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e The state-funded MHAOD system exists within a broader system and should operate as a
‘whole’ and within a person centred framework to support the best outcomes for
individuals, their families and carers.

e Housing, education, vocational training, policing, justice and social/community,
employment and economic development are key areas that can impact on an
individual's mental health and wellbeing and risk of mental illness.

e There are many opportunities to build on the existing foundations and develop person
centred and recovery focused approaches that interface with and contribute to the
broader system. These include:

suicide prevention

mental health crisis

— perinatal and infant mental health
— children and young people

— people with eating disorders

— alcohol and other drugs

— dual disability

- forensic mental health

— older people.

e Effective leadership, multi-agency partnerships, collaborative models of service and
care, embracing new technologies and innovations, a focus on continuing quality and
service improvement must remain priorities as part of any development of the MHAOD
service system.
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e Over nearly three decades, Queensland has been following the reform path set out in
five successive National Mental Health Plans with a strong shift in the balance of
investment from psychiatric hospitals to community-based services. Of 2.8 million
episodes of service in 2020-21, 70 per cent were in the community. While in the last 10
years there has been a welcome shift to community-based beds (from 0 to 20 per cent
now in the community), the total number of beds weighted by population has not grown
and there is a shortage of inpatient beds, particularly for acute admission.

e People living with mental illness and problematic substance use experience significant
stigma, including discrimination across health and other aspects of their social and
community life which creates barriers to seeking treatment.

e Protection of human rights, safety, and high-quality care in a system where all
participants are well informed are paramount. People subject to an order under the
Mental Health Act 2016 (MHA2016) receive 36 per cent of all episodes of care. There needs
to be more partnerships between people with lived experience and clinicians to reduce
or to eliminate the use of restrictive practices or coercion (seclusion, restraint, and the
use of orders) and place a greater emphasis on voluntary care.

e Suicide prevention has been a significant priority in Queensland and there have been
many innovative strategies implemented to tackle this, but suicide rates remain
unacceptably high. It should continue to remain a priority.

e The workforce in Queensland MHAOD services strives daily to provide a high standard of
care in the context of significant human and capital shortfalls and challenges.

e Anincreasing focus on delivering comprehensive care requires a shift in workforce
practice and skill development. Working to full scope of practice within complementary
multidisciplinary and partnership arrangements are required to meet an individual's
needs.

e There needs to be a continuing recognition of the role and value of the lived experience
(peer) workforce as part of the treatment and care team responding to the needs of
individuals, their families and carers.

e Effective leadership is required to make the necessary improvements in the system. The
focus needs to be on leadership at the state level to ensure the strategies are designed
to meet the needs of the population, while allowing local leadership to adapt strategies
to meet local priorities.

e As aresult of the COVID-19 pandemic there has been a rise in the number of people with
depression and anxiety which is disproportionately higher for women and young people.
Like other natural disasters, the psychological effects can take a long time to present
and that the call for psychological assistance will remain long after the physical effects
have resolved.

e As mental disorders are more likely to emerge at a young age, early intervention and
services beginning in early life are vital.

e Queensland Health continues to build on and adopt digital strategies to optimise
services through better use of information.
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Making Tracks Together provides direction for HHSs, CCOs, and other healthcare service
providers to deliver equitable, culturally safe, and clinically effective care.

The aim of the Making Tracks Together is to galvanise a renewed and shared agenda to
improve Aboriginal and Torres Strait Islander peoples’ health outcomes, experiences, and
access to care across the health system. It also acknowledges that social and emotional
wellbeing is the foundation for physical and MH for First Nations peoples. Caring for self, kin,
community, and country is core to Aboriginal and Torres Strait Islander knowing, being and
belonging. Good health and wellbeing are built upon deep and enduring social, emotional,
and cultural connections between self and the whole community.

Making Tracks Together places Aboriginal and Torres Strait Islander peoples and voices at
the centre of healthcare service design and delivery in Queensland. This agenda has been
enacted in Queensland legislation through new provisions in the Hospital and Health Board
Act 2011 and Hospital and Health Regulation 2012 and is supported through a robust and
considered public policy environment.

The Chief Aboriginal and Torres Strait Islander Health Officer has a key leadership role.

Within the DoH, the MHAOD Branch works closely with the Aboriginal and Torres Strait
Islander Health Division in developing and implementing policies, planning, and
commissioning of MHAOD, suicide prevention and social and emotional wellbeing services
for First Nations peoples. The two areas jointly participate on a number of cross-government
and national forums.

The Queensland Aboriginal and Torres Strait Islander Leadership in MHAOD (Leadership
Group) is a group of Aboriginal and Torres Strait Islander MHAOD QH employees in strategic
leadership positions across the state. The purpose of the Leadership Group is to provide
leadership, expert advice relating to the needs of Aboriginal and Torres Strait Islander
peoples and contribute to decision-making in the development of culturally secure and
competent MHAOD services. Members are identified MHAOD leaders from HHSs and subject
matter experts from a range of services including forensic mental health (FMH) and AOD.

Delivery of MHAOD, suicide prevention, social and emotional wellbeing services, program
and projects for Aboriginal and Torres Strait Islander peoples and communities takes place
through HHSs and CCOs.

Significant effort is taking place to address MHAOD and suicide prevention responses to
Aboriginal and Torres Strait Islander peoples. This includes:

e Funding and working with QAIHC to deliver specific sector development and related work
to improve the cultural safety of AOD service delivery across sectors.

e Engaging with Department of Seniors, Disability Services and Aboriginal and Torres Strait
Islander Partnerships (DSDSATIP) and partnering to align with efforts under Closing the
Gap, Local Thriving Communities and supporting the renewed approach to Alcohol
Management Plans.

e Invests in the Indigenous Mental Health Intervention Program (IMHIP) which is a
culturally capable model of MH care and transitional support for Aboriginal and Torres
Strait Islander peoples incarcerated in the Brisbane Women's and Woodford Correctional
Centres.
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Following extensive consultation with First Nations people to identify what resources are
needed to support an Aboriginal and Torres Strait Islander person experiencing a suicidal
crisis when presenting to a HHS, the following was identified:

e resources to support the delivery of culturally capable and welcoming services for
Aboriginal and Torres Strait Islander people and their carers

e culturally welcoming emergency department (ED) service environments

e engagement with people and their care system during the provision of services.

