl ain what you have
previously investigated about providing a service within a
refuge?

MR BI SHOP: Sure. As | stated before, we had another worker
who was working in our secondary consultation famly
vi ol ence outreach specialty, and we were devising a system

of being able to provide sone onsite group work or
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consultation within refuge services. That nodel, we did
not - | guess it didn't kick off because the resources
that we had available to us had to be shifted. So we were
unabl e to provide that nodel

| guess sone of the boundaries that | sort of see
is - one of themis people not being there permanently,
that that can be a barrier to people receiving good nental
health services. So that's a barrier, that people stay
there short termand then they nove out. So trying to
devise a nental health nodel that is treatnent effective
can be quite hard in those circunstances.

| think the other barrier that m ght be evident,
and | can touch on this just frommy personal experience,
is being a male clinician and then sone refuges havi ng
different policies around whether or not they let nales
into the refuge. The service that I work with, the
Sal vation Arny Crossroads Famly Viol ence Service, has a
particul ar policy around nales being | guess gender
sensitivity trained, and they need to definitely
understand the nodel of care and be very nuch trained in
famly violence practices.

In ny experience, nmental health workers are not
traditionally trained in that, and that would include the
mal e part of the workforce. So that may limt | guess a
mal e's ability to be able to provide inreach services as

| outlined into refuges, which can be difficult.

M5 DAVI DSON:  What is your view about or perhaps anyone's view

about whether or not it would be a difficulty to have a
mal e professional providing treatnent to a wonman in that
kind of crisis situation? Is it a potential risk, or is

it a beneficial thing?
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VMR BI SHOP: | believe in sone circunstances there can be a risk

of re-traumati sati on dependi ng on what the wonen's and the
children's exposure has been. Fromny practice
perspective, afterwards, when |I'musually seeing wormen
and/ or children for psychotherapy, there hasn't been a
problemwith me being a male. | really think that it's
inmportant fromdefinitely a therapy perspective and a

t herapeutic rel ationship perspective that wonen and
children get exposure to positive relationships with nmale
professionals and males in general. | think that it's
really part of the therapeutic process and really
important for themto recover fromthe trauma that they

have experi enced.

PROFESSOR KULKARNI: Again, it is interesting, in our clinic we

started off wth all-female staff, but over tinme in fact
we now have nmal e staff as well engaging in therapeutic
interactions. It does work well, but you have to pick
your cases. There will be - we always give the patient
the option of having a female therapist. Sonetines people
do ask for that and we go along with that. But it depends
al so on the training and sensitivity of the therapist.

You can get sone terribly insensitive and badly trained

wonen t herapists as wel | .

M5 DAVI DSON:  Anot her issue that was raised during the early

days of the hearings was the possibility of child and

adol escent nental health services providing services,
particularly therapeutic services, for children. You
heard fromthe lay witness the difficulties that she's had
in terms of getting sone sort of therapeutic services for
her children. | think, M Bishop, you have identified a

possible difficulty for child and adol escent nental health
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services, or CAVHS, in relation to providing services in a

refuge situation?

MR Bl SHOP: Yes. | should just preface this by saying that the

teamthat | work inis an all-of-life service. So we are
quite unique in the adult nental health field where we
woul d see people frombirth until death, essentially,

whi ch is unusual. Most adult nental health services see
people fromabout 16 to 65, and sonetinmes 65 and over, or
in Oygen's nodel | believe that it's 15. W have a
cohort of clients who are under 15. So we are in a
privileged position of being able to provide primarily
psychot herapy services to kids who are under the age of
15.

The CAVHS nodel | think works very simlarly to
the adult nental health nodel about, one, they don't
necessarily provide inreach or going into services to
provi de psychot herapy and, two, they work on a
person-centred address nodel, where if the child was to
nove out of the refuge then they woul d have the sane
problens as the adult nental health service would. So
their ability to be able to continually address the needs
of children froma nental health perspective is | guess

i nfl uenced by those barriers.

M5 DAVIDSON: | think perhaps for the transcript people we

m ght need to take a five-mnute break, just until 25 past
t hr ee.

(Short adjournnent.)

M5 DAVIDSON: Before | nove on to the issue of nentally ill

perpetrators of famly violence, the lay witness raised an
i ssue about the need for nandatory reporting of famly

violence. Perhaps if we were to break that down into
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per haps two i ssues that probably arose from her evidence,
the first is the idea of mandatory reporting but perhaps
t he second woul d be whether or not there is a barrier to
reporting, whether or not it's mandatory, in circunstances
where in this case the lay witness had discl osed that
information in the context of a professional relationship
wi th potential confidentiality issues around that.

| would invite you each perhaps to think about
t hat and perhaps give your views about, one, whether or
not there needs to be sone ability to at |l east permt a
mental health professional or a health professional to
di scl ose that kind of information or report it to soneone
and, two, whether or not it should be a nandatory

reporting obligation.

PROFESSOR KULKARNI : Can | start, because it's an issue that

| have been engaged with wth the Col |l ege of General
Practitioners, who are debating this at the nonment, and
al so the Col |l ege of Physicians. The Coll ege of
Psychiatrists hasn't got up to debating it yet, but I'm
sure it's around the corner.

In listening to the lay witness's statenent,
| have been in exactly that sane position wth a nunber of
patients that | have been involved with in the clinic, and
t he concept of sone kind of reporting does allow the
clinician to take some action. Sonetines the whole issue
about the famly violence can make you feel as the
clinician quite powerless to do sonething because the
worman who is suffering is suffering fromseveral things.
It's not just the abuse that clearly can be physical,

sexual, nental that's going on, but it's also that over a

period of tinme, as the witness said, she will have been
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di senpowered herself in a nunber of ways and al so be
soneti nes not accepting of treatnment or help.

So from many points of view there's a kind of
stal emate in what can happen. As that witness said, it
was through the mandatory reporting of the children and
the child protection services that got involved that then
unl ocked a whol e series of actions.

| have to say that it has been hel pful to have
sone of the changes that have happened for Victoria
Police, the police involvenent in terns of the
intervention orders and the sorts of nore accessible
service that the police have that allow sone intervention
t o happen.

How do you negotiate that at the nonment with the
Mental Health Act or the confidentiality that's inplicit
in these interactions becones an exercise in your own
| evel of experience and your own | evel of capacity to work
through this with your patient. That is fairly fraught
because if you are nore senior you will be able to
negotiate it; if you are junior or you have even less tine
and autonony, then chances are you will plead that you
can't do anything because you are bound by
confidentiality, and you can actually watch this person
really go under and in fact with deathly consequences.

Soinny viewl think it would be very hel pful
for there to be sonme capacity for sone reporting. The
difficulties wwth nmandatory reporting is: where do you
draw the line? It may be very sinple if there are
significant bruises, fractures and physical evidence of
physi cal assault or sexual assault. But with our field

those signs are not there but in fact the danage can be
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quite a whole lot greater and a whole lot nore difficult
to actually help. So |I think we would have sone probl ens
with where do you draw that line, although with children
we are to report enotional abuse or neglect or
deprivation.

