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Chapter 8 Conclusions and
Recommendations

The agreement by the Council of Australian Governments to the
National Action Plan on Mental Health 2006-2011 (COAG NAP)
was a watershed for mental health services in Australia. For the
first time since 1992, when Health Ministers agreed to a National
Mental Health Strategy the commitment by all governments

to mental health reform changed with the adoption of a cross-
government approach to funding a range of services.

Full realisation of the benefits of this policy shift requires

an accompanying shift in the relationship between the
Commonwealth, States and Territory Governments. It is clearly
dependent on level of cooperation, not just between the two levels
of government but also between departments within each level

of government, which have not had a track record of working
together in the area of mental health.

Implementation has been predicated on a level of collaboration
between senior officials of mental health programs and a degree
of open two-way exchange of information that has not been a
feature of relationships in health for some time.

Even the title of the recently released first report of the National
Health and Hospitals Reform Commission, “Beyond the blame
game” is testament to what has been long considered a style of
interaction between the different levels of government. The COAG
NAP called upon governments to work together in a way that had
no clear precedents in mental health.

An additional complexity was introduced because many
departments in both levels of government either had little
experience with mental health program development, or little
understanding of modern approaches to the recovery concept and
social inclusion. Social policy is not readily translated into a logical
program structure if there is no understanding of the complex
health environment. Much of the experience that people who
have mental illness have to negotiate each day requires that they
navigate both systems.

This submission has focused on progress made in Queensland
in this space. It has primarily focuses on implementation of
Queensland initiatives and the two flagships; Care Coordination
and Governments Working Together. It does not report progress
of Australian Government measures in Queensland, apart from
where they are a result of a process of ‘governments working
together’.
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The Queensland Government has made its largest ever financial
commitment to mental health during the life of this plan. This
commitment has been supplemented by other initiatives, that are
not expressly reported under COAG, as they are considered as
out of the scope of the NAP, but are still necessarily remaining
important to improving the mental health of Queenslanders.
These initiatives include, among other things: establishing Mental
Health Assessment and Outreach Teams (in response to the
Carter Report); expansion of Mental Health Nursing Scholarships;
activities of the Mental Health Network and Clinical Collaboratives;
historic wages growth to medical staff, nurses and health
practitioners; numerous child safety and mental health initiatives;
the development of an evaluation framework and secretariat
support to all public mental health implementation activity in
Queensland.

Queensland has made significant progress in a number of keys
areas of its implementation and whilst we recognise we start

from a low base, compared with other jurisdictions, believe that
results are beginning to become apparent. We now have a plan

to guide the reform of mental health in Queensland in the next
decade. However, the currently available information suggests that
Queenslanders have not fully realized the potential of many of the
Australian Government commitments under the NAP.

In particular, the Better Access to Mental Health program remains
un-integrated with the services provided by Queensland Health or
any system that gives people who have mental illness a choice of
provider. Anecdotal information is that people with mental illness
who have used public mental health services have difficulty either
accessing or affording “Better Access”.

In many instances, the Personal Helpers and Mentors program
does not appear to have a connectedness to mental health
systems whether they are state-provided or commonwealth-
funded. This hiatus has presented difficulties because it is
important to strike the right balance between what people who
enter this program expect to receive to assist their recovery, and
issues which are fundamental to services connecting with each
other.

Where any program has parameters that exclude people from
access, the nature of this barrier needs to be clearer. Historically,
pathways into and out of care have not always been well
understood by all service providers. Appendix 15 describes the
interactions between the different components of the mental health
system as outlined in the Queensland Plan for Mental Health
2007-2017.
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It has been difficult in Queensland to understand how some
organisations that do not have a track record in providing mental
health care, become providers when well established and
successful providers are overlooked by one government but not
the other. Ultimately, one organisation can end up with funding
from multiple different sources and have reporting requirements
and accountabilities to several departments. We do not believe

it is the intention of either level of government to consume un-
necessary resources on administration at the expense of providing
services.

Recently, the Australian Government announced the establishment
of the National Health and Hospitals Reform Commission and it is
reported that the Federal Minister for Health will also establish a
National Advisory Council on Mental Health. Queensland is eager
to see how these two processes will help give direction to a reform
process that is now consistent with the calls from the sector over
the past two decades.

We believe that a new direction for mental health in Australia

has been articulated through the COAG NAP. It will be important
for future government activity to help translate the new policy
directions into programs that promote recovery and enable
people with mental illness to participate more meaningfully in
society. To achieve this requires national leadership and collective
commitments.
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Appendices

Appendix Indicative description (need to

No. double check correct titles)
1 Queensland National Mental Health
Report — Queensland statistics
2 Sharing Responsibility for Recovery tabled separately
3 Carers Matter Website pdf tabled separately
4 Queensland Health New Funding Model tabled separately
5 QId Individual Implementation Plan
6 Outline of the 2007-08 State Budget tabled separately
Outcomes for Mental Health
7 Final Report for Butler tabled separately
8 Final Government Response to Butler tabled separately
9 Copies all COAG Communiques tabled separately
10 Copies of all Mental Health Biz tabled separately
11 Terms of Reference for Mental Health
IDC
12 Care Coordination Information Paper
13 Care coordination MOU
14 Partners in Mind Framework tabled separately
15 Queensland mental health service

system and specialist service
descriptions
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National Mental Health Report 2007

Queensland

Table 13: Indicators of mental health service provision in Queensland

INDICATOR QUEENSLAND AUSTRALIA
1992-93  2002-03  2004-05 2004-05

STATE GOVERNMENT EXPENDITURE

e State spending on mental health services ($Millions) 203.4 353.6 390.6 2,376
e State spending per capita ($) 66.33 93.92 98.96 117.27
e Per capita spending rank 8 7 8
e Average annual per capita spending growth during current National Mental Health Plan 2.6 2.7 45
SERVICE MIX
o % total service expenditure — Community services 211 429 445 51.1
— Stand alone psychiatric hospitals 472 18.2 16.4 17.8
— Colocated hospitals 317 39.0 39.1 311
INPATIENT SERVICES
e Total hospital beds 1,607 1,323 1,334 6,202
e Per capita expenditure on inpatient care ($) 52.73 52.51 53.30 56.50
e Inpatient beds per 100,000 524 35.1 34.0 30.6
e Acute inpatient beds per 100,000 21.3 18.1 175 20.0
e Non acute inpatient beds per 100,000 311 17.1 16.5 10.6
e 9% acute inpatient beds located in general hospitals 84.0 100 100 84.4
e Stand alone hospitals as % of total beds 65.9 29.9 29.4 317
e Average cost per patient day ($) 333 528 507 575
COMMUNITY SERVICES
e Ambulatory care - % total service expenditure 19.8 34.6 36.2 39.0
— Per capita expenditure ($) 13.25 31.83 34.76 45.08
e NGOs — % total service expenditure 1.3 6.3 6.4 6.3
— Per capita expenditure ($) 0.84 5.77 6.18 7.31
o Residential services — % total service expenditure - 1.9 1.9 6.6
— Per capita expenditure ($) - 1.78 1.78 7.68
— Adult beds per 100,000: 24-hour staffed - 33 32 51
Non-24 hour staffed n.a - - 43
— Older persons beds per 100,000: 24-hour staffed - - - 28.9
Non-24 hour staffed n.a - - 0.4
e Supported public housing places per 100,000 n.a - - 17.9
CLINICAL WORKFORCE
o Number Full Time Equivalent (FTE) staff 2,200 3,225 3,436 18,826
e FTE per 100,000 71.7 85.7 87.0 92.9
e % FTE in community based services 19.3 38.2 40.2 49.6
e  FTE per 100,000 - ambulatory services 13.8 30.8 331 38.0
IMPLEMENTATION OF NATIONAL SERVICE STANDARDS
e 9% services Level 1 implementation of Standards n.a 29 78 76
e % service expenditure covered by Level 1 services n.a 35 85 76
CONSUMER AND CARER PARTICIPATION
e % services with Level 1 consumer participation arrangements 27 49 54 51
e  Consumer consultants employed per 1000 clinical FTE n.a 2.0 24 29
o Carer consultants employed per 1000 clinical FTE n.a 04 0.2 0.7
MBS-FUNDED CONSULTANT PSYCHIATRIST SERVICES
e Attendances per 100 population 10.6 9.0 8.8 9.8
e % population seen 15 1.2 12 13
e Benefits paid per capita 10.88 8.72 8.65 10.49
PBS-FUNDED PHARMACEUTICALS
e Benefits paid per capita 5.32 31.42 32.64 32.38