The National Safety and Quality Health Service Standards (NSQHSS) User guide for
Aboriginal and Torres Strait Islander Health calls for a welcoming healthcare environment
that recognises the importance of cultural beliefs and practices of Aboriginal and Torres
Strait Islander people.

In 2020-21, eight HHSs were provided project funding for a partnership between ED, MHAOD
services and the Aboriginal and Torres Strait Islander workforce to develop, test and
evaluate culturally safe, engaging and welcoming environments for Aboriginal and Torres
Strait Islander people experiencing a suicidal crisis.

Improvement activities within the ED setting include:

e Addressing the relevant information and translation needs of Aboriginal and Torres
Strait Islander people relating to suicide risk.

e Training to support ED staff to be culturally capable and skilled in trauma-informed care,
particularly the impacts of intergenerational trauma.

e Building positive relationships with the local Aboriginal and Torres Strait Islander
community and organisations by working with them to identify and implement projects
to improve patient experiences within the ED.

e Environmental improvements to enhance cultural sensitivity in the ED. For example,
acknowledgements, displaying flags, signs, symbols and local artworks or artefacts,
adapting the literature to make resources more appealing and acceptable, and sensory
based activities.

e Increasing referral pathways and partnership with Aboriginal and Torres Strait Islander
Health Services.

Through collaboration with key stakeholders, QH has developed the Cultural Information
Gathering Tool, a culturally informed tool that identifies and collates Aboriginal and Torres
Strait Islander cultural status and cultural information to guide culturally appropriate
treatment. The tool and guide have recently been revised and are to be endorsed for use
within the next two months.

The recent commitment by the Queensland Government as part of the 2020 State Election to
establish a new ten bed residential AOD treatment service in Cairns, with complementary
non-residential programs, includes a focus on ensuring the service is co-designed and
culturally safe for Aboriginal and Torres Strait Islander young people and their families. The
DoH has commissioned QAIHC to undertake appropriate community consultation to inform
the model of service.

Recent revisions to the National Mental Health Services Planning Framework (NMHSPF) have
focused on developing modelling specific to the needs of Aboriginal and Torres Strait
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planning role is a crucial mechanism to support implementation of national and state policy,
services development, and identification of priority MHAOD capital projects.

5.2.1.1 Service planning

Planning for state-funded MHAOD services aims to identify the needs and gaps, both current
and projected using three main benchmarking resources - NMHSPF, Q-DASPM and the Mental
Health and Addiction Portal (MHAP).

Application of these enables the provision of evidence-based advice to support:

e planning for state funded mental health alcohol and other drug services.

e supporting HHS Local Area Needs Analysis efforts.

e supporting HHS master planning activities.

e supporting Integrated Joint Regional Planning efforts between PHNs and HHSs.

The main outputs include:

e written reports, HHS profiles and regional level advice.
e activity projections.
e NMHSPF and Q-DASPM resource projections.

e stylised analysis of service gaps and needs.

To facilitate a comprehensive understanding of the service system for the state funded
MHAOD sector, a range of existing data sources are utilised. While the primary planning tools
utilised to establish service benchmarks and gaps are the NMHSPF and Q-DASPM,
application of existing service use and population health data to develop a comprehensive
evidence base to assess need.

Consideration is also given to several other important factors that influence resource
estimations, including regional contexts and population demographics, current service
configurations, staffing and infrastructure requirements, and HHS bed flow arrangements.
Comprehensive consultation with HHSs and key sector stakeholders supports the
application of planning tool outputs and needs analysis to identify priority actions and
investments.

The NMHSPF is a world first, evidence-based framework designed to support users
(Commonwealth, states and territories), PHNs and HHS to plan, coordinate, and identify
resourcing requirements for MH treatment, care and support to meet a given population’s
need. QH has been an early adopter of this framework which has led to a strong foundation
of planning and identification of need.

The NMHSPF provides a model of the ideal service system across all settings and providers,
based on epidemiological data from Australia and international sources, contemporary best
practice recommendations and expert opinion including people with lived experience and
carers.

It uses an agreed national taxonomy of mental health services across the full spectrum of
care from promotion and prevention, primary care services, and community support services
through to the most intensive forms of specialised care and support services.
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The NMHSPF model allows age specific modelling and estimation of resources across six age
groups with separated modelling for 65+ years age: 0-4 years, 5-11 years, 12-17 years, 18-24
years, 25-64 years, 65+ years and 65+ years Behavioural and Psychological Symptoms of
Dementia (BPSD). It can provide estimates of resource and activity demand per 100,000
population which can then be extrapolated to other population sizes, such as a particular
state, HHS or PHN region.

Application of the NMHSPF to Queensland’s service system promotes a common language
and specifications for MH treatment services across the various age groups and provides a
robust set of benchmarks to analyse unmet need.

NMHSPF contains modelling specific to rural and remote communities and Aboriginal and
Torres Strait Islander peoples. However, the NMHSPF does not include specific modelling for
components of the service system that are not MH specific or modelling for MH services for
specific populations, including culturally diverse populations and forensic populations.

Development of the first iteration of the NMHSPF was a national project undertaken between
2011 and 2013 to progress a commitment under the Fourth National Mental Health Plan. It is
an iterative model and will continue to be updated to reflect contemporary best practice and
changes in epidemiology. More recently, the NMHSPF has undergone significant
development, with a new version (v4) launched in December 2021 by the Commonwealth
DoH, the Australian Institute of Health and Welfare, and University of the Queensland.

Several assumptions underpinning NMHSPF - Planning Support Tool (NMHSPF - PST) v4
differ significantly to previous versions of the NMHSPF, with new service elements also
introduced for both bed-based and ambulatory mental health services.

An outline of the most significant changes include:

e Updated demand modelling for acute mental health beds.
e Inclusion of resource estimates for acute eating disorder beds.

e Service demand and resource estimates specific to Aboriginal and Torres Strait Islander
populations.

e Service demand and resource estimates specific to regional and rural populations.
e Service demand and resource estimates specific to young people aged 18 to 24 years.
e General updates to epidemiological assumptions underpinning the NMHSPF.

e When applying the NMHSPF, it is important to be aware of the assumptions underpinning
the model, and its application to unique circumstances.

Like with the NMHSPF, QH has promoted the importance of ensuring there are robust
planning frameworks and tools in place to support AOD service planning including
development of new capital. QH commissioned an update to an existing national framework,
the DASPM resulting in the Q-DASPM (delivered in 2021). This process was undertaken in
collaboration with key stakeholders including QNADA, QAIHC and service providers.