So | started sonme years back thinking, "W can't
have mandat ory because that's going to take away fromthe
wonman' s own i ndependence and her own volition and, if you
i ke, the sort of things that we are trying to build up in
this person - build up the confidence, build up the
self-esteem So if we junp in and take all that away,
then we are going to be counter-therapeutic."”

But, on the other hand, the nore | have been
involved in this field the nore concerned | am about the
| evel of harmthat is happening to wonen who are in the
situation of famly violence and the harmthat observing
this violence is doing to their children. So it's al npst
a level of priority. W have to save sone |ives, we have
to actually save the capacity for the children to have
normal |ives as nmuch as possible. In that case we may
need to intervene.

| think that every tinme we have had any change
that's been effective - seatbelts, bicycle hel nets,
cigarette advertising - it hasn't been through nedical
education. It has been through the law. So | really do
t hi nk we need sonething, and that's ny personal view
| would agree with the lay wi tness, but perhaps not

mandat ory.

M5 DAVIDSON: So if | can encapsul ate what you are sayi ng, you

need an ability to breach the confidentiality?

PROFESSOR KULKARNI :  That doesn't just depend on the
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individual's clinician's seniority and skill base.

MR BI SHOP: | woul d agree that there probably needs to be sone

| evel of being able to report or mandatory reporting that
needs to be in place. But, again, | agree with Professor
Kul karni's statenments about the difficulties that are
within that. It is about balance, and it's about trying
to bal ance the client's independence and enpower ment
versus you taking that away fromthem and doi ng sonet hi ng
that they may not IiKke.

So | think that negotiation with the client is
very, very inportant, and sitting down wth them and
talking to them about the risk and giving them sone famly
vi ol ence education is probably key to be able to get them
on board. But, as we have previously stated, not al
mental health clinicians are trained to do it in that way.
In that field, how do we then know that everyone's getting
the same | evel of education to deliver the sane service
versus should we just mandatory report irrespective of
what the education level of the clinicians are? So it's

hard to bal ance.

M5 DAVI DSON: Does anyone el se want to contribute a view?

DR OAKLEY BROWNE: Yes, it's an interesting problem Certainly

within the current laws and in common |aw, as | understand
it, health professionals do have the discretion to break
confidentiality if they think there is a serious and
immnent risk to the person or there is a risk to the
public good and wel |l being. So they can exercise their
judgnment in certain circunstances and choose to break
confidence and di scl ose to another person. That's
particularly the case when a person is a caregiver or a

fam ly nmenber who may be at risk thensel ves.
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But the situation where the person is continuing
to be at risk and is saying, "No, please don't disclose
this to anyone,"” is particularly problematic because you
have to bal ance her autonony versus the risk of exercising
her autonony poses to herself.

| understand there are different views about
this, Iike the Australian Donmestic and Fam |y Viol ence
Cl eari nghouse has said it is opposed to nandatory
reporting. The National President of the Australian
Associ ation of Social Wrkers says this renoves the power
of the victimto decide when the police are notified and
that makes the victimeven nore powerless. The Australian
Law Ref orm Commi ssion has al so expressed concern. So
| think there's quite a diversity of views.

| f mandatory reporting is introduced, then ny
view is that staff have to have very clear and rigorous
training around that, and their responsibilities need to
be clearly delineated and done so in a way which is not
anbi guous. They need appropriate support when naking
t hose decisions. There has to be an outconme which doesn't
put the person at nore risk. So there has to be an
out conme which | eads the person down a path where they are
going to be safer as a consequence of the mandatory
reporting. So those systemthings need to be in place.

Thi nki ng of my own personal practice, | amof the
view there would be circunstances in which | would
di scl ose despite the person telling nme not to disclose.
That would be when | cane to a view that the person's life
was at serious risk, for instance, they had suffered
serious assault and there was a strong indication that

that was |ikely again, or they had suffered rape, or the
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person had access to weapons or threatened to access
weapons. So there would be scenarios |ike that which
woul d cause ne very serious concerns about the life and
wel | bei ng of the person where |, in those circumnstances,
may di sclose to other authorities like the police. But
hopefully I would do so after discussion wth the person
and outlining ny reasons for doing so, and also putting
things in place to ensure that result of ny disclosure

wasn't her being placed at nore risk.

M5 DAVI DSON:  Thank you. |If we nove on now to the question of

people who are nentally ill and are using violence as a
consequence of their mental illness. Perhaps, Dr QGakley
Browne, can you first outline for the Conmm ssioners the
test that really is applied for conmpul sory treatnent and

detention of people with nmental illness?

DR QAKLEY BROWNE: Yes. So essentially there's a nunber of

criteria under the Mental Health Act which need to be net.
First of all, the person has to have a nental disorder.
That's defined in the Act as being a disturbance of
feeling, cognition, perception - there's sonething el se,
but essentially it's a legal definition of a nental
disorder. It doesn't necessarily coincide exactly with a
nmedi cal definition of nental disorder.

On top of that, they need to pose a serious risk
to thensel ves or other persons. Wat serious risk is is
not defined in the Act. So that's left for judgnent call.

Thirdly, you need to be convinced that provision
of treatnment cannot be done in any other less restrictive
way ot her than placing themunder an order, so it's not
feasible to deliver the treatnment that the person needs in

sone other manner. Particularly if you are placing them
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1 in an inpatient unit you need to be of the view that

2 that's necessary and that there is not a | esser

3 restrictive option available to them

4 Then the Act has a series of exclusion criteria
5 defining what a nental disorder is not or what you can't
6 pl ace a person under an order for. That woul d be things
7 like religious belief, use of drugs and al cohol just of

8 itself aside frombeing a disorder. It would include

9 things |ike antisocial behaviours. Antisocial behaviours
10 of thenselves wouldn't be sufficient to use the Menta
11 Heal th Act.
12 So that's essentially it. So it is the presence
13 of a mental disorder as defined in the Act; the presence
14 of serious and imrminent risk to self or others; that the
15 treatnment can't be provided in sone other neans; and that
16 t he behavi our of concern isn't one of these other ones
17 whi ch woul d be excl uded by the Act.
18 ©Ms DAVIDSON: That can result in both either detention or it
19 can result in conpulsory treatnent; is that how it works?

20 DR OQAKLEY BROWNE: Yes, both. Under the Victorian Act it can

21 result in placenent in an inpatient unit. There are

22 desi gnated area nental health services which have

23 inpatient units within them So if you need to detain a

24 person they need to go to a designated area nental health

25 service and be placed in the appropriate unit wthin that

26 service. So that's to detain them

27 Then if you need to initiate treatnent there are

28 tenporary treatnent orders which can be initiated so that

29 you can use nedication or other interventions to treat the

30 person. It is also possible to treat the person under a

31 comunity treatnment order. So it's not necessary that
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they go to an inpatient treatnent facility. You could, if
you felt that you could do it safely and appropriately,
treat themin the comunity.