Legend: n.a. Signifies that the indicator is not available because relevant national data not collected.
- Indicates zero.
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Appendix 2 Sharing Responsibility for
Recovery (tabled separately)

Appendix 3 Carers Matter Website pdf
(tabled separately)

Appendix 4 Queensland Health New

Funding Model (tabled
separately)

Queensland Government Submission to the Senate Select Committee Inquiry into Mental Health Services in Australia



Appendix 5 Queensland Individual
Implementation Plan

Queensland Government Submission to the Senate Select Committee Inquiry into Mental Health Services in Australia



National Action Plan on Mental Health 2006 — 2011

Transcultural Mental Health Workforce ($1.2 million)

Eleven transcultural mental health workers will be employed across thirteen District Health Services to
support mental health services working with people from culturally and linguistically diverse
backgrounds. Staff will dedicate a proportion of their time to work with local multicultural groups to
initiate mental health promotion, illness prevention and early intervention strategies. The Queensland
Transcultural Mental Health Centre will engage a range of bilingual mental health promoters, who will
implement community activities that promote mental wellness. Part of the funding package is to
improve the care system and is represented in that section. Implementation arrangements: through
District Mental Health Services. Implementation commencement date: from 1 July 2006

Integrating and Improving the Care System ($289.0 million)

Queensland will enhance mental health service delivery across a range of sectors. It will target both
the general population and specific population sub-groups, including children and young people in
care; Indigenous people; people from culturally and linguistically diverse backgrounds; the homeless;
people who come into contact with police and the criminal justice system; and those in correctional
facilities. Queensland will supplement its existing investment through the following initiatives.

Blueprint for the Bush Service Delivery Hubs ($1.8 million)

Under the auspices of Blueprint for the Bush, Queensland will establish three multi-tenant service
hubs in rural and remote areas. The hubs will co-locate a range of services including family support
workers; support services to vulnerable families with children from 10 to 14 years of age; and suicide
prevention initiatives for older men at risk of suicide and self-harming behaviour and to promote social
inclusion for isolated older people. Implementation arrangements: through the non-government
sector. Implementation commencement date: from July 2007

Indigenous Domestic and Family Violence Counselling ($1.2 million)

Domestic and family violence counselling services will be piloted in three rural communities (the
Torres Strait, Cooktown and Cherbourg) to provide support to Indigenous victims and child witnesses
of domestic and family violence. The services will also provide outreach support to surrounding
Indigenous communities. These counselling services can assist clients to overcome anxiety and
depression, often associated with being a victim of violence, and reduce the likelihood of more serious
mental illness developing. Implementation arrangements: through the non-government sector.
Implementation commencement date: from March 2007

Child Safety Therapeutic and Behaviour Support Services ($17.6 million)

Queensland will provide capital and operational funding to establish two new therapeutic residential
facilities in South East Queensland. The facilities will each provide placement options for four to six
children and young people with complex to extreme needs at any point in time. It is part of a statewide
roll-out of therapeutic services established to provide professional treatment for complex emotional,
mental and behavioural problems in children. Implementation arrangements: to be operated under
service agreements by the non-government sector. Implementation commencement date: July 2007

Health Action Plan - Existing Service Pressures ($58.1 million)

The pressure on acute mental health inpatient services and emergency departments has increased
over the years as a result of approximately twice the national average population growth and
increases in the level of acuity in people presenting with mental health problems. Additional funding
will be targeted specifically at these services components to deal with high levels of bed occupancy
and the high volume of mental health presentations in Emergency Departments. Implementation
arrangements: through District Health Services. Implementation commencement date: from
January 2006

Community Mental Health Services — Enhancement ($114.5 million)

Queensland will improve specialist community mental health services to provide acute care, crisis
assessment, mobile intensive treatment, continuing care and intake and assessment services in
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National Action Plan on Mental Health 2006 — 2011

community settings. More people with mental iliness will be able to access services and receive
treatment in the community and in settings closer to their natural support networks. Implementation
arrangements: through District Community Mental Health Services. Implementation commencement
date: from 1 July 2006

Dual Diagnosis Positions ($4.7 million)

Thirteen new dual diagnosis positions will be created across Queensland to respond to people
showing early symptoms of mental health and/or drug and alcohol problems. The positions will
enhance service capacity in both the mental health and drug and alcohol sectors by: integrating
assessment, intervention and care processes; implementing workforce development and training
initiatives; and formalising collaboration and leadership development. Part of the funding package is
for promotion and prevention activities and is represented in that section. Implementation
arrangements: through District Mental Health Services. Implementation commencement date: from
1 July 2006

Mental Health Intervention Teams ($4.1 million)

Funding will be provided to improve responses to mental health incidents that require police or
ambulance officers. This initiative aims to prevent and resolve mental health crisis situations by
establishing collaborative responses between Queensland Health, the Queensland Police Service and
the Queensland Ambulance Service. Implementation arrangements: through District Mental Health
Services. Implementation commencement date: 1 January 2006

Forensic Mental Health Services ($14.8 million)

Additional funding will be provided to enhance service responses to high-risk forensic patients in
Queensland. This will include the provision of support services to people with mental illness
transitioning through the criminal justice system and the provision of support, advice and education to
district mental health staff to manage high-risk patients. Implementation arrangements: through
Community Forensic Mental Health Services. Implementation commencement date: from 1 July 2006

Transcultural Mental Health Positions ($6.8 million)

Eleven transcultural mental health workers will be employed across 13 District Health Services to
support mental health services working with people from culturally and linguistically diverse
backgrounds. Staff will dedicate a proportion of their time to work with local multicultural groups to
initiate mental health promotion, iliness prevention and early intervention strategies. At the statewide
level, the Queensland Transcultural Mental Health Centre will engage a range of bilingual mental
health promoters who will implement community activities that promote mental wellness. Part of the
funding package is for promotion and prevention activities and is represented in that section.
Implementation arrangements: through District Mental Health Services. Implementation
commencement date: from 1 July 2006

Area Clinical Mental Health Networks ($7.7 million)

In recognition of ongoing pressures on mental health services, Queensland will allocate funding to
Area Mental Health Clinical Networks to address priority service capacity issues and to initiate
innovative responses to area-wide service delivery issues. Implementation arrangements: through
Area Mental Health Clinical Networks. Implementation commencement date: from 1 July 2006

Alternatives to Admission ($17.5 million)

Nine District Health Services have been funded to develop and implement a range of alternatives to
acute admission, in collaboration with the non-government sector, consumers and carers.
Implementation arrangements: through District Mental Health Services. Implementation
commencement date: from 1 July 2007
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Responding to Homelessness ($19.7 million)

As part of the Responding to Homelessness Strategy 2005-2009, Queensland will establish homeless
outreach teams in Brisbane, the Gold Coast, Townsville, Cairns, and Mount Isa as part of a
commitment to address homelessness and public intoxication. In addition, 36 transitional housing
places will be established in Brisbane and Townsville. This will assertively tackle the high prevalence
of mental illness amongst homeless people in high-need areas and reduce the number of people with
mental illness being discharged into homelessness. Implementation arrangements: through District
Mental Health Services; Department of Housing and the non-government sector. Implementation
commencement date: this project has been underway since 1 July 2005

Mental Health Services in Prisons ($8.6 million)

Queensland will enhance clinical mental health services to people in correctional facilities across the
state, including in-reach assessment and treatment services. Implementation arrangements: through
Community Forensic Mental Health Services and District Mental Health Services. Implementation
commencement date: from 1 July 2006

Mental Health Capital ($12.0 million)

Queensland has committed capital funding of $5.8 million over five years for the construction and
redevelopment of designated mental health facilities to support enhanced access to services. In
2006-07, the Cairns Mental Health Community Rehabilitation and Recovery Service and the
Rockhampton Child and Youth Mental Health community clinic will be completed. An investment of
$41.0 million over five years in a number of community health and primary health care centres
including Gladstone, Nundah, and Yarrabah will also result in enhanced access to community-based
health and mental health services. This $41.0 million investment includes $6.1 million which will be
specifically for access to community mental health services. Implementation arrangements: through
District Health Services. Implementation commencement date: from 1 July 2006

Participation in the Community and Employment, including Accommodation
($64.3 million)

Queensland will supplement its existing investment through the following initiatives.