The Q-DASPM is a population-based model for drug and alcohol service planning; to
estimate the need and demand for treatment; to use clinical evidence and expert consensus
to specify optimal care packages; and to calculate the resources needed to provide these
care packages. It includes four different drug types (alcohol, cannabis, methamphetamine,
opioids) and covers five age groups (10-14, 15-19, 20-24, 25-64 and 65 plus years). The model
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predicts AOD treatment demand through a complex series of calculations, combining
databases that include population growth estimates, AOD epidemiology and prevalence such
as the Global Burden of Disease, distribution of the severity of different substance use
disorders and the successful treatment rate of various substances.

Q-DASPM includes the populations that will require either intensive interventions
(community and bed-based treatments for the numbers of people estimated to meet
diagnostic criteria for alcohol and other drug dependence) or brief interventions (the at-risk
population that may be indicated for lower-level intensity treatment and support) and
calculates the staffing and resources required to meet this demand (e.g., number of
treatment beds, or clinical AOD nurses). Q-DASPM accounts for regional and/or remote
locations by applying a loading within the care packages on non-direct clinical care.

As with all planning tools, there are limitations. The Q-DASPM does not include poly drug use
epidemiology, co-morbidities or adjustments for treatment services provided to Aboriginal
and/or Torres Strait Islander people. However, the companion Framework can be used as
part of the planning process and the population projections of the Q-DASPM to better
estimate demand and indicate AOD treatment service resources for Aboriginal and Torres
Strait Islander peoples.

5.2.1.2 Capital planning
Maintaining, renewing, and redeveloping existing infrastructure to ensure that they are ‘fit
for purpose’ to support contemporary MHAOD service delivery poses numerous challenges

and risks. In addition, new infrastructure is required to keep pace with population growth
and the associated increasing demand and to introduce new models of care.

Capital planning at the local and state level occurs through several pathways and
departmental processes.

In AOD, state-funded community-bed based (residential) rehabilitation and withdrawal
management is mainly delivered through the NGO providers and CCOs. In these cases,
treatment is delivered out of capital owned by providers, or in some cases properties owned
by HHSs and leased to providers or property owned and/or funded by the Commonwealth
Government.

The DoH (MHAOD Branch) has developed a Capital Strategy which aligns to the Queensland
Government's Project Assessment Framework (PAF) and the DoH’s infrastructure strategy.
Departmental capital planning processes currently include system-wide strategic planning
for infrastructure, strategic asset management planning, master planning, the capital
investment prioritisation process, capital budget bids for the State Budget submission, and
oversight and assurance of capital investments through the Investment Assurance
Committee.

The MHAOD Capital Strategy considers these interdependencies and, informed by NMHSPF
and Q-DASPM analysis, identifies strategic partnerships and strategies to improve the status
of MHAOD capital initiatives within the departmental planning and prioritisation process.

The intent of the MHAOD capital strategy is to:

¢ identify the current MHAOD bed stock to establish a baseline.
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committed to embedding a structured safety and quality improvement framework to support
business as usual across their service.

In Australia, safety and quality improvement is a targeted priority area under the Fifth Plan.
The NSQHSS 2nd Ed, 2017 produced by the Australian Commission on Safety and Quality in
Health Care provide a consistent national framework to assist improvement of service
provision, identifying the essential elements of high-quality comprehensive care, as well as
organisational functions integral to supporting the provision of care.

QH'’s System Outlook provides a framework for a coordinated, system-wide response to
growing demand for health services based on three interrelated directions:

e transform health services to improve health outcomes.
e optimise the system making the best use of resources.

e grow the system to maintain access.

A focus on improvement of QH’s MHAOD services through transformation and optimisation
of service capability is critical.

Data and Information systems provide critical information for making care decisions and
plans and for informing service and policy-development. However, these innovations and
technologies require ongoing review and update to ensure that they are fit for purpose, that
they work as intended and that there is a workforce that is trained and committed to using
them. The utility and effectiveness of existing systems require review for functionality,
relevance and a commitment to resourcing the capacity to analyse and report on health
outcomes and evolving issues is needed. Some of these issues are further articulated in
section 5.2.3.3 - Making Time to Care. To address this, QH (MHAQD Branch) finalising a
framework for improving the experience and outcomes for individuals using state funded
MHAOD services, through digital health innovations. The strategy will inform the planning,
funding and delivery of MHAOD healthcare leading to better integrated information
capability that delivers benefits to our consumes, service providers and workforce over the
next five years.

Research, evaluation, and implementation are critical aspects of a well-functioning health
system and are central to the delivery of safe, efficient and effective care. Best practice
approaches to caring for people experiencing severe and complex or crisis MH and/or
alcohol and drug issues require constant attention to the evolving evidence-base for
assessment, diagnosis and treatments and interventions. Research and evaluation inform
the development of clinical care pathways, service models and specific treatments and
provides essential information about whether these approaches work in the ways in which
they are intended.

In Australia, research and evaluation is often considered as disconnected or additive to
delivery of health services and is typically under-funded when compared to other developed
nations. Best practice assessment and treatment requires an ongoing commitment to careful
and systematic integration of research and clinical practice. Thus, commitment to a
statewide improvement framework that views the relationship between clinical care and
research as bi-directional is critical to ensuring that Queenslanders receive best practice
care tailored to their needs.
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Opportunities for improvement

Appropriate investment to support implementation of the DIS and Roadmap will provide
opportunities to capitalise on integration and use of existing data sets across multiple
sectors. These data sets have the capacity to deliver substantial insights to drive improved
policy, decision making and clinical/business processes. In partnership with universities and
research institutions, the application of data and analytics will be more closely anchored to
solving the most challenging problems within the sector to address integration of capability
across policy, planning, clinical governance and to develop information literacy across the
workforce.

The future state will:

e Transform services through collaboration, information sharing and use:

— providing self-service access to individuals health data and relevant self-care
information as and when they need it.

— empowering people to be partners in their self-care by providing opportunities to
collaborate while encouraging active participation on their health outcomes.

— better coordination across the care continuum by enabling access to relevant clinical
insights at the point of care and during service encounters with other government
and non-government services.

e Optimise services through better use of resources:

— enhancing information exchange for safety and efficiency by reducing the
administrative burden and potential for human error.