M5 DAVI DSON: Does it mean under that test that it's a
cunul ati ve requirenent?

DR OAKLEY BROMNE: Yes. All criteria need to be present, yes.

M5 DAVI DSON: So a person can pose a serious risk of inmnent
harmto others but that wouldn't necessarily nean that
t hey shoul d be detained; they m ght be treated in the
community on the basis that that would be a | ess
restrictive way?

DR OAKLEY BROWNE: There woul d be sone people who we woul d know
woul d pose serious risk to others but don't have a nenta
di sorder, for instance, or don't neet the criteria for the
disorder. So there are people that we know who have a
hi story of violence and nmal adapti ve behavi ours but don't
have a nmental disorder as defined in the Act. So that
puts you in a very difficult predicament. You know there
is arisk but you can't use the Act to detain them or
treat them

So that's the major scenario which causes

problens for clinicians, particularly around persons who
have anti soci al behaviours and a history of antisoci al
behavi ours and nay neet the criteria for what we call
anti social personality disorder who can quite often
present with aggression and violence, particularly if
i ntoxi cated, and then the issue will be do they truly neet
the criteria for the Act and can you invoke it to conpel
themto have treatnent.

M5 DAVI DSON:  So under the Act how does that incorporate the

situation where you have a person who is posing a risk to
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famly nenbers? How do you assess that?

DR OAKLEY BROWNE: Under the Act there is no assessnent too

which is used across the state. There are a variety of
assessnent tools which can be used by front-1line
clinicians, and nostly services have devel oped their own.
Typically they are a set of itens which directs the
clinician to enquire about these factors and cone to a

vi ew about what the hazards are and then start planning to
manage t hose hazards.

In specialist settings there are tools which have
been devel oped and val i dated where their properties are
wel | understood and which can be used to try to predict
dangerousness. An exanple of such a tool which is wdely
used in forensic settings is the HCR- 20, which is an
i nstrunment which we know dependi ng on people's score what
that neans in terns of their potential dangerousness in
the i medi ate and distant future. That tool requires a
psychiatri st and anot her nental health professional,
usual ly a psychol ogi st or a psychiatric nurse, who are
trained in the use of it. |It's not a sinple tool to use.
It does require sonme degree of clinical sophistication.

Typically that tool is used in forensic settings
and is a useful tool along with other information to
i nform deci si ons about disposition, |eave, other issues
about what shoul d happen for the person. Unfortunately,
it is probably not useful in the general psychiatric
popul ati on, and there are not other tools which have been
really shown to be able to guide decision making with any
degree of reliability.

So essentially you come down to there are what

are called actuarial itens, so these are itens which are
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known fromresearch to be associated wth risk of
vi ol ence - obvious things |ike a past history of violence,
hi story of intoxication, nale gender, youth and so on -
and where people can go through a checklist on those
things and identify people as neeting those criteria. But
that of itself is a poor predictor for that individual of
their likelihood of violence. I'mnot sure if |I'm
expl aining that well.
So essentially what we woul d want to enphasi se
with clinicians is, rather than becom ng too focused on
a checklist, really thinking clearly through how we shoul d
manage the risks in this situation. So if it is risk to
ot her people, like risk to other fam |y nenbers, making
deci si ons about should this person go hone, what
informati on should we be telling the famly nenbers that
wi |l guide their decisions about how to nmanage the
situation; in extreme risk, should we be talking to the
police and inform ng them about the situation. So those
kind of risk managenent strategies.
I f they have a nental health problem a nental

di sorder, then the best risk managenent strategy is
effective treatnment of that nmental disorder. So thinking
t hrough how you woul d manage their treatnent.

M5 DAVIDSON: In terns of the use of the Mental Health Act, any
risk to a famly nenber would be part of the - - -

DR OAKLEY BROWNE: Yes, risk to any person, so thensel ves,
famly nmenbers, nenbers of the community, yes.

M5 DAVI DSON:  What we have heard through the consultations is
often fam |y nenbers saying that their son or daughter or
partner or other famly menber gets put into an inpatient

unit for a very, very short tinme and is sent hone, from
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their perspective, before the risk really has conpletely
abated. The suggestion has been that there's just not
enough roomin the inpatient facilities and that there is

pressure to nove people out. Does anyone have a vi ew on

t hat ?
PROFESSOR KULKARNI: | can speak in terns of nmy role as a
consul tant psychiatrist. | do on-call work for the

hospital that enploys ne. So, unfortunately, yes, that is
true. There is considerable pressure on beds, and the
idea is to try to stabilise sonebody fairly quickly and
get themout of the inpatient unit. That's not seen as a
| ong-stay ward or sonewhere that their continuing
treatment should take place. The difficulty can be very
much along the lines of if the information is not received
fromthe famly, and if the patient's information only is
taken as the main primary source of information, then a
whol e | ot of other things can be mssed in terns of risk
to other famly nenbers of violence and so on.

So it is adifficult time. It is a high-pressure
systemin the inpatient units. O course, the nore senior
and the nore well-supported the group that's managi ng the
patient is, the nore likely that then nore information
will cone from sonebody ringing the famly or sonebody
ringing the general practitioner or sonmebody speaking with
the community clinician that may have been managi ng this
patient. But it is again going to depend on what is going
on in that service, what is going on in that ward, what's
going on in ternms of the sort of |level of seniority in the
staff that are on at the time. They are all variable

factors.

M5 DAVI DSON: Does anyone el se have a view about the pressure
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on inpatient beds and the pressure to nove people out

potentially before the risk is fully abated?

MR Bl SHOP: Yes. W have an access policy which ensures that

inpatient units act to try to discharge two people a day
to free up resources for people who are deened to be nore
unwel |l to cone into the service and receive sone
treatnment. So definitely there is pressure on beds, as
Prof essor Kul karni says.

The pressure is offset by relying on community
mental health teans to maybe perhaps take people a little
bit sooner than what they probably need to be. So there's
a reliance on our CAT teamto provi de sone hone treatnment
to possibly people who are nore acute than what you woul d
necessarily expect, or for themto go back to their
conmunity case namnager to provide ongoing conmunity care.

Sonetines the person has to go back into the
i npatient unit, they are not well enough to be out in the
community, so they are referred back into the inpatient
unit, and that cycle can happen, and | guess in that
instance the famly can be re-traumati sed in that
circunstance as well. Definitely, yes, there is an
obvi ous pressure in the inpatient unit to get people out -
or get themtreated fast, get themout, which neans that
per haps psychosocial issues are probably not attended to

as well as what they should be.