Housing Capital ($20.0 million)

A mix of accommodation to best meet the needs of individual clients will be procured for adults with a
mental illness and moderate to high support needs (clinical and non-clinical) who are currently housed
inappropriately, and who are assessed as being able to live independently in the community, with
appropriate support. Housing for about 80 people will be provided in 2006-07 in accordance with
social housing eligibility guidelines. Planning is currently under way with Queensland Health and
Disability Services Queensland to link identified clients with support arrangements who are ready to
live independently with suitable accommodation arrangements. Implementation arrangements:
through the Department of Housing. Implementation commencement date: from 1 July 2006

Health Action Plan Non-Government Organisation Funding ($25.0 million)

Funding will be provided to Queensland non-government organisations to support people with a
mental illness living in the community, including people living in housing provided by the $20.0 million
capital investment identified above. This will ensure that people living in the community have access
to adequate clinical and non-clinical support to assist them in their recovery process. Implementation
arrangements: through the non-government sector. Implementation commencement date: 1 July 2006

To further complement the $20.0 million housing capital, the Queensland Government will support
clients through the Special Fiscal and Economic Statement funding announced in October 2005,
specifically the Mental Health Community Organisation Funding Programme; and growth funding to
Disability Services Queensland for accommodation support services. The housing capital investment
will also enable some acceleration of Project 300 clients to access appropriate accommodation.
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Disability Services Respite and Sector Capacity Building ($12.0 million)

Additional funding will be provided for the establishment of new, and enhancement of existing, respite
and day services. Additional services under the Resident Support Programme will be funded to assist
people living in private residential facilities, while people inappropriately housed in hostels and
boarding houses will be supported to relocate to alternative accommodation through Hostels
Response funding. Funding through both the Family Support and Adult Lifestyle Support Programmes
will enable people with a psychiatric disability to maintain their community living either independently
or with their families. Implementation arrangements: mostly through the non-government sector.
Implementation commencement date: from August 2006

Employment and Training ($5.0 million)

Financial assistance will be provided to the non-government sector as part of the ‘Breaking the
Unemployment Cycle’ initiative, to provide job and training opportunities to people with a mental iliness
who experience disadvantage in the labour market. Funding will initially be provided under the
Community Jobs Programme to community and public sector organisations to provide job search
assistance and training to people with a mental iliness and/or employment for three to six months on
projects that will enhance skills development and future employment prospects. It is proposed that
approximately $1.0 million will be directed towards projects during 2006-07 to assist 130 people with a
mental illness. From 2007-08 onwards, it is proposed that about 100 people with a mental illness will
be assisted each year for the following four years. Implementation arrangements: predominantly
through the non-government sector. Implementation commencement date: from August 2006

Mental Health Services in Prisons ($2.3 million)

Funding will be provided to the non-government sector to support the enhanced prison mental health
services, particularly to provide post-release support to people with mental illness returning to the
community. Implementation arrangements: through the non-government sector. Implementation
commencement date: 1 July 2006

Increasing Workforce Capacity ($6.1 million)

Queensland is the most decentralised state in Australia, and as such, needs a workforce for the large,
urban specialist inpatient and community mental health services, and a workforce for its small rural
and remote communities. This requires a range of different skill sets to meet differing needs and
appropriate remuneration and conditions of employment to ensure that Queenslanders have access to
high-quality health care. Queensland will supplement its existing investment through the initiatives
outlined below.

Increased Workforce Remuneration ($5.8 million)

As a result of this overall increased investment in mental health, remuneration and conditions of
employment have improved for all mental health staff which will assist in attracting and retaining the
required workforce. This will particularly assist in the areas of community mental health services
($3.6 million), community forensic mental health services ($1.0 million), services to correctional
facilities ($1.0 million) and services designed to assist situations where the first response is by police
or ambulance officers ($0.2 million). Implementation arrangements: through District Mental Health
Services. Implementation commencement date: from 1 July 2006

Mental Health Transition to Practice Nurse Education Programme ($0.3 million)

Queensland Health will establish a Mental Health Transition to Practice Nurse Educator Programme to
provide adequate practical clinical experience for inexperienced nurses before they enter the mental
health sector. Implementation arrangements: through Area Health Services. Implementation
commencement date: 1 July 2006
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QUEENSLAND GOVERNMENT

MENTAL HEALTH INTERDEPARTMENTAL
COMMITTEE

Termsof Reference
Background

In Queensland 16.6% of the population (647,000 people) are affected by mental disorders in any
one year. This estimate excludes dementia and alcohol and drug-related disorders, except where
co-existing with another mental disorder. The figure rises to about 22% (854,000) people when
alcohol and drug-related conditions are included. Anxiety-related and depressive disorders are
the most prevalent, affecting approximately 7% and 6% respectively of the population within any
year.

Almost 100,000 Queensland people (2.5%) experience severe mental illness. About half of this
group have psychosis, primarily schizophrenia or bipolar disorder and the remainder have major
depression or severe anxiety disorders, particularly generalised anxiety disorder and post-
traumatic stress disorder. Other disorders such as anorexia nervosa are included.

More than 175,000 people (4.5%) have a menta disorder of moderate severity. This group
mainly includes individuals with depression, generalized anxiety disorder, post-traumatic stress
disorder and panic disorder/agoraphobia. A further 9.6% (373,000 people) have a disorder of
mild severity and are at risk of recurring mental illness. Primarily this group experiences
depression, generalized anxiety disorder, post-traumatic stress disorder, dysthymia and panic
disorder/agoraphobia.

Context

Building stronger and more effective collaboration across sectors is an important priority for
meeting the needs of people with mental illness as identified by the prevalence rates above,
particularly collaboration between Queensland government agencies. The MH-IDC is anchored
upon the understanding that Queensland Health (Mental Health Services) cannot be responsible
for the full spectrum of mental health intervention needed across the life span and variety of
contexts. Contemporary evidence clearly suggests that mental health within the community is
dependent on the full spectrum of interventions; however, most of the social determinants of
good mental health lie outside the domain of health and mental health clinical service delivery.
Policy, financial and service silos have created obstacles to the delivery of integrated responses
across the spectrum of mental health interventions needed to maintain good mental health,
prevent the development of mental illness, intervene early wherever possible and provide access
to timely treatment and continuing care. ldentified areas for improved collaboration as outlined
inthe Shanng Responsibility for Recovery 2005 include:
Peer Support and Self Help

« Family Education and Support

» Mental Health Services

« Primary Health Care

« Disability Support



« Community Infrastructure

» Education, Vocational Rehabilitation and Employment
» Housing and Supported Accommodation

» Drug and Alcohol Services

« Traumaand Abuse Services

» Police, Ambulance and Emergency Services.

- Legal and Correctional Services.

The National Mental Health Strategy and the COAG National Action Plan on Mental Health have
introduced a whole-of-government approach to mental health and new relationships between
mental health services, the wider health care system, non-government sector, and other support
services provided outside the health sector (housing, disability support, domiciliary care, income
support, employment and training programs). It is crucial that within this approach Queensland
government agencies co-ordinate their intervention at the population and service delivery levels
to ensure that consumers, carers and their families have access to the full range of interventions
and services no-matter the context where they may find themselves, e.g. in the broader
community or within a correctional facility.