— providing streamlined information access and task automation to deliver
information that is available in a timely manner, relevant to specific needs and
leverages technology enabled efficiencies.

— providing advanced decision support capabilities to clinicians, service partners and
individuals for improved care-related decisions.

e Grow effective, efficient and safe services that meet evolving needs of people with a
lived experience and community through a sustainable foundation:

- enhancing information exchange and equity of access with broader service partners
to address individuals or communities with unique needs and challenges (e.g., rural
and remote areas).

— setting evidence-based priorities for service growth needs by having advanced
business intelligence tools and augmented data holdings to support decisions on
MHAOD models of care.

— managing sustainability and alignment with strategic directions of the information
capability via flexible, modern information technologies and infrastructure, which
can deliver functionality in an agile manner and can scale to meet evolving system
needs and expectations.

The future state acknowledges the digital infrastructure and access limitations across some
Queensland communities and the adoption of digital technologies and innovations
augments existing approaches to service delivery, but to further enhance and grow how and
where state-funded MHAOD services can be accessed.
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5.2.4 Legislative framework for mental health

The capacity to deliver involuntary treatment is a necessary pillar of the MH system. More
than half of acute admissions to acute MH in-patient units are involuntary and although the
involuntary order may not be required for ongoing care, it is a major mechanism to protect
people from harm to themselves and/or others. Whilst voluntary treatment is the gold
standard, it is not always possible to do so. From a human rights standpoint there is a
tension between ensuring the protection of a person’s right to health and care and their
right to be free of unnecessary restrictions or impositions. All countries have some form of
laws which address these issues (MH acts). In the last eight years all Australian jurisdictions
(except Norfolk Island which has recently come under Queensland’s administrative control)
have revised their MH acts with particular regard to human rights and the capacity of a
person to consent to treatment.

There has been increasing recognition of the need to reduce or eliminate the use of
restrictive practices or coercion (seclusion, restraint and the use of orders) worldwide.* For
more than 15 years, QH has been an active participant and leader in national programs such
as Towards the Elimination of Restrictive Practice which have had considerable success in
changing practice and outcomes.

There is a need for a strong regulatory system to ensure the rights of people are protected
and that they receive high quality care. Ensuring individuals, their families and supporters
are aware of their rights, that they have support to understand what is happening, be
involved in decisions about their care, be able to ask questions and seek review is vital.

The Queensland Mental Health Act 2016

The MHA2016 establishes the regulatory framework for the involuntary treatment, care and
protection of people who have a mental illness and who do not have capacity to consent to
be treated.

In addition to the MHA2016, the legislative framework that supports MH treatment and care
in Queensland also includes a range of other pieces of legislation including the Human
Rights Act 2019, Hospital and Health Boards Act 2011, Guardianship and Administration Act
2000, Public Health Act 2005, and the Forensic Disability Act 2011.

The MHA2016 commenced in March 2017 following a comprehensive review, including
extensive lived experience, community and partner consultation of the former legislation
(the repealed Mental Health Act 2000) which had been in place for more than 10 years. The
MHA2016 introduced several key reforms to Queensland, in particular to improve patient
rights.

In 2019, the Implementation Evaluation Report found that implementation of the MHA2016
was generally effective, operating as intended with less restrictive ways and patient rights

30World Psychiatric Association Position Statement: Implementing Alternatives to Coercion: A Key Component of
Improving Mental Health Care 2020 https://www.wpanet.org/_files/ugd/e172f3_635a89af889c471683c29fcd981db0aa.pdf

31 John A Allan, Gary D Hanson, Nicole L Schroder, Anna J O’'Mahony, Australian Roxanne M P Foster, Grant E Sara, Six years
of national mental health seclusion data: The Australian experience. Australasian Psychiatry, 2017 vol. 25, 3: pp. 277-281
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Comprehensive consultation with legal, people with a lived experience, advocacy and victim
support stakeholders on the MH and criminal justice frameworks is required and a
discussion paper for wide consultation is being prepared.

MHA2016 and people with intellectual or cognitive disability

The MHA2016 enables people with intellectual or cognitive disability to be diverted from the
criminal justice system if they were unsound of mind at the time of allegedly committing an
offence or unfit for trial due to their intellectual or cognitive disability (similar to people
experiencing mental illness).

There are two primary types of forensic order that can be made - a forensic order (mental
health) and a forensic order (disability).

There are more than 110 people subject to forensic order (disability). The majority of people
on a forensic order (disability) are managed by QH authorised MH services (AMHSs), mainly
residing in the community with support packages provided by the NDIS. There is a 10 bed
Forensic Disability Service (FDS) which offers care and rehabilitation managed by the
Department of Seniors, Disability Services, and Aboriginal and Torres Strait Islander
Partnerships (DSDSATSIP).

Stakeholders have raised the following concerns about the application of the MHA2016 and
people with an intellectual and cognitive disability:

e The restrictive practices framework which applies under the MHA2016 differs from the
framework applied to NDIS-funded service providers, resulting in patients being made
subject to multiple frameworks at the same time.

e Persons on a forensic order (mental health) may have a treatment support order which
operates as a ‘step down’ or less restrictive order than a forensic order made by the
Court but there is no equivalent order for a person on a forensic order (disability).

e Similarly, there is no ability to transfer a person out of custody for the sole basis that
they require care for an intellectual or cognitive disability—even if the person would
otherwise have been detained in an AMHS or the FDS.

e The accountability for the legislative requirements of a forensic order (disability) sits
with AMHSs but responsibility for care and service delivery primarily sits with NDIS
service providers.

Careful consideration of the rights and service implications for persons with an intellectual
or cognitive disability requires collaboration with all stakeholders including the DSDSATSIP
and QH, the Commonwealth Government, NDIS, lived experience, carer, advocacy, and legal
groups (for clinical implications see section 6.8 - Forensic MH).

National mutual recognition

In Australian, MH orders made under the legislation of one jurisdiction may not have effect
in other jurisdictions. This can create significant problems for continuity of care, restrict
freedom of movement and causes confusion for individuals with a lived experience, carers,
and clinicians.

A person without care may become significantly unwell or long-term inpatients may be
detained away from family and other supports.
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families are unaware of their right to seek a second opinion and the way information
is conveyed could be reconsidered.

— Many of the changes made to support human rights such as IPRAs, court liaison,
increased legal representation should be continuously reviewed and expanded
where appropriate.