M5 DAVIDSON: | think it m ght be both Dr Fernbacher and

Prof essor Kul karni, you have identified the possibility of
nore step up and step down facilities that are able to
potentially alleviate some of those issues in a slightly
nore cost-effective way than keeping people in inpatient

units.
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PROFESSOR KULKARNI: Certainly there are a nunber of really

excell ent step up and step down units across the state.
I"'mfamliar with several of these. They do provide the
option of |onger stay and sort of nore supervision and a
better understanding of the patient's normal discharge
environnment or what would be ideal for that person to go
back to. It allows nore famly engagenent as well. So
it's just less pressured in those kinds of units.

But of course again there are a |imted nunber of
t hose PARC - those sorts of units. There are sone
services that don't have those particular facilities in
t he nunber of beds that they would Iike to and that they
need to have.

So | think it's saying that we need different
| evel s of acute treatnent, and we al so need to be able to
i nvolve the other |layers of treatnent that are the
non-acute, the sub-acute |ayers of treatnent with being
able to conduct nore sort of famly work and nore
i nvol venent of family nenbers to see if we can overcone
sone of the potential for violence if the patient who has
the nmental illness is not properly managed over a | onger

period of tinmne.

COWM SSI ONER NEAVE: Do we know how many peopl e step up/step

downs can accommpdat e across the state?

DR QAKLEY BROWNE: | have sone bed figures, which is in

2009/ 2010 there were 90 PARC beds, and PARC stands for -
| always get these acronyns wong - prevention and
recovery unit. So essentially they were a step up and
step down unit as an alternative to acute adm ssion
There were 90 then. In 2015/16 there are 210. So there

has been a significant increase in the nunber of beds,
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which is not to say there isn't roomfor nore.

COWM SSI ONER NEAVE: So 210 across the state?

DR OAKLEY BROWNE: Across the state, yes. 1In terns of SECU

beds - SECU are secure extended care units, which provide
| onger termcare, usually a matter of six nonths or even
up to two years, particularly for people who pose ongoi ng
and significant risk associated wth their severe nental
di sorder - there has been a nobdest increase from 326 in
2009/10 to 358 in "15/16 - no, sorry, | quoted you the
wong figure. Sorry, that was for CCUs. For SECUs it is
103 in 2009/10, and it is 133, 2015/16.

COW SSI ONER NEAVE: Sorry, 103 and 133?

DR OAKLEY BROWNE: Yes, there was 103 in 2009/10, and this

financial year it is 133. In SECUs there has been a smal
i ncrease from 326 in 2009/10 to 358. So when we | ook at
Victoria' s spending and distribution of spending in terns
of public nental health facilities, conpared to other
states our spending is |low on inpatient units, on

i npatient acute beds, but in terns of community care
services it's high. 1It's higher. So Victoria has nade
the policy decision to put nore spending into providing
community supports and nore recently has invested in

subacute units to extend that.

DR FERNBACHER: Could I just add also to that that step up/step

down, or subacute units, or PARC - we have three different
nanes - the environnment is quite different to an inpatient
unit. So they are not part of a hospital. It doesn't
have the atnosphere - certainly the ones that I know don't
have t he atnosphere of an acute unit, because they are
obviously not. But they are nmuch nore a residential kind

of place. Because they have just all been usually newy
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built they don't have the feeling of the old institutions,
and not the - | suppose not the |l evel of maybe distress or
not as many people also as an inpatient unit.

So, if we think about famly violence and traung,
they also lend thenselves in a different way to providing
an environment that's |l ess - maybe | ess disturbing or |ess
anxi ety provoking for people as well, and because they are
| onger term as ny coll eagues were saying, sone work can
be done that is alnbst inpossible to do in inpatient
units.

M5 DAVI DSON: Dr Fernbacher, you have also referred to
residential nental health crisis facilities, | think, as
an alternative to an inpatient - is that simlar to a
PARC? | think that's at paragraphs 97 and 98.

DR FERNBACHER: | think 97 is about RAMPs but 98 refers to a
study that has conme out of the UK about wonmen's crisis
houses; is that what you were referring to?

M5 DAVI DSON:  Yes.

DR FERNBACHER: There's a nunber of wonen's crisis houses
across the UK which are - they remind ne a little bit of
our PARCs, except they are specifically for women with a
mental illness who experience famly violence. They can
then also take their children with them So it's an
alternative to an inpatient unit stay.

The paper | referred to was that a col | eague,

Prof essor Loui se Howard, and col | eagues in London

eval uated sone of those wonen's crisis houses and tal ked
about the benefits that wonen identified. So they found
that environnment a little bit |ike what | was just saying
about PARC - nore welcomng and | ess stigmatising. Wth

sone of themthey can take their children, so they don't
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have to be separated, so they don't have to nake that
deci si on about whether the child or children go.

I nterestingly enough, they were nostly staffed by
mental health workers who were also well trained in famly
violence. So different to our refuges. They sound quite
prom sing, and the outcomes seemquite beneficial, simlar
to inpatient units. | think fromnenory they can al so
stay there a little bit longer. So it's just one
other - | would not suggest that instead of refuges
necessarily, but it could be sonmething we could - that
coul d be thought about as an alternative to be further

expl or ed.

DR OAKLEY BROMNE: Yes, | agree with Sabin, and it has al ready

been al luded to by ny panel colleagues that the |evel of
acuity in inpatient units is quite high. The average
l ength of stay nowin Victoria is about 11 days, and the
bed occupancy is about 95 per cent. Mental health is not
special in that. |If you go to any nedical or surgical
ward you will find a simlar |evel of acuity, that there
is very rapid turnover of patients across the acute
servi ce.

| spent a week in Peninsula Health on a
secondnent just about two or three weeks back, and | was
struck even since | had wal ked the wards of hospitals how
much busier it has got and how much nore is bei ng done.
So there is that general increase in churn across
inpatient units.

The consequence of that is really, | would say
for nyself and I woul d suggest to any consuner, hospitals

are best avoided if you can. They are necessary when you

have acute illness for investigation and for response to
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that acute illness, but a |ot of care can now be nmanaged
nore safely and nore appropriately in the community, and
that includes nental health care. So the enphasis on
acute nental health units is clarifying what the problens
are, initiating an initial response, but then follow up
nostly in the comunity.

In terms of concerns about managing risk, there
are three ways you can think about that. One is risk can
be managed in terns of the physical environnent, the four
wal l's; or it can be managed in terns of the relationship
the care givers have wth the person who is at risk or
poses risk to others; and, thirdly, in terns of having a
policy and procedure framework to oversight all that. The
|atter two, engagenent with the person to get them
i nvol ved in appropriate treatnent and policies and
procedures which provide a care pathway, are probably just
as inportant, if not nore inportant, than the physical
environnment in which the care is taking place.

So | think sonetines people construe that a
person being in a place with four walls, that that conveys
a degree of security. It does to sone degree, but it's
not sufficient. The other things have to be attended to,

and they can be done on the comunity basis.

M5 DAVIDSON: In ternms of discharging people with a nental

illness into the comunity where that nental illness has
given rise previously to a risk of violence, to what

extent are we relying upon and putting the burden on the
famly nmenbers who are the people at risk to nanage the

ri sk?