The mental health sector needs to advance current partnerships and establish formal intersectoral
collaboration between mental heath and other sectors within Queensland Health and other
Queensland Government agencies. Collaborative partnerships at the population or service
delivery levels need to develop intense relationships with high levels of contribution,
commitment and joint effort, shared goals and a higher level of trust. A formal interagency
approach as proposed by the MH-IDC will place the Queensland Government in a strong position
to support the implementation of the COAG National Action Plan in Queensland and meet the
mental health needs of Queenslanders across the spectrum of interventions.

With the establishment of the MH-IDC, the Queensland Government has initiated a strategic and
formal cross-government approach to improving the mental health and well-being of the
Queensland community. This approach builds on and is linked to the cross-government and cross
sector approach employed to oversee the implementation of the COAG Nationa Action Plan on
Mental Health. The aim of this approach is to enhance the mental health of people at risk of, or
affected by, mental illness by improving the responsiveness and coordination of service and
population level interventions.

Objectives
The MH-IDC will:

1. identify opportunities for better linkages, coordination and collaboration between
Queensland government agencies

2. formalise collaboration between Queensland Government agencies responsible for the
mental health of the Queensland community

3. provide aforum for building strategic alliances across Queensland government agencies and
the spectrum of mental health interventions, including promoting wellness, preventing the
development of mental illness, early identification and intervention, access to timely and
appropriate treatment, and access to continuing care and support.



Key Tasks

» Develop an interagency work plan which will identify key priority areas of work and

incorporate existing bilateral and multilateral work stemming from, for example, the
Queensland Government Suicide Prevention Strategy, the Strategic Plan for Psychiatric
Disability Services and Support, Sharing Responsibility for Recovery, and MOUSs between
QH/MH and QPS, QAS, DCS, DSQ, and DoH.

« achieve cross-agency endorsement of the plan at the Director-General or Ministerial

levels.

« gain cross-agency contributions to the implementation of the work plan, including joint

responsibility for achieving the agreed outcomes and sustainability.

« provide a forum for cross-government engagement, information exchange, and problem

solving.

« provide regular feedback to the MH-IDC on progress with implementation of the

initiatives identified in the work plan.

= report on progress to Cabinet through the Premier on an annual basis.
» make recommendations to the Queensand COAG Mental Health Group on issues that

have cross-sector (NGO and private) and cross-government (Commonwealth/state)
implications.

Anticipated Outcomes

- Bilateral and multilateral MOUs

- Bilateral and multilateral LCAS

« Operational protocols and guidelines

«» Joint professional development and training initiatives

» Shared models of service delivery

» Agreed and articulated pathways to care

« Agreed communication protocols

« Joint administrative governance structures

» Shared investment, accountability and responsibility for sustainability.

Working arrangements

4.

The Executive Director, Social Policy, Department of the Premier and Cabinet (or hig/her
delegate) will chair the MH-IDC, which will meet every second month from April 2007.
Should the Executive Director (or his’her delegate) not be available, the Director of Mental
Health will substitute.

The MH-IDC will comprise senior representatives from all key Queensland government
agencies with responsibility for mental health policy and service delivery within their
organizational context. All members should make every effort to attend meetings or
nominate an appropriate senior representative to attend.

Membership will comprise of the following Queensland government agencies:

= Department of the Premier and Cabinet

» Queensland Health

« Department of Housing

« Disahility Services Queensland

« Department of Communities

« Department of Child Safety

« Department of Education, Training and the Arts



10.

11.

12.

= Department of Employment and Industrial Relations
= Queensland Police Service

» Queendand Corrective Services

» Department of Justice and Attorney-General

« Department of Emergency Services.

Bi-lateral and multilateral meetings can be convened on an ad hoc basis to progress specific
work, make decisions or examine issues in more detail.

The MH-IDC may consider commissioning research or inviting external experts to submit
evidence to help support the implementation of the work plan.

A secretariat position will be established to support the MH-IDC and be collocated with the
COAG Menta Hedth Team. The position will be funded by the Mental Health Branch,
Queensland Health.

The secretariat position will be responsible for:

- forward planning of meetings, in consultation with the chair

» preparing the agenda, minutes, and papers for MH-IDC meetings

= liaising with the various sub-groups and other nominated individuals
» preparing Cabinet submissions as required, and

= preparing reports, briefs and correspondence as required.

The MH-IDC may establish sub-groups to progress specific work at a bilateral or
multilateral level between relevant agencies. The final decision in relation to the
implementation of the variousinitiatives will rest with the relevant agency or agencies.

Participating members may be required from time to time to chair a relevant sub-group and
provide the required support to that group. Each member will also be required to identify an
appropriate operational officer within their agency who will be available to work with the
Secretariat.

Confidentiality

13.

The proceedings and records of MH-IDC meetings will generally not be considered
confidential. Proceedings will be minuted by the secretariat and will be broadly available.
However, information may from time to time be given by members or participants in
confidence. Where the MH-IDC chair identifies information is of a confidential nature, that
information will not be minuted and members and participants will respect that decision.

Reporting

14.

The MH-IDC with the support of the secretariat will compile annual progress reports in
December, which will be submitted to Cabinet through the Premier.

M odificationsto Terms of Reference

15. Modifications to these terms of reference may be proposed and adopted at any MH-IDC
meeting.

Sunset Clause

16. The committee will operate for the life of the COAG National Action Plan on Mental Health

2006-1011. The operationa arrangements beyond this period will be informed by Cabinet
decisions.
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Council of Australian Gover nments (COAG) Mental Health Group - Queensland
[13 September 2006]

Information Paper: Care Coordination

[ The below headings are provided as prompts - please alter asrelevant. Papers should be kept as concise as
possible—no morethan 2-5 pages. Attachments may be used if necessary.]

Purpose:

The purpose of the Care Coordination Model is to support people with serious mental
illness and complex care needs to access a range of clinical and community support
services which are tailored to meet individual needs and assist people to live meaningful
livesin the community.

Guiding Principles:
The Care Coordination Model will be:

person centered and consumer driven,
carer and family inclusive,

recovery orientated,

socidly inclusive, and

suit individual consumer needs.

Per ceived Benefits:

= improved care planning and continuity of care across service boundaries,

» improved systems coordination and communication between service providers,

= improved service provision for the target group who are not accessing mainstream
Public and Private Mental Health Services,

» |essduplication in service provision and more efficient use of available resources.

Major features of the Care Coordination Modél:

The Care Coordination Model will bring together clinical and community support service
providers to:

identify the target group and determine ligibility for Care Coordination,
provide a single point of contact and a single care plan for the target group,
promote access to arange of clinical and non-clinical services,

coordinate the respective roles and responsibilities of each agency involved,
review overal progress and specific consumer outcomes.

Target Group:

Adults with a serious mental illness and complex needs, including those with persistent
symptoms and significant disability who fall through the gaps in the current service system,
have lost socia and family support networks and rely extensively on multiple health and
community services for assistance to maintain their livesin the community.

Suggested definition:

“Serious and persistent mental illness means a mental illness which is severe in degree
and persistent in duration, which causes a substantially diminished level of functioning
in the primary aspects of daily living and an inability to cope with the ordinary demands
of life, which may lead to an inability to maintain stable adjustment and independent
functioning without long term treatment and support and which may be of lifelong
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duration. Serious and persistent mental illness includes schizophrenia as well as awide
spectrum of psychotic and other severely disabling psychiatric categories, but does not
include infirmities of aging or primary diagnosis of mental retardation or of alcohol or
drug dependence” (Wisconsin statutes, Chapter 51).

Accessibility and Eligibility Criteria:

Access to Care Coordination will be prioritised for people over the age of 16 years with
serious mental illness and complex needs as identified above and have one or more of the
following characteristics:

(a) have along period of contact with the mental health system, particularly those with
frequent admissions and discharge from acute inpatient care.

(b) require intensive/assertive case management.