— Future directions such as digital capacity and clinical practice improvement offer
additional opportunities to strengthen human rights by streamlining processes and
giving a clear view of what happens in treatment.

e Least restrictive practices

— Evidence suggests involvement of people with a lived experience and carers in
governance and innovation can be vital to finding alternatives to coercion.
Involvement at all levels and codesign are key. They should be part of good practice
and clinical improvement. For example, establishing partnerships with people who
have a lived experience, their carers, clinicians, HHSs, OCP, and QMHC to identify
lessons from a lived experience perspective and address practical issues
experienced by clinicians in supporting less restrictive options in AMHSs. Evaluation
of these initiatives to determine their effectiveness and value would identify future
investment priorities. Such a program aligns with the QH System Outlook.

— Maintenance of high-quality support for clinicians, individuals, families, and carers.
This is a core ongoing function which requires increasing consideration of changes in
clinical practice, communications, the digital strategy, and level of people with a
lived experience involvement on the legislative framework to identify new
opportunities.

e Discretionary locking framework for acute adult wards

— The current trial once evaluated should inform a statewide policy approach which
addresses the balance between human rights and safety concerns. Other
considerations include capital improvements to existing units and the provision of
alternative placements for people at risk.

e MHA2016 and persons with intellectual or cognitive disability

— The intersection of different Acts, funding sources, multiple policy sources and
paucity of specialist services for people under a forensic order (disability) or at risk
of entering the forensic system needs a systematic approach. Legislative change to
produce better alignment may be needed to underpin a more integrated service
system.

e Forensic MH

— Queensland has one of the more innovative and patient focussed forensic MH
legislative and court systems because of its emphasis on diversion from the criminal
justice system towards a health treatment system. It is a great example of how
legislation supports outcomes for people with a lived experience. As discussed in
section 6.8 - Forensic MH, there are considerable pressures on courts, prisons, and
services in general. Besides the issues of already discussed, issues about court and
tribunal procedures, transfer of patients, place of treatment and human rights and
equity of treatment will arise that are likely to require legislative consideration.
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In addition, it is estimated that AOD treatment and care services are currently meeting 28
per cent of need and the demand is predicted to rise to a treatment population of 147,151
persons by 2025-26, an increase of 10.7 per cent from 2019-20.

Of particular concern is the projected loss due to retirement within 10 years of 2019 of 47 per
cent of MH and 57 per cent of AOD registered nurses and 37 per cent of enrolled nurses, with
this impact increased in rural and remote areas. The five-year projected losses of 20 per cent
of MH and 26 per cent of AOD registered nurses require urgent recruitment of entry level
graduates to maintain supply of this skilled workforce. Other workstreams predicted to exit
the industry in significant numbers by 2029 include 38 per cent of psychiatrists, 37 per cent
of psychologists, and 33 per cent of occupational therapists.

While integration of lived experience (peer) workforce into multidisciplinary teams and their
career pathways have seen significant enhancements in recent years, the available FTE is not
adequate to provide a full range of support services to individuals.

Similarly, recent advances in Aboriginal and Torres Strait Islander Health Worker career
pathways and requirement for all HHSs to achieve health equity will take some time to
improve on the current available FTE positions. There is also under-occupation of available
FTE due to ongoing recruitment difficulties of qualified Aboriginal and Torres Strait Islander
Health Workers.

Recruitment and retention of newly qualified AOD workers is a priority in the current context
of significant shortfalls in services to meet demand and would benefit from a range of
strategies, including ‘grow your own workforce’, transition programs and pathways to AOD.

The state-funded NGO workforce not captured within the workforce data provided in the
written briefing includes significant numbers of lived experience (peer) and psychosocial
support workers providing psychosocial support services and AOD supports.

Lived experience (peer) workers comprise 21.5 per cent (117) of the 543 NGO MH workforce
which also delivers SUSD (109 residential care staff) and crisis services in partnership with
QH staff.

Allied health professionals are under-represented in HHS MH services. The lower numbers of
allied health staff employed in HHS MH services potentially impacts on the outcomes. While
the majority of QH employed psychologists work in MHAOD services, the number of
psychologists is still less than the recommended targets in the NMHPF within many services.
Of the remaining QH allied health workforce within HHS MHAOD services:

20 per cent (246) are social workers

4 per cent (20.5) speech therapists and audiologists
3.5 per cent (20) dietitians

20 per cent (7.5) exercise physiologists

less than 1 per cent (9.3) pharmacists.

Apart from social workers, the remaining allied health staff are also maldistributed across
HHS MHAOD services. The lack of dedicated allied health staff constrains the capacity of
services to deliver clinical interventions to reduce the significant co-morbidities associated
with long term mental health illness and treatment modalities.
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expanded workforce integrated with enhanced service planning, capital infrastructure and
skill development opportunities.

New workforce positions informed by indicative staffing profiles in the NMHSPF and QDASPM
are required to minimise the significant existing and looming shortfalls across workstreams
such as psychiatry, nursing, allied health, lived experience (peer) and culturally
representative workers; deliver project coordination and skills training and support uptake
of digital technologies and information systems. While recruitment of early career staff is
essential to maintain the pipeline, there is an ongoing need to ensure capability lift through
recruitment and retention of a more experienced workforce.

Workforce recruitment, retention and sustainability in the current competitive environment
requires a multi-pronged approach including career awareness and promotion, attractive
career pathways and incentives to employment, workforce skills development, and a focus
on staff wellbeing and support.

Examples of areas for further effort include:

e partnerships with entry level training providers across schools, vocational and tertiary
settings to embed MHAOD modules in pre-service training.

e incentives to uptake of MHAOD careers for priority workstreams.

e support for staff to gain minimum qualifications e.g., scholarships, grants and
placements, with including consistent lived experience (peer) and multicultural support
worker training.

¢ dedicated coordination of Aboriginal and Torres Strait Islander, CALD and lived
experience (peer) workers.

e ‘Grow Your Own’ recruitment statewide but also with a focus on areas of need, such as
rural and remote and niche services.

e incentives for experienced health and human services professionals to gain MHAOD
skills.

e enhanced skills development training opportunities for MHAOD staff, partners and lived
experience and carer representatives and dedicated training, mentoring and supervision
strategy, positions and HHS staff backfill.

o dedicated resources for staff wellbeing and support linked to QH employee wellbeing
programs.