DR FERNBACHER: | think it would be fair to say that the nmenta

health service overall relies heavily on famly to support
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their | oved one who has a nental illness in all aspects.
Mark m ght be able to tal k about the |level of risk, but

| think it then goes al so alongside that that famlies
woul d carry a level of risk or a level of being exposed to
vi ol ence for those people who have exhi bited viol ent

behavi our towards them prior to adm ssion, because they
have beconme unwell and they m ght only ever becone viol ent
when they are acutely unwell. But that may also be in the
| ead-up to an unwell episode. So | would say it is fair
to say that famlies do carry a high burden in that area

as wel | .

MR BISHOP: | would agree with that. | think that maybe there

is an over-reliance on fam |y nenbers to be co-therapists
or co-workers in working with sonmeone with a nenta
illness. There can be an over-expectation that famlies
are probably in better positions to report to the services
or to the authorities when they are victinms of violence.
But often | hear stories about famly nmenbers being

t hreat ened about calling the CAT teamor calling the
police and feeling |like they are unable to do that. So
sonetines the famly, even though we have an expectation
that they are going to manage the risk to an extent, they
m ght not be in a position where they are able to. That
can be a real conundrum when we are trying to work with

i ssues around fam |y violence and just violence in

general .

DR OAKLEY BROWNE: The evi dence suggests that with people who

have a nental disorder who are violent - and | want to
reiterate that's a mnority - but when they are viol ent
they are nost likely to be violent towards people who they

live with in their househol d.
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PROFESSOR KULKARNI :  Especi al ly not hers.
DR OAKLEY BROWNE: Mothers, but not always. So it is people

they have direct daily contact with who they are likely to
be violent towards. So that does pose a problem | think
it is the responsibility of the treating teamto be aware
of that and planni ng and havi ng ongoi ng di scussions with
the famly or other care givers or people they live with
so that they are aware of the person's illness, what are
the mani festations of the illness, what m ght be the signs
that they are becom ng unwell again and that the risk of
vi ol ence is escal ating, and have a clear plan to manage
t hose risks and to be providing appropriate |evels of
support to the famly. But that requires very close
cooperation. So the family has to be seen as an intrinsic
part of the managenent of the person.

| think that requires a shift in our thinking.
We do it better than we used to, but we used to take a
very atomi stic view of the individual, if you |like. The
i ndi vidual was seen and treated w thout consideration of
their social context . | think that is changing but needs
to go further

| have to say I'mreally surprised - not
surprised, it's very gratifying that nost famlies take on
the task very willingly and want to do it, know ng well
what the risks are. | know that's not always the case and
peopl e sonetines don't have the information fromtheir
care providers to make infornmed decisions. But famly
really are often invested, and ny concern is often their
persi stence with the task despite the hazards and warni ngs

about the hazards.

PROFESSOR KULKARNI : | think another big factor in all of this,
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t hough, is the use of illicit substances to exacerbate
either an existing nmental illness or to disinhibit the
individual. Certainly with the substances that we have
around now the change in the profile of the use of
substances is definitely there. So we have the
met hanphet am ne group and a whole | ot of other designer
anphet am ne drugs that we can't even get pathology tests
to show us what's in the person's system has certainly
becone a bigger issue because of the activating
di sinhibiting effect of sonething like ice that 10 or
20 years ago it was cannabis, it was all very nuch
cannabis, and that's a different substance. Yes, there
are problens because it precipitates and perpetuates
psychosis. But it doesn't have the same aggressive
di sinhibition that the nethanphetam ne group of drugs do.
In all of the Victorian energency departnents
this is a problem There are protocols for managenent of
the patient with nental illness and anphetam ne abuse.
But one of the problens is that a | ot of violence and
damage has happened before that incident that brings the
person to police attention and into the enmergency
department. So that's another whole issue in this famly
violence situation that | certainly see in the patients
who come to ny clinic, the wonen who have experienced

fam ly viol ence.

M5 DAVIDSON: Are there ways that maybe the system coul d be

i nproved to better support famlies to protect thenselves
inrelation to when soneone is discharged to go hone when
they have a nental illness and the people that they pose

the greatest risk to are the fanm |y nenbers?

PROFESSOR KULKARNI:  If | could just junp in there. | think
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that the foll ow up appointnents and the community teans
that do the foll ow ups again al nbost need to put the famly
as their primary focus and the patient as the second,
which is alittle bit sort of around the other way. But
if we have greater involvenent of famly nenbers in all of
the ongoing interviews and also the sort of follow up
practice then we get informati on about what's going on on
a reqgular basis with that.

Sonetines, unfortunately, that's not the focus.
The focus is to see the patient and spend a rel atively
short period of tine getting information fromthe
patients, doing a nental state exami nation, "Is this
person still hearing voices" et cetera, and then that's
it. That is a difficulty when we don't have that other
focus. That can be a resourcing issue, it can be a

training issue, it can be a seniority issue, it can be a

teamissue. It fluctuates. Sone places do it
brilliantly; other places don't.
DR OAKLEY BROWNE: | think it would be true to say probably

over the | ast decades we have placed undue enphasis on the
use of nedication to manage severe di sorders and perhaps
haven't placed the enphasis which is deserved on
psychol ogi cal and social interventions. There is quite a
strong evidence base for the efficacy of psychol ogi cal
i nterventions and social interventions, such as famly
interventions, for the treatnment of a disorder |ike
schi zophreni a.

But when peopl e have done audits and | ooked at
what interventions are widely used often those evi dence
based interventions are not. For instance, fanmly

interventions, intervening to |l ook at the style of
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communi cation within famlies particularly to
address - it's getting a bit technical - a style called
negative expressed enotion, can actually decrease the
i kelihood of relapse with the sanme |evel of success as
medi cation. But when we | ook at the inplenentation of
those strategies in nental health services they are very
poorly used.

So | think we need as part of trauma inforned
care and other initiatives rem nd ourselves about the
i nportance of psychol ogi cal and social interventions,
particularly actively working with famlies with people
wi th severe nental disorder, and that effective treatnent
should go a long way to hel pi ng manage the ri sk.

M5 DAVI DSON:  Wien you are tal king about famly interventions,
we haven't heard yet but there are sone prograns that run
not necessarily for nental illness but adol escents who are
usi ng vi ol ence agai nst the parent where the nodel is to
work on the relationship between the adol escent and the
parent where the parent is also taught conflict
resolution. |Is that simlar to what you are tal king about
as a famly intervention?

DR OAKLEY BROWNE: Yes, it's the sane idea; |ooking at the
styl es of communi cation between the parties and how t hat
may contribute to the Iikelihood of aggression or violence
and how to nmanage it effective without resorting to
coerci ve behaviours by one or other of the parties.