(c) are at greater risk of harming themselves or others.

(d) have multiple socia care problems and needs, particularly drug and alcohol and
accommodation problems.

(e) are more likely to disengage with services.

(f) have no contact with the public mental health services or other mainstream
health/mental health services.

Potential Numbersin the Target Group:

In order to estimate this portion of the population Whiteford and Buckingham (2006) have
suggested that not all people with a serious mental illness have the same need for
coordinated care. For example, some members may live with their families, others may live
in long term residential care and others may already have support networks that provide
necessary services to alow the individual to access appropriate services. However a small
group experience frequent co morbid substance abuse, high risk of relapse and multiple
hospital admissions and an absence of functional family and social support networks. In
Queendland, almost 100,000 people experience serious mental illness, approximately
51,000 are seen by state public mental health services, and it is estimated that between
5,000 and 10,000 of the 100,000 people in Queensland with a serious mental illness will
require Care Coordination to maintain their lives in the community (Whiteford &
Buckingham: 2006).

Composition of Care Coordination Team:
(a) Clinical Care Coordinator

Clinical Care Coordinators will primarily focus on mental state assessments, interventions
and treatment and the physical health needs of people with serious mental illness and
complex needs. This will include a focus on compliance with medication, the management
of symptoms, mood fluctuations and side effects of medication. The clinical service
providers in the Care Coordination Team may include one or a number of the following:

Public Mental Health Services

Private Psychiatrist

General Practitioner

Private Psychologist

Aboriginal and Torres Strait Islander Community Controlled Health Service
Mental Health Nursein Genera Practice and Private Psychiatry

Allied Health Workers and Mental Health Nursesin Divisions of General Practice
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(b) Community Support Coor dinator

Community Support Coordinators will focus on addressing the social disruptions and the
diminished level of functioning caused by the severity and persistence of the mental illness.
The primary focus for Community Support Coordinators will be on addressing aspects of
the consumer’s daily living skills, ability to cope with the ordinary demands of life which
may impact on family and social roles, ability to maintain or enter employment, or the
ability to access or maintain appropriate accommodation. The Community Support
Coordinatorsin the Care Coordination Team may include one or a number of the following:

= NGOs funded by Queensand Health, Disability Services Queensland and the
Australian Government that provide a range of support services, particularly those
that provide services which enhance independent living skills, facilitate socia
connections and provide respite and disability support.

Personal Helpers and Mentors (PHAMS).

Indigenous Agencies.

Community and Social Housing Agencies.

Employment Agencies, particularly those funded through either the Community
Jobs Program or the Personal Support Program.

(c) Other Specialist Service Providers

Other specialist service providers will also be invited to be members of the Care
Coordination Team and provide both clinical and non-clinical input. Other Specialist
Service Providers in the Care Coordination Team may include one or a number of the
following:

Drug and Alcohol Services

Intellectual Disability Services

Services for people with eating disorders
Multicultural Health/Mental Services
Community Forensic Mental Health Services

(d) Clinical and Community Support Coordinators

There will be two care coordinators identified in the Care Coordination Model for each
consumer:

(1) a clinical care coordinator: who could possibly be a Psychiatrist, Psychologist,
GP, Case Manager from a Public Mental Health Service, a Menta Heath Nurse
working in General Practice and Psychiatry, an Allied Health Professional working
in a Divison of Genera Practice or Aborigina Community Controlled Health
Service.

(2) a community support coordinator: who could possibly be a support worker
employed by a NGO who receives funding from Queensland Health, Disability
Services Queensland or the Australian Government, Personal Helpers and Mentors,
Indigenous Agencies, Community Housing and Employment Agencies.

The Care Coordinators are responsible for:
= determining eligibility for care coordination,

= establishing rapport and close contact with the consumers, carers and family
members,
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= developing a single care plan with clear outcomes, which is formulated in
collaboration with the consumer and his or her family and carer,

= coordinating the respective roles and responsibilities of each agency in the care
system,

= regularly monitoring and reviewing the quality of care provided and the success
of everyone’ sinvolvement,

= ensuring that there is a balance between medical and social aspects of an
individual’swell being,

= providing the primary points of contact for the consumer, carer, family and
participating service providers.

In most cases, it is expected that the consumer referred for care coordination will have a
well documented history with a variety of service providers; the role of Care Coordinators
will be to gather and review this history to avoid any excessive assessment process for the
consumer.

Qualifications and Skillsof Workers:

The Care Coordination approach will bring together a diverse skill-mix including people
with professional and para-professional qualifications, lived experience, carer experience,
and cultural competence.

Caseloads:

Based on contemporary evidence in mental health, assertive community treatment for
consumers with serious and complex needs cannot be greater than 1:10-15. The Care
Coordinators will need to test and monitor this caseload to determine the appropriate
caseload for the Care Coordination Model.

L ocation and Governance:

The rollout of the Care Coordination Model should, wherever possible, align with the
PHAMSs demonstration sites and their overall progressive rollout in Queensland. The Model
will also operate across the different agencies boundaries to ensure that consumers have
access to the full range of services that they may need to live successfully in the
community.

Governance arrangements will need to be established and endorsed at both the state-wide
and local level to ensure the successful implementation of the Care Coordination Model
and priority access to a range of services for this client group. These governance
arrangements need to be formalised through the development of state-wide Memorandums
of Understanding (MOU) and Local Collaborative Agreements (LCA) between all the
relevant agencies. They will clearly address information sharing provisions, including any
consumer consent that may be needed.

State-wide MOUs should articulate shared objectives; commitment; investment;
responsibility for outcomes; decision making and sustainability. Additionally they should
support the development of LCAs and inform how they will operate and identify ways of
overcoming local barriers.

LCAs should identify the aims and intended outcomes which are to be achieved by the Care
Coordination Model, identify the client group, identify agreed assessment processes,
commit agencies to give priority access to this client group, identify position/s in each
agency that are primary contacts for the two Care Coordinators, and articulate annual
performance review and outcome reporting.
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I mplementation process:

Implementation of the Care Coordination Model in Queensland will take into consideration
the following factors:

e PHAMslocations in Queensland, particularly the demonstration sites.

e Auvailability of Public Mental Health Services, both inpatient and community.

e Availability of a range of Non-Government Agencies to provide a range of
Community Support Services.

e Availability of GPs and/or Private Psychiatrists, particularly practices that engage
Private Psychologists through the new MBS items or employ Mental Health Nurses
of Allied Health Staff.

e Availability of other Social Support Agencies, particularly Housing, Employment
and Respite Services.

Timeframes:

The establishment of Care Coordination for this client group is a priority for CoAG and
will need to align with the rollout of both Queensland and Australian Government
initiatives announced in the National Action Plan on Mental Health 2006-2011.

Key opportunities and/or risks:

CoAG, the Queensand CoAG Mental Health Group, the Queensland Mental Health Inter-
Department Committee and other bilateral and multilateral inter-agency and inter-sector
meetings, forums and committees provide unique opportunities to progress the
implementation of the Care Coordination Model and for gaining commitment, support and
sign-off at the various levels within government and externally.

The risks associated with this approach include lack of clarity/agreement about the target
group, and €ligibility and exclusion criteria; the role of the different agencies/workers
involved particularly the PHAMSs; the assessment process and/or tools to be used; who is
ultimately accountable; and the inability of participating agencies to prioritise this group for
access to services.

Evaluation:

Develop an evaluation framework for the Care Coordination Model to capture process,
impact and outcome indicators for reporting to all relevant agencies, including Queensland
and Australian Government agencies and the Council of Australian Governments meetings.
An evauation framework needs to be developed at the commencement of the Care
Coordination approach to ensure that appropriate data and information is captured to enable
arobust evaluation of this approach and particularly the consumer outcomes achieved.

Assumptions:
Care Coordination will be equally available to people with serious mental illness and

complex needs that are or are not in contact with formal public or private mental health
services.
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In most locations the PHAMs may be the best placed resource to undertake the role of the
Community Support Coordinator, particularly because they may be in contact with people
in the target group who are not accessing private and public mental health services.