¢ building dedicated training posts into new services and reconsidering training capacity
as existing services expand.

e clear career pathways and leadership opportunities (including development and
training), especially for priority workstreams.

e exploration of new and emerging workforce positions and shifts in practice and
credentialling e.g., allied health assistants, lived experience (peer) care coordination,
Rural Generalist MHAOD advanced skills.

e dedicated allied health workforce and models to deliver evidence based clinical
interventions to individuals reduce the significant co-morbidities associated with long
term MH illness and treatment modalities.
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e a shift from case coordination activities to alternate models and interventions for
mental health practitioners that utilise the full scope of practice of the professions.

e leverage of workforce incentives across State and Commonwealth Government programs,
such as:

— scholarships for priority population groups, employment, and relocation support.

— access to MBS rebates, training through specialist colleges, special conditions visas.

5.2.5.2 Lived experience (peer) workforce

Development of the MHAOD lived experience (peer) workforce is one of the substantial
reforms to have emerged to MH service delivery over the past two decades in Australia and
Queensland. Lived experience (peer) work is recognised as a unique and separate discipline
offering a valuable contribution to delivery of MH services to individuals with a lived
experience.

The MH lived experience (peer) workforce employed in HHSs are part of a multidisciplinary
team. They work across all settings within HHSs and draw on their own personal experiences
of MH and recovery or supporting another person through these experiences.

There are also significant numbers of lived experience (peer) and psychosocial support
workers providing community mental health psychosocial support services and AOD
supports delivered by NGOs. Lived experience (peer) workers comprise 21.5 per cent (117) of
the 543 NGO MH workforce which also delivers SUSD (109 residential care staff) and crisis
services in partnership with HHS staff.

The lived experience (peer) workforce consists of two distinct categories - ‘peer worker’ and
‘carer peer worker’. The National Lived Experience (Peer) Workforce Development Guidelines
(National Guidelines) describes a peer worker as someone who has a ‘personal experience
of mental health challenges, service use, period of healing/personal recovery'. A carer peer
worker is described as someone who has an ‘experience of supporting someone through
mental health challenges, service use, periods of healing/personal recovery’.

For AOD, lived experience (peer) workers make a unique contribution in the treatment, care,
and planning of services for people with problematic substance. Compared to other peer
workforce, people with lived experiences of AOD encounter unique barriers and challenges
particularly regarding stigma and discrimination and a lack of understanding of the nature
of substance use including from within healthcare settings. As a person with lived
experience explains “It was difficult going - because the local doctor looks at you like, “Well,
just get off it.” They don’t understand... that it is a disease. They just thinR, just stop using it.
Well, it’s not that easy.”

People with a lived experience of problematic substance use and their loved ones represent
a diverse range of people as evidenced in the Peer Peak Scoping Project commissioned and
funded by the DoH in 2020. The project undertaken by QNADA surveyed 401 people who use
drugs in Queensland and found a heterogenous group with a broad range of views and need.
The report suggested a focus on population specific engagement, particularly for
marginalised groups of people who use drugs, including people from CALD backgrounds and
Aboriginal and Torres Strait Islander people.
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development for the workforce including supervision skills development and training.
Recruitment of the workforce continues to be an issue and there needs to be consideration
of improvements to on-the-job training and development of the lived experience (peer)
workers.

To address variations in employment of lived experience (peer) workers across the state and
to improve understanding of the roles and responsibilities within HHS MH services, the QH
MH Framework Peer Workforce Support and Development 2019 was developed and
implemented.

This Framework includes:

o peerwork values

e employment principles

¢ workforce support

e professional development
e scope of practice

e role descriptions.

In 2021, the NMHC launched the National Guidelines. These guidelines are designed to place
lived experience (peer) work at the centre of MH reform and include the lived experience
workforce as a vital component of quality, recovery focused MH services.

DoH (MHAOD Branch) recognises the value of the lived experience (peer) workforce and the
need to include the voice of their leaders in decision making. The QH Lived Experience
Workforce Leadership Group provides leadership and expert advice from a lived experience
perspective and promotes the MH lived experience (peer) workforce. This Leadership Group
will be engaged in the development of future directions for the lived experience (peer)
workforce in QH.

The current QH Framework needs to adapt to the rapidly changing landscape of lived
experience (peer) work and will be updated to align with the new National Guidelines.

The current shortfall in the lived experience (peer) FTE against the NMHSPF and their low
visibility at two per cent of the MH and less than one per cent of the AOD workforces limits
their ability to meet the support needs of all individuals and fulfill their potential to
contribute fully as integrated multidisciplinary team members.

Expanding the lived experience (peer) workforce is essential to enhance and improve the
outcomes of people with a lived experience.
Opportunities for improvement

Priorities identified for consideration to enhance and expand the lived experience (peer)
workforce include:

e recognising the role and value of the lived experience (peer) workforce including
educating other health professionals about their role and value and the outcomes for
people with a lived experience.

e enhancing and integrating lived experience support across state-funded MHAOD
services.

e improving professional development for lived experience (peer) workers.
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suffer significant and long lasting negative psychological impacts when clinical incidents
occur, and there are a range of evidence-based interventions that can assist. Some are being
implemented and consideration of further actions is being undertaken, although no specific
funding for this work exists.

Opportunities for improvement

Although a great deal of important work has been occurring as described, there are a range
of issues that need to be addressed going forward, to ensure progress continues:

Given the imperative of an all of community, multiagency and whole-of-government
response to suicide prevention, regional approaches to planning and delivery of service
including exploration of opportunities for joint commissioning between HHSs and PHNs
should be supported. These approaches will support addressing gaps and reducing
duplication, support of both clinical and non-clinical interventions, shared training and
tools, improved safe handovers of care, and responding earlier to prevent suicide crisis
as well as responding adequately to those in crisis. This will be further explored in
section 6.2 - MH crisis.

Given the early success of the ZSiH work, there is a need for funding to support the
expansion of this to other services and the ongoing sustained support for existing
services.

The Way Back Support Services are currently over-subscribed and are providing services
to consumers from a limited number of health services. Additional support for
enhancing existing services, and scaling up to include other services, is required.

The Carer Support initiative is a promising pilot addressing a critical gap, and
consideration should be given to further scaling up this type of support across other
services in the state, dependent on evaluation.