M5 DAVIDSON: In relation to people who are discharged is there
any priority given to famlies fromthe triage, the
central - are they given any priority when they phone with
an issue? |Is there any sort of support around that?

MR BI SHOP: Do you nean in respect of famly violence or just
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the mental health presentation in general?

M5 DAVI DSON:  The nental health presentation where they have

been in an inpatient unit, they have only just been noved
out back to their famly. What sort of processes are in
pl ace for urgent crisis situations that arise? Are they
expected to phone the police? Are they expected to

phone - is it the CAT teamor the central phone nunber

that you have tal ked about ?

MR BI SHOP: | guess it depends on how t he person noves out of

the inpatient unit. They can nove out in a nunber of
ways. They can nove out just generally into the conmunity
mental health team and then there woul d be an expectation
that the conmunity nental health team would then do the
bul k of the work fromthere. There would be an
expectation that the comunity nental health team would
also do the famly interventions, provide what we cal
psycho educati on, which is education about nental health,
and then would do the nmental state nonitoring and provide
any other interventions that would occur.

One of the other pathways out of the inpatient
unit would be directly back to a GP or to a private
psychiatrist. 1In that setting the person may not have any
followup at all and the famly nmenbers may not get any
foll owup where fam |y based interventions were actually
occurring, unless the particular psychiatrist or GP was
inclined to do that in whatever way, and then it cones
down to the training of that person.

The third option would be that they would go back
to the CAT teamor the brief intervention team whatever
name the teamis called, and they would do sone in-homne

i nreach our outreach type of a service for a short period

.DTI: MB/ TB 22/07/ 15 1217 BY Ms DAVI DSON

Conmi ssi on FERNBACHER/ KULKARNI / BI SHOP/ BROWNE



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

of time. During that tinme they would probably be well
pl aced to be able to assess the fam |y dynamics in the
home and respond to any crises that may occur in that

period of about, say, a nonth to three nonths after a
person | eaves hospital.

There's an expectation, | guess, that the staff
in the inpatient unit do a |level of famly intervention or
education for the famly or provide sone |evel of
psychot herapy whil st the person was an inpatient, but
there m ght not be any expectation that that woul d
continue after they have left.

M5 DAVIDSON: | was about to nove on to the topic of
information sharing with famly. Wre there any further
guestions of the Comm ssioners?

COW SSI ONER NEAVE: | just wanted to ask about the CRAF and
the assessnent that's done by a nental health
prof essional. One of the things that's said, and
anecdotally, is that the person who is best at assessing
risk is the famly nmenber. Let's, for the sake of
argunent, say it is a woman. She has observed the
behavi our over a period of tine. She knows when it's
likely to escal ate and so on.

| wonder how much training there is of
professionals in relation to taking account of those
matters. | get a bit of a feeling that people rely on
t heir professional expertise, which may or may not take
account of the expertise |earned on the job managing this
particul ar person. | wonder if that's so and if
anyt hing's being done to change it.

DR OQAKLEY BROMWNE: | think ny coll eagues can al so coment on

this. You are correct. Actually I was speaking to

.DTI: MB/ TB 22/07/ 15 1218 BY Ms DAVI DSON
Royal Conmi ssi on FERNBACHER/ KULKARNI / BI SHOP/ BROWNE



© 00 N oo 0o b~ w NP

W W N N N DD N D DD DD MDD PP PP PP, ERE R
R O © 00 N oo o Ao W N b O © 0o N oo O b~ w N+, O

someone who | know wi Il be appearing before the
Commi ssi on, Professor JimQgloff, and we were talking
about predictors of risk. One of the best predictors of
risk is the woman or the victims rating of her own risk.
|f she is able to describe that she feels her life is at
threat or she is at serious risk, that is actually a very
accurate predictor of risk. Unfortunately you are al so
right; we probably don't attend to that as well as we
shoul d do.

One of the things that m ght change so we becone
better at listening and responding to that information is
the recovery oriented framework. That's a particul ar
framework which puts the person's experience at the centre
of their treatnment and which acknow edges the person
thensel ves is an expert in their own problens and
managenent of their problens. So | think we need to be a
| ot nmore m ndful than we have been in the past about the
person's own rating of their risk and bring that very nuch

into our consideration and response.

DR FERNBACHER: | think, simlar to other issues that we have

tal ked across the day about, there is great variation
across the state if a famly nenber's know edge and
opinion will be taken into account. So, other than
specific famly interventions that were discussed, there's
al so been a shift in sone nental health services to work
nore famly inclusive. Sonme tine ago | think Mark alluded
it would have been the person with the nental illness
who' s asked to cone to an appointment. Now nore and nore
services also invite fam |y nenbers or their closest

partner or soneone else who is their parent or carer to

appointnments and will in that process hopefully also
.DTI: MB/ TB 22/07/15 1219 BY MS DAVI DSON
Royal Commi ssion FERNBACHER/ KULKARNI / BI SHOP/ BROWNE



© 00 N oo 0o b~ w NP

e N
w N B O

14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31

listen nore to what famly nenbers say as well, including
children of parents with nental illness; so sonme young
peopl e that we have worked with over the years who have
said, "I was the one that sat with numat 2 o' clock in the
nmor ni ng when she was so unwell and she was hearing voi ces,
and | know how unwell she is and |I know the signs, but

| was never asked by nental health clinicians.”

There are really good exanples where that is
shifting, where even young people, children of parents
with nental illness, are asked for their opinions. Again
it's not consistent, but there's certainly some work being

done towards that.

COW SSI ONER NEAVE: Thank you.

M5 DAVIDSON: | wanted to come then to the topic of information

sharing wwth famly nmenbers. You have been provided with
a case study which I'mnot proposing to read out but just
to draw out sonme issues that have arisen in that case
study, particularly about sharing of information with
famly nmenbers who have been affected by violence that's
been at the hands of the person with a nental illness.

In that case study we are concerned with a wonman
who, with a young baby, had experienced famly viol ence
brought on by an increase in drug use, with the background
of her husband in relation to sone sibling violence when
he was a child, as well as an increase in drug use after
t he baby was born, including taking ice and then
devel oping a form of psychosis and resulted in sonme famly
vi ol ence and a particularly nasty incident.

He was then admitted to an inpatient unit. By
this stage this woman was reluctant to be involved at al

in his care but was very concerned for her ongoing safety
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because he potentially posed an ongoing risk to her.

Can | ask you first about the ability to share
informati on generally with fam |y nmenbers in the
ci rcunstance where they actually continue to be invol ved
as a famly nenber and, unlike this case, where you have
an intervention order and there is sone contact that's
been cut off, but just generally in relation to the
ability to share information with famlies, can you
descri be what the provisions are? Perhaps Dr Qakl ey

Browne woul d be the best person to start.

DR OAKLEY BROWNE: There are a nunber of bits of |egislation

whi ch cover this but | think, to summarise all of them

al l ow di sclosure of infornmation to a person when there is
serious and inmnent risk to that person. So the treating
team do have a responsibility of confidentiality to the
patient, but that is not absolute and there are clear
circunstances in which the treating team have the

di scretion to breach confidentiality.