PHAM s should introduce a new skill set to the Care Coordination Model whichisin
addition to the existing skills and knowledge contributed by clinical mental health service
providers eg. Psychiatrists, Psychologists, Nurses, Social Workers and Occupational
Therapists; and include people with para-professional backgrounds, lived experience,
carer experience and Indigenous competence.

That each agency participating in the Care Coordination Model will provide priority
access for this client group.

Author: Ivan Frkovic/Cathy Beck

Organisation: CoAG Mental Health Initiative
Mental Health Branch
Queensland Health

Telephone: 07 32340155
0488107526

E-mail: ivan_frkovic@health.ald.gov.au
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Council of Australian Gover nments
Care Coordination M odel
(Queendland)

MEMORANDUM OF UNDERSTANDING

Between the

Queendand Government Agencies

Department of the Premier and Cabinet
Queensland Health
Department of Housing

Disability Services Queensland
Department of Communities
Department of Child Safety

Department of Education, Training and the Arts
Department of Employment and Industrial Relations

Queensland Police Service

Queensland Corrective Services

Department of Justice and Attorney-General
Department of Emergency Services
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1. INTRODUCTION

With the ever increasing complexity of mental health issues facing human services today,
innovation and integration is becoming an invaluable commodity. As mental health services
move more towards a holistic treatment process it becomes apparent that the spectrum of
human services are required to work closer together with a shared goal.

The Council of Australian Governments (COAG) Care Coordination Model (Queensland) isa
proactive approach to the provision of mental health servicesin Queensland Health. It aims
to identify and respond to individuals with a severe and enduring mental illness and who aso
experience associated complex care needs that historically have “ dlipped through the gaps’ of
existing services. These individuals can be frequent users of multiple services within their
community but never really receive a holistic service from any one service provider. The
inconsistent nature of their contact, works to inhibit the individual from recovery of their
illness. This progressively erodes their social and support network which results in significant
isolation for the individual; further limiting their self management and obstructing their
potential for recovery.

The Queendand Care Coordination Model aims to provide the individual with amore
coordinated, client focussed, holistic and recovery focused model of care. The aim of the
mode isto link the eligible individual with appropriate clinical and non-clinical agencies and
provide atailored service for the individua to better meet their needs. It is expected that
appropriate and consistent support will dramatically improve the lives of those who have
largely been overlooked by current services and processes. It will provide the individual with
two consistent coordinators to link with, instead of the myriad of services they historically
“bounced” between.

Individuals with amental illness often receive support for the psychiatric condition but their
general health issues often go unaddressed. Care Coordination aimsto maintain a clear focus
on the physical and mental health needs of the individual as well astheir psychosocial needs.

An advantage of the Queensland Care Coordination Model is recidivism will be reduced as
these individual s become better equipped to deal with their issues, thus relieving some
pressure on current services. Those issues for the individual that would historically have
caused the repeated presentations to one or more organisations will now be addressed in the
community. Theindividual will learn to better manage day-to-day situations. These skills
will be transferable to crisis situations and ultimately the individual will respond, react and
interact more appropriately.

Key Stakeholders will come together to commit to a process where integrated service
provision will enhance the quality of life for individuals within the target group. To
undertake this approach the Care Coordination Model requires commitment to its philosophy
and alignment to open communication and collaboration between all key stakeholders
providing services to those in the target group. Collaboration will provide the individual with
amore person-specific response meeting their needs far more appropriately. Information
sharing will be paramount when providing planned intervention from the many,
Commonwealth, State and non-Government agencies involved in the individual s support.

This Memorandum of Understanding (MOU) describes the relationship
BETWEEN

Queendland Government agencies, including

e Department of the Premier and Cabinet

Care Coordination Model - Memorandum of Understanding between Queensland Government Agencies 2007
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¢ Queendand Health

e Department of Housing

e Disability Services Queensland

e Department of Communities

e Department of Child Safety

e Department of Education, Training and the Arts

e Department of Employment and Industrial Relations
e Queendand Police Service

¢ Queendand Corrective Services

e Department of Justice and Attorney-Genera

e Department of Emergency Services

Although representation from Qld Alliance of Mental 1l1lness and Psychiatric Disability
Groups Inc. and General Practice Qld are outside the scope of this MOU they have stated
strong support to the principles, intent and administration of this document and how it will
support improvement of the services for individuals with amental ilinessviathe
implementation of Care Coordination.

2.

21

2.2

2.3

24

2.5

2.6

2.7

PURPOSE

This MOU supports the Council of Australian Governments (COAG) National Action
Plan on Mental Health 2006-2011 and the successful implementation of Care
Coordination, which was identified as a flagship initiative of the plan.

The purpose of this MOU isto define and improve the systems collaboration between
Queensland government agencies in order to successfully implement the Care
Coordination model as outlined in the COAG National Action Plan on Mental Health
2006-2011. The MOU formalises the commitment of departments to active
participation in Care Coordination for the target group.

ThisMOU aso will foster a culture of collaboration and cooperation between agencies
in order to facilitate more timely and effective service to individuals in the target group
who are moving through care coordination.

Greater flexibility between service providers will ensure that individual s in the target
group will appropriately receive services across arange of clinical and community
support services which are tailored to meet individual needs and assist themto live a
meaningful life in the community; that is, amore coordinated and integrated approach
from the identified agencies to their care and treatment.

This MOU will provide the basis to facilitate inter-agency collaboration at alocal level
which will commit agencies and organisations to actively participate in the
operationalisation of Care Coordination for the target group.

This MOU denotes more than just a symbolic document it represents a practical
framework for service collaboration.

ThisMOU isintended to work in conjunction with, and not derogate from or neutralise
any other MOU that exists among the Queensland government agencies.
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31

3.2

3.3

34

35

3.6

4.1

BACKGROUND

To ensure effective implementation of the National Action Plan on Mental Health 2006-
2011 endorsed by COAG on 14 July 2006, the Australian Government agreed to support
arange of initiatives, the flagship initiative being the Care Coordination model with an
emphasis on coordination and collaboration between government, private and non-
government providers.

An estimated 5,000-10,000 people in Queensland with severe and complex mental
health needs have been identified as falling through the gaps in service provision. Each
jurisdiction has agreed to implement thisinitiative as a priority for “ Adultswith a
[severe] mental illness and complex care needs, including those with persistent
symptoms and significant disability who fall through the gapsin the current service
system, have lost social and family support networks and rely extensively on multiple
health and community services for assistance to maintain their livesin the community” .

Systems collaboration from Queensland government agencies will ensure that people in
the target group receive a whole-of-government response across a range of clinical and
community support services which are tailored to meet individual needs and facilitate a
more coordinated approach to their care and treatment. Commitment to thisMOU at a
systems level will reduce duplication and service gaps, improve care planning and
continuity of care across service boundaries.

It is acknowledged that al agencies have their own roles and responsibilities with regard
to people with amental illness and each department is committed to working in full
cooperation to promote an integrated system of care to ensure effective and efficient
delivery of servicesto meet the needs of the target group.

The framework outlined in this MOU isintentionally broad. Specific arrangements will
be developed at alocal level which will utilise local service components and reflect
local requirements.

The intention of thisMOU is not to undermine existing eligibility criteriafor services
that each agency has previously established. Enhanced access for individuals within the
target group is to be determined by each agency in accordance with their existing
services digibility criteria

DEFINITIONS

Unless a contrary intention is indicated, the meaning of the following terms contained in
the body of this MOU will be defined below:

411 “MOU” refersto this Memorandum of Understanding.

4.1.2 “COAG” refersto the Council of Australian Governments.

4.1.3 the“Plan” refersto the National Action Plan on Mental Health 2006-2011.

4.1.4 the“Mode” refersto the Care Coordination model which was endorsed by the
Queensland COAG Mental Health Group

4.1.5 *“agency” refersto the 12 Queensland government agencies identified in the
introduction of this MOU.