An ongoing focus on best practice in clinical assessment, diagnosis, formulation, and
evidence-based treatment is required. This should include addressing multimorbidity
across physical and MH, including AOD, which often increase the risk of suicide, with a
particular focus within state-funded MHAOD and primary care services, on:

— depression, including sub-types
— substance use disorders
— chronic physical disorders including pain.

A focus on diagnosis and evidence-based treatment of depression, including sub-types,
within state-funded MHAOD and primary care services.

Enhancement of funding of Acute Care Teams in HHS MHAOD services to enable the
adoption of these best practices in Suicide Prevention to reduce suicides and suicide
attempts.

Ongoing support for workforce development will require both statewide resourcing for
ongoing refinement and delivery of training in line with best evidence base, and local
resourcing for flexible delivery of training and ongoing supervision and support to
embed changes in practice.

Support and funding for the planned MHAOD Digital Information Strategy which can
enhance options for e-Health, including stepped care approaches to care; facilitate
improved safe clinical handovers; facilitate shared care plans and safety plans; and
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for calls for MH emergencies to Triple Zero (000) of between 15 per cent and 20 per cent per
annum for the past five years.

During October 2021, following active intervention by the MHLS clinicians, an ambulance
attendance was avoided (and possible subsequent transport to hospital for further
interventions) for 306 people who called Triple Zero (000) with a MH emergency. QAS has
access to CIMHA, although the currency and the alignment of plans with the reality of the
context is sometimes problematic, particularly for consumers who are closed to MH services.

The QAS MH Co-Responder (MH CORE) can facilitate access to appropriate follow up and
referrals. Between 60 and 70 per cent of the time the consumer avoids hospital presentation
by identifying and implementing appropriate treatment pathways for people experiencing a
MH crisis. A further investigation of the QAS MH CORE (in conjunction with the QPS MH
response programs) is currently underway, examining the qualitative and quantitative
outcomes of the programs.

The MH Liaison Service - Police Communications Centre (MHLS-PCC) embedded MH
consultation-liaison role since 2015, it has been positively evaluated, won a QPS award for
excellence (2016, Customer Focus) and was identified in the 2020 National Productivity
Commission Report as a case study demonstrating innovative practice that should be
considered by other States and Territories. The MHLS-PCC service co-locates experienced MH
clinicians from the QFMHS within the Brisbane Police Communication Centre (BPCC).
Information sharing is supported through a Memorandum of Understanding (MOU) MH
Collaboration (2017) that ensures best practice in balancing confidentiality and service
collaboration. It currently operates until 11pm, 7 days a week.

The Police MH co-responder model is a Queensland multidisciplinary secondary response to
MH situations, in which health services and police officers work together as a response unit
in selected HHSs.

Other initiatives not outlined in the QH written briefing include:

e Mental Health Lounge: Opening in 2020, the Logan Hospital MH Lounge provides a
dedicated waiting area and consultation rooms for people seeking MH support adjacent
to the hospital's ED. Designed with MH consumers in mind, consumers can access the
lounge following medical triage with care provided by a team of medical, nursing, allied
health and peer support staff.

e Short Stay Pathways/Units: The above Crisis Stabilisation Facility includes a 72 hour
“Short Stay Unit”. A “Short Stay Pathway” allows for uplifting of existing beds with
increased allied health, peer worker and community follow up capacity to ensure that
increased engagement, comprehensive care, interventions, and rapid community follow
up occurs. This has been demonstrated in Queensland to have a significant positive
impact on reducing both length of stay, but also improving outcomes including reduced
readmission rates compared to a matched cohort. This enhancement of existing beds
provides an immediate response to the critical need to address lack of acute MH beds
across the state.

e Hospital in the Home: Hospital in the Home or Home-based Assertive Treatment Teams
are services that offer intensive specialised support in the home as an alternative to
inpatient care. This care is designed for consumers who are suitable to receive care,
treatment, and support in their own home. These services allow consumers to remain
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connected to family and routine while receiving high intensity care. The ability of a MH
service to provide Crisis Response and Home-based Treatment Teams is a core
recommendation from the National Confidential Inquiry in Suicide and Homicide in the
UK (National Confidential Inquiry into Suicide and Homicide, 2001) to provide evidence
based, safer care. Apart from a few examples of home-based treatment, this has not yet
been a focus of funding in Queensland.

e Adult MH Centres: Queensland Government initiatives have been complemented by
Commonwealth investments in adult MH care that seek to improve access and
coordination, with a focus on people who do not require state funded specialised MH
services but do require additional MH support that cannot be provided through general
practice alone. This includes a proposal to establish Adult MH Centres under co-funding
arrangements with states and territories. These centres are intended to provide
after-hours crisis support capacity.

Opportunities for improvement

Current investment is insufficient to allow existing acute care teams to continue responding
to growing demand while also providing an optimal level of crisis and aftercare including
home and community outreach. Current investment is also insufficient to allow expansion in
innovations that may reduce demand and improve consumer’s experience of care and
outcomes.

While additional investment in these areas is recommended, it is recognised that poorly
coordinated services are a significant problem, and that siloed investment can lead to
increasingly fragmented service systems. It is essential that crisis care services are well
coordinated both across QH and with other health care providers. For this reason, QH will
progress a statewide framework to guide and evaluate state and local crisis care reforms and
future investments.

As outlined above, the Fifth Plan highlighted the importance of the development of a
regional integrated system of crisis response. In addition, there are frameworks and
literature from international sites which provide further compelling advice for the need for
more connected networks of response. The Crisis Services Task Force of the National Action
Alliance for Suicide Prevention (Action Alliance) argued strongly that a piecemeal approach
was unacceptable, and all core elements were required in order to save lives in a
cost-effective way noting a shift towards using data in real time, 24/7 mobile response,
residential crisis stabilisation and underpinned by core principles including recovery
orientation, trauma-informed, Zero Suicide principles, strong commitment to safety and
collaboration with law enforcement. Southern Arizona Crisis System depicted the crisis
system to include crisis prevention, early intervention, crisis response, and post-crisis
services and supports. Similarly, the Crisis Care Concordat: Improving outcomes for people
experiencing MH crisis, developed and signed by multiple stakeholders involved in MH crisis
in the United Kingdom, focused on access and support before a crisis, urgent and emergency
access to crisis care, quality of treatment and care when in crisis and recovery and staying
well.