Under the Mental Health Act in Victoria it's nore
explicit than that. It requires that the treating team
consult with famly and carers, and consider issues to do
wi th provision of care when it relates to children and
adol escents; so children of the patient. Wen the person
is under an order the treating teamis expected to talk
with the carer famly nenbers about their treatnent and
share information so that they can nake inforned decisions
to exercise their caring function and in ternms of their
own safety.

When the person is not under an order the
person's perspective on whether that information should be

shared can and should be taken i nto account. But, as
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| said, there are exceptions under the Health Privacy Act
t hat when there is concern about serious and inmm nent risk
confidentiality can be breached.

My viewis in this case scenario, taking it on
face value - clearly there's a lot of information | don't
have - the treating team could have and shoul d have
di scl osed information to the partner which would have
i nformed her decision nmaki ng about keeping herself and her
child safe, and that would have included discussion of the
di agnosis, likely outcone, likely risks into the future
and what the treatnent should be into the future. So
| don't see that there's a problemthere in ternms of
di scl osing that informtion.

There were sone aspects of information that she
was seeking which is a little nore problematic. She
wanted a copy of the clinical file. That woul d not
usual |y be disclosed, unless it was done under a forna
process. So if there is a Famly Court proceeding or sone
ot her thing where that information was bei ng sought then
it would be done usually under subpoena or sone ot her
mechanism or if a mandatory report had been made to child
and fam |y protection services then the child and famly
protection services could ask for a report or a copy of
the file to informtheir decision making.

But it wouldn't be usual just to provide any
famly nmenber with the whole clinical file. You would
provide themw th the information that they need to inform
t heir decision making. You could do that in witing if
you wi shed or verbally, or both.

There was one other area which was a bit nore

probl emati c because the patient had cl osed the bank
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accounts. So she was under financial duress. This could
be perceived as part of a pattern of coercive behavi our,
along with other coercive behaviours. She had power of
attorney, though it's not clear what the scope of that
was, and wanted the service to wite to the bank inform ng
them that her partner was receiving treatnent who had a
particul ar di agnosi s.

That is a little nore problematic. | would
actual ly seek advice fromcorporate counsel if |I was the
clinician involved and want to see what the order is and
t hi nk t hrough how that situation could be managed.
| would certainly want to be talking with the patient,
because as part of treatnment we should be addressing his
propensity for violence and ot her coercive behaviours and
saying, "This is part of a pattern which is harnful for
your famly, and for yourself ultimately, and | think you
need to seriously consider these decision makings and
t hi nk about what other ways this could be done."

So that's ny view about disclosure. | think
there's a fair anount of latitude within the current
Mental Health Act and other Acts to allow disclosure to
ensure the safety of the person and other nenbers in the
famly and ensure that they have enough information to
make decisions to informtheir care making

responsibilities.

M5 DAVI DSON: Does everyone el se think that there's enough room

within the law to be able to disclose the information that
was necessary for this particular wonan to, one, plan to

feel safe, to plan to be actually safe, but also the issue
that arises in the case study is her feeling of safety and

per haps what you get out of the case study is that she
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felt she didn't have enough information, and information
was being | suppose kept from her, actually nmaking her

feel nmore unsafe than she needed to feel ?

DR FERNBACHER: Can | just say something to that. By reading

t hrough that and in answering your question | think from
what | understand it's al nost - because there was a | ack
of recognition of listening to her and her |evel of |ack
of safety for herself and her baby, because that seened to
be m ssed by a nunber of clinicians, including the
psychiatrist, the confidentiality then was held up, "Well,
you are not actually in a relationship anynore.” There
was a reason why they were not. But that was absolutely
m ssed, and she was actually not heard in ternms of the

| evel of risk that she was in and her child was in.

That's when confidentiality was kind of held up as al nost
like a shield, "I can't tell you. W cannot give you this
i nformation."”

It al so shows in the way that he was going to
spend sone tine at hone, that that absolutely negated or
nobody seened to understand the level of risk. So | think
it al nost denonstrates that m x of by not being skilled
enough or not understanding the situation enough then
confidentiality was kind of al nost inadvertently used

- | would hope not intentionally, but it's a conflicting

of those two issues. | hope | have nade that clear
enough.
MR BISHOP: | agree. It appears in this circunstance that the

famly violence was not thoroughly assessed and it was
m ssed. Their situation was seen through the |ens of
mental health and that he was only displaying this

behavi our because he was unwel |, and because of that
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reason it appears the fornula was, "If we treat his acute
psychosis then he will no | onger display this behaviour
and the woman will be safe. So there's no reason to
real ly disclose as much. "

| probably agree with Dr Browne that in this
circunstance, as it reads, | would disclose to the wonman
because her safety is definitely at risk. But it does

appear to be in the way that Dr Fernbacher's stated.

DR OAKLEY BROWNE: It seens to be there's sone confusion on

behal f of the treating teamas to the nature of the

rel ati onshi p because although they say, "You are in the
process of separating and therefore we can't disclose,”
they al so asked her to take him home when they were

di schargi ng, which seens contradictory. So | don't think
t hat had been thought through clearly enough.

Even if they are in the process of separating,
they still have a relationship. The relationshipis
changing in kind, but she will still exercise functions in
terms of his wellbeing and also for a child' s well being.
So | think there's a valid reason for incorporating her in

deci si ons about his ongoing care.

M5 DAVI DSON: Does the Comm ssion have any additional questions

inrelation to that?

DEPUTY COWM SSI ONER NI CHOLSON:  On that section?

V5 DAVI DSON: On that section.

DEPUTY COWM SSI ONER NI CHOLSON:  No.

M5 DAVI DSON: There's a submission by the Royal Australian and

New Zeal and Col | ege of Psychiatrists which includes a
nunber of recommendations. | wanted to just raise with
you one of the recomendations. Nunber 7 was, "Adoption

of the roundtable nmulti-disciplinary neeting agreed to set
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up a multi-disciplinary working group that woul d
facilitate |iaison between Health, Justice and famly
vi ol ence services. The College, along with the community
based organi sations, such as WRE, DVRC, CALD
organi sations, including the Australian Centre for Human
Rights and Health and faith | eaders,"” and suggested the
Ofice of the Chief Psychiatrist and Ofice of Wonen need
to be involved to influence policy settings.

Does anyone have a view on that recomrendati on

and how it maght fit? Professor Kul karni?