416 “MH-IDC’ refersto the Mental Health Inter-Departmental Committee,
comprising of Queensland Government agenciesidentified in thisMOU. The
MH-1DC formalises collaboration between Queensland government agencies
responsible for the mental health of the Queensland community.
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5.1

5.2

5.3

6.1

6.2

4.1.7 “systemscollaboration” refersto formal intersectoral collaboration between
Queensland government agencies. Collaborative partnerships represent a shared
purpose, contribution, commitment, shared goals and a high level of trust. It
presents, at the highest level, a whole-of-government approach to mental health
and integrated relationships between the wider health care system, non-
government sector, and other support services provided beyond the health sector
(e.g. housing, disability support, domiciliary care, income support, employment
and training programs). Within this approach all government agencies
coordinate their intervention at service delivery levelsto ensure that all people
identified in the target group have access to arange of services no matter the
context where they may find themselves.

4.1.8 “mental illness’ refersto arange of recognised, medically diagnosable ilinesses
that result in significant impairment of an individual’ s cognitive, affective or
relational abilities.

419 “target group” refersto individuals 16 years or older with a severe mental illness
and complex care needs who fall through the gapsin the current service system,
have lost social and family support networks and rely extensively on multiple
services for assistance to maintain their lives in the community.

TERMSOF THE AGREEMENT

All agencies agree that this MOU does not create any legal relations between them.
However, the matters set out in thisMOU are agreed in principle between the parties.

The MOU between the Queensland government agencies will commence on 2008
and shall continue for a period of two years unless earlier terminated in accordance with
this agreement.

After expiration, parties may decide to dissolve, alter or renew the MOU in writing by
mutual agreement. In the event that parties contemplate a successive MOU,
negotiations with respect to such successive MOUs shall be limited to an identified
period of time.

OPERATION OF MOU

The agencies acknowledge that exchange of information pursuant to this MOU may
involve information that is confidential and/or subject to privacy laws. All Queensland
Health permanent and temporary staff, volunteers or anyone being trained by
Queendland Health facilities are bound by the confidentiality provisions under the
Health Services Act 1991 and penalties apply for breaches of thislegislation. Disclosure
and exchange of client information will comply with the statutory or administrative
instrument relevant to the participant agency. Thisincludes, for example:

e Health Services Act 1991 (as set out in the confidentiality requirementsin Part 7)

e Information Standard 42A (Queensland Health) (as set out in the disclosure
requirementsin Information Privacy Principle 11)

Relevant information may be disclosed to another agency with the informed, voluntary,
consent of the client. The agencies agree to the timely exchange of relevant information
(for care and treatment of the individual), in accordance with the consent obtained. In
the event the individual is unable to provide informed consent other mechanisms may
need to be explored.
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6.3

6.4

7.1

1.2

8.1

e Health Services Act 1991 (as set out in the confidentiality requirementsin Part 7)
e Guardianship and Administration Act 2000

e Information Standard 42A (Queensland Health) (as set out in the disclosure
requirementsin Information Privacy Principle 11)

In mental health crisis situations the parties will endeavour to ensure that their staff
follow their respective agencies protocols for the prevention and safe resolution of
mental health crisis situations.

For disclosure of information not encompassed by the client’s consent (eg. an
emergency which places the personal safety of the client or others at risk), the agencies
agree to provide information as soon as possible, in line with the requirements of the
statutory/administrative instrument relevant to their agency.

GUIDING PRINCIPLES

The following principles will guide the relationship between the agenciesin the
agreements and arrangements covered by this MOU:

711

712
7.13

7.1.4

All processes are undertaken and managed with full agreement of the agencies at
the commencement of the MOU;

The agencies agree to respect the ownership of any property rights of each other;

All agencies agree that the collaborative partnership between them is based on
mutual respect, cooperation and shared principles to ensure that people with a
mental illness receive a coordinated system of care; and

All agencies share an ongoing commitment to ensuring that services will be
provided in away which reflects the rights of people with amental illness as
proclaimed in the Mental Health Statements of Rights and Responsibilities 1991.

The agencies acknowledge and agree that in a mental health crisis situation involving
clients of the target group and where thereisrisk to safety:

721

1.2.2

Relevant agencies should maintain the mental health needs of the person and
carer, and the preservation of the person’ srights and dignity as a primary
consideration within the overall objective of ensuring the safety of all parties;
and

The management of any such situation should be achieved by the relevant
agency or agencies whilst maintaining the safety of the individual, staff and the
public concerned and, where not able to be avoided, the imposition of minimum
restriction upon the individual .

GENERAL ROLESAND RESPONSIBILITIES

The following outlines the general roles and responsibilities of each party to this MOU:

811

8.1.2

8.1.3

That agencies collaborate in the coordination and delivery of services to people
identified in the target group;

That planning and service delivery be maintained so that those in the target
group receive coordinated services that are appropriate to their needs;,

That resources be committed to deliver coordinated and effective service
responses to those in the target group;
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8.1.4

8.1.5

8.1.6

8.1.7

8.1.8

That agencies monitor service provision to reflect the changing needs of
individuals and communities and to ensure servicesisimproved over time;

That agencies work in partnership to develop local level agreements and
operational protocols and guidelines to achieve coordinated service delivery
responses,

That agencies facilitate and actively support the implementation and monitoring
of local level agreements;

That the Director-Genera of each agency be committed to the implementation of
thisMOU; and

That the Director-General of each agency nominate the officer who is
represented on the IDC to act as a central point of contact and liaison between
the agencies and to facilitate the initial implementation and ongoing adherence to
thisMOU. Thisrole should be fully acknowledged in terms of workload
allocation.

9. COOPERATIVE ARRANGEMENTS

9.1 Inagpirit of cooperation between Queensland government agencies, the agencies agree
asfollows:

911

9.1.2

9.1.3

914
9.15

9.1.6

To identify current and emerging issues and to develop strategies to improve
service delivery through collaboration between the agencies,

To continue to define and develop roles and responsibilities of each agency in
regard to specific state-wide and local activities,

To develop mechanisms which promote a culture of continuous improvement
across the agencies to facilitate the further development and communication of
identified good practice, that will ensure formal arrangements are sustainable
over time;

To explore legislative and policy options to enhance information sharing;

To continue to improve knowledge, skills, attitudes and values of the respective
staff of departments to ensure a coordinated system of care for the target group;
and

To continue the forma Mental Health Inter-Departmental Committee (MH-1DC)
process with senior representatives of agencies to implement and monitor the
terms of this MOU.

10. MONITORING AND REVIEW

10.1 The MH-IDC will provide the opportunity for each agency to monitor and review its
service provision.

10.2 The MH-IDC will review progress against the National Action Plan on Mental Health
2006-2011 after twelve months of this MOU coming into effect.

10.3 ThisMOU will be reviewed within 12 months of the date of its taking effect and
thereafter annually on the anniversary of theinitial review, or at such other earlier time
as may be agreed by the agencies.

10.4 Progress on implementation of the Care Coordination model in Queensland will be
reported to Cabinet as part of the MH-IDC’s Annual Report to Cabinet.
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11. RISK MANAGEMENT

11.1 Each agency will ensure that its employees will comply with their respective risk
management policies and procedures in the course of carrying out its obligations under
thisMOU.

11.2 ThisMOU in no way changes alters or affects any existing understanding, arrangements
or established practice relative to insurance and/or indemnity.

12. COMMUNICATION

12.1 All agencies recognise that fluid internal communication is an integral component in
ensuring that thisMOU isfiltered through to employees. All agencies are committed to
timely dissemination of information in relation to this MOU to employees at al
level g/districts/regions within the agency.

12.2 All agencies recognise that communication is a major component in facilitating systems
collaboration. Each agency recognises the need for effective communication and
consultation processes to assist in enhancing collaborative relationships to minimise
duplication and increase the range and quality of services provided across the state.