PROFESSOR KULKARNI: Yes, | think the College of Psychiatrists

needs to act nore firmy, nore definitively. There has
been a push to try and get some nore action happening in
terms of the recognition of the problens of nmental illness

related to famly violence. So, yes, it's a step in the

right direction but it's all still alittle too
theoretical. There have been several neetings now of
several working parties. |'mon one of the working

parties looking at this. But we really do try and push
for action to actually conme out with sone statenents and
policies on the managenment. Milti-disciplinary wll
necessarily have to be part of the outcones. But it is
going to be inportant that it is not setting up a
comrittee to work on a subconmittee to have a working
party. So |I think that's one of the issues that | have
wi th that recommendati on

Having said that, | have to say that the report
t hat cane out or the subm ssion that cane out from
the College has got a lot further than the very
prelimnary discussions that were going on not so | ong

ago. So it is heading in the right direction, but | would
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urge that we push for nore action quicker than seens to be
happening there. The Victorian branch of the Coll ege,
| nust say, is possibly the nost advanced of the other
states of the College in this particular way, in this

particul ar area.

DR OAKLEY BROMNE: |I'ma College fellow So |I have a conflict

of interest, as has Professor Kul karni, and |I'm one of
t hose people who chairs one of the subcomm ttees of the
subcomm ttees. But | understand Col | ege processes can
seem sonmewhat | aborious at tines.

| think it's really inportant to involve the
Col | ege because of its influence, particularly over the
training of registrars, our future practitioners, and of
continui ng nedi cal education of current fellows, that they
be incorporated in whatever inplenentation process that
happens. So they are one of the influential bodies and
i nportant stakehol ders that does need to be involved in
t he conversation.

| think they are acknow edgi ng, which is a good
thing, that probably our training has been |Iight on
aspects of trauma inforned care, |ight on aspects of
understanding famly violence and could be inproved in
terms of giving the trainees the skills to address those
issues. So | think that needs to be acknow edged and
reinforced and encouraged. Wether that's the particular
structure for undertaking the conversation, |I'mnot sure.
But they certainly need to be engaged along with the other

st akehol der groups.

PROFESSOR KULKARNI :  Was there a subm ssion fromthe General

Practitioners Coll ege, the ARCGP?

M5 DAVI DSON: There was, | believe.
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COWMM SSI ONER NEAVE: There was.

PROFESSOR KULKARNI :  And the Physicians, because there is

di scussion going on in all the different areas and that's
another - it's not multi-disciplinary in that they are al
medi cal, but they are different branches of nedicine and
there was in fact a joint College position that was put
out on another issue and again | wonder if that's the sort
of thing that we can agitate to try and see if we can get

a joint College position on sone of this as well.

COWMM SSI ONER NEAVE: The General Practitioners College has

actually got quite a |lengthy subm ssion in which it
describes the sort of training that it has been doing on
sonme of these issues. So | nust say | would have to go
back and | ook and conpare, but it does seemto ne that it
is further advanced than the Col |l ege of Psychiatrists.

| don't recall whether there was a subm ssion fromthe

Col | ege of Physicians. But certainly - - -

PROFESSOR KULKARNI: It's still in the consideration process.

They have the subsection of drug and al cohol and substance
abuse. So that's also part of their brief. Just to add
to that al so, at Monash University the MBBS, that's the
medi cal student teaching that I'minvolved in, we are
actually putting a lot nore enphasis into trauma informed
hi story taking so that we try and get them when they are

very young in their medical profession.

M5 DAVIDSON: Finally, just in relation to - we have previously

tal ked about partnerships. One of the things that has
come up in sone of the consultations, particularly with
services, is that there was previously funding - there are
a nunber of famly violence services or services that

included a famly violence service that also had a little
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bit of funding for sone nental health services but that
was re-tendered and honel essness services, including nmany
famly violence services, lost the little bit of funding
that they had for nental health services. |s anyone able
to comment on that process and the inpact that that m ght
have had for the building of partnerships between famly
vi ol ence services, honel essness services and nent al

heal t h?

MR BI SHOP: My understanding is that the funding has actually

been noved to centralise the support in one organisation
rather than nmultiple organisations. |In our area this
servi ce has been noved to the services of NEAM, and there
is an expectation of the clinical nmental health services
to work in partnership with themto provide, | guess,
ongoi ng nental health support to those in the community.

| believe that there would still be a space to
provi de sone partnership work using these services and the
| ocal famly violence agencies. Perhaps that's again
about having the know edge and havi ng soneone who is well
pl aced to be able to facilitate those partnerships.
Definitely in our area there is a panel of people, |ocal
agenci es, who discuss the issues of famly viol ence.
| know that the Moreland City Council used to have a
famly violence interest group. There are sone platforns
of where that style of partnership can be reinvigorated
irrespective of whether the funding has been noved. It
woul d just probably take a little bit nore work on the

gr ound.

DEPUTY COWVM SSI ONER NI CHOLSON: In sone of the consultati ons we

heard that that reallocation or relocation of funds to a

nmore centralised systemis now so distant from where the
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honel ess famly violence victins are | ocated and where
they receive services, it's so distant as to effectively

deny them nmental health services.

MR BISHOP: |If | can speak again going back to the partnerships

that we were tal king about earlier about having nental
health clinicians going out to the local famly viol ence
services and being able to provide that type of
intervention, that would be a way that we would be able to
bridge around the reduction in funding for the other

areas. | think that that is a barrier, that noving all of
the funding away and putting it in a central spot does

i ncrease isolation.

But | believe that, with careful consideration
and good partnershi ps between the agencies, we should be
able to work around it in a particular way. Wether that
i s about having nental health clinicians go out into the
services to service the agencies or whether that is about
devi sing other ways that nmental health agencies can
i mprove the comunity through running groups or through
positioning nental health clinicians in other areas in the

comunity, |I'mnot sure.

DEPUTY COWMM SSI ONER NI CHOLSON: G ven that the panel has tal ked

at length today about multi-disciplinary, nmulti-agency,
integrated service delivery, it does seem strange, as one
person said to ne, a provider of honeless services for
famly violence victins, to - reallocation of those nental
health funds was like pulling one | eg out of a four-I|egged
stool. The ability of that organisation to deliver its

suite of services was jeopardi sed.

PROFESSOR KULKARNI: Yes, | would agree. | have seen that

happen with the end of sone of the funding to a particul ar
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group in the area that I work in, Prahran M ssion. That
has made a difference because there used to be a drop-in
centre facility that was a sort of safety net for sonme of
t he honel ess popul ation as well as sonme of the victins of
viol ence. So we have seen that happen, and it would be
good to have a rethink about the PDRS, the psychiatric
disability sector, to again have a decentralised process
t hat does perhaps better respond to the | ocal area needs.

M5 DAVIDSON: | have no further questions for the panel.

COMM SSI ONER NEAVE: Thank you very nuch i ndeed. You have
spent a long day with us. It's been a very useful
di scussion, and we have a lot to reflect upon. So thank
you. You are excused.

M5 DAVIDSON: |If we adjourn to 9.30 tonorrow norning.

COW SSI ONER NEAVE:  Yes.

<(THE W TNESSES W THDREW

ADJOURNED UNTI L THURSDAY, 23 JULY 2015 AT 9. 30 AM
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