12.3 The agencies acknowledge the benefits of open and candid communication between
representatives of the agencies. The departments acknowledge the benefits of
developing bilateral and multilateral working relationships between representatives of
the agencies across all levels. In order to develop effective relationships between
agencies and ensure broad uniformity of approach, the departments agree to the
following:

12.3.1 Regular formal contact and communication shall be achieved through the Mental
Health IDC and maintained for the purposes of coordinating the provision of
appropriate services and support to people in the target group;

12.3.2 Provide information or clarification on mental health issues to a participating
agency; and

12.3.3 Ensure that this MOU isfiltered through to the lowest level in each agency (i.e.
at the coalface).

13. VARIATIONS

13.1 Variationsto the MOU may be negotiated at any time at the instigation of any agency.

13.2 Any proposed alterations shall be addressed through the Director-General of each
agency.

13.3 Variationsto the MOU must be made in writing and only with the mutual agreement of
all agencies and attached to this MOU.

14. TERMINATION

14.1 An agency may not terminate this MOU except as follows:

14.1.1 Any agency becomes, either through reorganisation, disbandment, or pursuant to
agovernment decision unable to carry on or otherwise discharge its obligations
under this agreement;

14.1.2 By mutual agreement of the agencies,

Page 9 of 12



14.2

14.3

14.4

15.

151

16.

16.1

16.2

14.1.3 Non compliance by any agency; or
14.1.4 Irreconcilable disputes.

If an agency failsto remedy any non-compliance of this agreement within 30 days of
receiving notice of that non-compliance, the effected agency considering terminating
their participation in the MOU must give 30 days notice to the other agencies in writing.

The respective rights of the agencies under clause 14.1 shall not be exercised unless the
agencies respectively have engaged and concluded the dispute resolution mechanism
provided in thisMOU.

Where the MOU is terminated under clause 14.1, the agencies agree to provide all
reasonabl e assistance and cooperation necessary to ensure a smooth transition.

DEFAULTSAND DISPUTE RESOLUTION

Where the dispute or alleged default arises under thisMOU all agencies agree that they
will take steps they believe reasonable to resolve the dispute/alleged default by mutual
agreement, using the following procedures:

15.1.1 All agencies will undertake initial negotiation on the matter in dispute at the
workplace level;

15.1.2 If the matter is not resolved at the workplace level, the matter will be referred for
discussion between Executive Managers/Directors of the respective agencies;

15.1.3 If the matter remains unresolved at the Manager/Director level, the matter will
be referred for discussion between the Director-General of the respective
agencies; and

15.1.4 During the time when the agencies attempt to resolve the matter, the agencies
continue to comply with the MOU.

NOTICES

Any notice or communication given under this MOU must be
16.1.1 Inwriting; and

16.1.2 Delivered, sent by ordinary prepaid post or sent by facsimile to the addressee’s
address or facsimile number (as the case may be) notified by the addressee from
timeto time.

A notice or other communication given under or about thisMOU is taken to be received
(as the case may be):

16.2.1 If delivered personally on the business date it is delivered;
16.2.2 If sent by ordinary prepaid post, 3 business days after posting; or

16.2.3 If sent by facsimile, when the sender receives confirmation that the facsimile has
been transmitted to the addressee’ s facsimile number in its entirety.
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DIRECTOR-GENERAL SIGNATORIES:

Department of the Premier and Cabinet

Director—Generd

Date:

Queendand Health

Witness Name;

Signature;

Date:

Director—Generd

Date:

Witness Name:

Signature:

Date:

Department of Housing

Director—Generd

Date:

Witness Name:

Signature;

Date:

Disability Services Queensland

Director—Generd

Date:

Witness Name:

Signature;

Date:

Department of Communities

Director—Generd

Date:

Witness Name:

Signature;

Date:

Department of Child Safety

Director—Generd

Date:

Witness Name:

Signature;

Date:
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DIRECTOR-GENERAL SIGNATORIES cont’'d:

Department of Education, Training and
the Arts

Director—Generd

Date:

Witness Name;

Signature;

Date:

Department of Employment and
Industrial Relations

Director—Generd

Date:

Witness Name:

Signature;

Date:

Queendand Police Service

Commissioner of Police

Date:

Witness Name;

Signature;

Date:

Queendand Corrective Services

Director—Generd

Date:

Witness Name:

Signature:

Date:

Department of Justice and Attorney

General

Director—Generd

Date:

Witness Name:

Signature;

Date:

Department of Emergency Services

Director—Generd

Date:

Witness Name:

Signature;

Date:
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Appendix 14 Partners in Mind Framework
(tabled seperately)

Queensland Government Submission to the Senate Select Committee Inquiry into Mental Health Services in Australia



Appendix 15 Queensland Mental Health
Service System and Specialist
Service Descriptions

91 Queensland Government Submission to the Senate Select Committee Inquiry into Mental Health Services in Australia



Specialised Mental Health Service Programs

Public mental health services provide arange of specialist mental health services
across the lifespan:
= Menta Health Services for Children and Adolescents and Y outh aged 0-18.
= Adult Mental Health Services for people aged over 18.
= Older Persons Mental Health Services aged 65 and over.

These services are offered on an outreach basis in the community or within inpatient
(residential) settings across awide range of locations. The various types of
programmes are detailed below.

Community Mental Health Services

The enhancement of ambulatory or community mental health service is a significant
component of the mental health reform agenda. Thisis driving increased reported
community activity, and is aimed at decreasing both reliance and pressure on hospital
based mental health care across this State. Community Mental Health Services
include the following:

e Emergency, Crisis and Acute Care Responses
Manage emergency mental health assessment, interface between the
community, the private and the public health system and provide referral and
adviceto local services.



e Continuing Care and Case Management
Provide treatment over the course of illness and facilitate access to and co-
ordination of delivery of the range of services necessary to meet the individual
needs of a person with amental illness, both within and outside the mental
health service.

e Mobile Intensive Treatment
Provide intensive long-term case management, treatment and support to people
with enduring needs and assertive outreach to very vulnerable and disabled
people living in the community with severe mental illness, enduring disability
and complex needs.

Inpatient or ‘Bed Based’ Treatment and Care
e Acute Inpatient
Provide short-term intensive treatment, medical management, and 24 hour per
day clinical support on avoluntary and involuntary basis to reduce symptoms,
stabilize functioning and promote sufficient recovery to allow effective
treatment in a community based setting for child and adolescent, adult and
older persons.

e Extended Treatment and Rehabilitation
Provide medium to long-term clinical treatment, supervision and rehabilitation
services for people with a serious mental illness and psychosocial disability.

e Extended Treatment & Rehabilitation - Community Care Units
Provide medium to long-term clinical treatment, supervision and rehabilitation
services for people with a serious mental illness and psychosocia disability
within a community setting.

e Dual Diagnosis Extended Treatment
Provide extended inpatient care to people with amental disorder and
concomitant intellectual disability and who exhibit aggressive or violent
behaviour, which makes them unmanageable in an integrated mental health
service.

e Medium Secure
Provide intensive treatment and rehabilitation to people, who require care
within a higher level of security to ensure the safety of themselves and/or the
community.

e High Security
Provide intensive treatment and care to people detained under the provisions of
the Mental Health Act 2000 who present a serious risk to the safety of others
and cannot be managed in aless secure environment.

e Acquired Brain Injury Extended Treatment
Provide treatment and care for people with acquired brain damage and
associated mental disorders and/or severe behaviour problems.



e Psychogeriatric Extended Treatment
Extended inpatient services for older people provide care for people aged 65
years and over who require both specialist psychiatric and aged care and who
cannot be cared for in any other setting.

Specialist Services
Specialist services are provided to target the following areas.
=  Community Forensic Mental Health Services
Homelessness Health Outreach Teams
Mental Health Services for Indigenous People
Therapeutic Mental Health Child Safety Teams
Consultation Liaison Mental Health Services
Targeted Mental llIness, Alcohol and Drug services
Alternatives to Admission services
Mental Heath Services for People from Culturally and Linguistically
Diverse Backgrounds (CALD)
= Eating Disorders Outreach Service
Deafness and Mental IlIness