Therefore, taking into consideration these models and policy framework, together with
strong feedback from HHSs some of whom have already engaged in significant co-design
regarding a framework, while a Queensland statewide framework will require further
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consultation and co-design, essential elements that can drive direction can be summarised
as follows:

e Regional Leadership Network Using a Data Driven Improvement Approach

A strategic approach to transforming MH crisis care across Queensland would include a
multiagency coordinated and integrated network of care that is co-designed, recovery
oriented, trauma-informed, utilising a framework that conceptualises crisis in terms of
prevention, early intervention, responding to crisis and crisis resolution. It would
address whole of life considerations, and the unique needs of priority groups:

— Each region would develop a local leadership coalition, inclusive of lived experience
leadership, coordinating a network for responding at a regional level and leading the
development of a comprehensive continuum of care available to meet the needs of
people who experience MH crisis. Gaps would be identified, reduce duplication, and
support clarity to the community to navigate pathways of care. Alignment of all
groups to underlying core principles would support this, for example, recovery
orientation, trauma informed, lived experience and involvement of families, Zero
Suicide principles within a healthcare setting, all-of-community approach to suicide
prevention (e.g., Lifespan approach), least restrictive practices, integrated MH, AOD
and physical health care, comprehensive care, culturally safe, responding to diversity,
and a RjC.

— A Digital strategy that supports shared electronic systems to enhance communication
and shared care planning with consumers across the network or services; advanced
data analytics; available data to support evaluation and real time responding to
crisis.

e Continuum of Care

A joint mapping exercise of relevant stakeholders in the region to be undertaken as a
joint activity led by the HHS and PHN. Components of a continuum of care are indicated
in Figure 5 below, ensuring that the consumer gets the right care at the right time and
place.
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Together in Mind PIMH Day Program; the e-PIMH telepsychiatry service; and community
support funding delivered by NGOs, for example Peach Tree Perinatal Wellness and the Early
Social Emotional Wellbeing infant service.

The evaluation of Connecting Care to Recovery found that while previous funding for
statewide services has enhanced the reach of services to target cohorts (including perinatal),
this has not been sufficient to meet increasing demand across the state.

Responding to demand for specialist mother-baby perinatal MH beds and identified need
for enhanced dedicated perinatal and infant community MH services and sufficient levels of
investment are imperative to further strengthening and enhance the existing PIMH service
continuum.

Current levels of State-funded PIMH services, particularly specialist mother-baby MH beds
(for the mother when she requires acute MH inpatient treatment) and specialist community
treatment, are not sufficient to meet this demand.

HHSs report:

e Increased perinatal MH referrals to HHS, precipitated by the COVID-19 pandemic - for
example a 20 per cent increase in referrals to Metro North HHS between December 2020
and January 2021.

e Significant increase in demand for specialist mother baby MH beds - referrals to the
statewide Lavender Mother and Baby Unit located on the Gold Coast more than doubled
over 2020.

e Increased demand for PIMH telepsychiatry services.

Opportunities for improvement

Continuing to enhance the integrated continuum of care for PIMH services will support more
mothers, fathers and their infants and young children to access timely and appropriate
specialist care within acute, sub-acute and community settings.

ft is also important to ensure that service responses respond to the unique needs of
Aboriginal and Torres Strait Islander women and their infants and women and families from
CALD backgrounds.

Delivery of appropriate maternity care for people with PIMH disorders requires integrated
consultation-liaison/outpatient services within maternity care as well as specialist PIMH
community teams and inpatient PIMH care. Consideration of opportunities to provide
preconception advice and support, and support in the context of perinatal loss, is also
important in this continuum of care.

There is an urgent and critical need for additional mother-baby MH inpatient beds to
support new mothers in accessing appropriate inpatient care and support co-location of
mother and baby when acute inpatient care is required. The Mater has already undertaken
extensive planning to develop additional public and private mother/baby beds leveraging
existing capital.

Increasing community-based perinatal MH clinicians and infant MH clinical positions to
address increased demands and identified needs, enhance access for more mothers, fathers,
their infants and families. Specialised infant MH treatment to families works to build and
strengthen secure attachment relationships, manage and understand the infants’ emotional
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childhood and adolescents disrupt developmental trajectories including physical health and
growth, social engagement and development, educational learning and achievement.

There has been nationwide recognition of the increase in new presentations during COVID-19
of eating disorders and people relapsing with eating disorders across both the public and
private sectors. There is also some evidence pointing towards an increase in the acuity and
severity of presentations. Initial Australian research indicates the COVID-19 pandemic has
negatively impacted individuals experiencing eating disorders with an increase in restriction,
binge eating, purging and exercise behaviours in those with eating disorders.

In Queensland, data captured between 2019-2020 (during the COVID-19 pandemic) indicated
an overall increase rate of eating disorders diagnoses presentations of more than 25 per
cent, the rate being higher in the younger age group between 13-25 years. HHSs are reporting
extreme surges in presentations for eating disorders along with private hospital and private
practitioners, many of whom have long wait lists or closed their books. This has in turn,
placed additional stress on state-funded HHS and NGO services.

In 2020, QH facilitated two targeted Eating Disorders consultations with clinical experts and
people with a lived experience of an eating disorder, their families and carers.

These consultations acknowledged that while under immense pressure, the existing system
provided a solid foundation for future growth. People with a lived experience supported the
appropriateness of the current system of service responses. However, there was agreement
among service providers and, consumers, carers and families that there are not enough
resources in the system for specialist care (as evidenced by increasing waitlists and people
not receiving timely assessment and treatment) and limited specialist eating disorder
services outside the South East corner of Queensland.

The need to expand the continuum of care with in-reach models, access to supports directly
into people’s homes and explore new and innovative models of care was identified along
with services needing to provide a seamless care experience when transitioning between
services (e.g., inpatient and community, from child and youth MH services to adult MH
services, extended inpatient residential care such as offered through Wandi Nerida located
on the Sunshine Coast).

QH funds treatment and care for children, young people and adults with eating disorders
across Queensland. Bed-based and community treatment is delivered by HHSs. Treatment
and psychosocial supports are also provided by a specialist NGO - Eating Disorders
Queensland (EDQ) (for individuals 16 years and over).

The state-funded services system for eating disorder comprises the following specialist
components:

1. The Queensland Eating Disorders Service (QUEDS) which provides:

— consultation-liaison support and advice to HHSs statewide, who support individuals
with and eating disorder in inpatient and community settings.

— education and training to HHS and research
— aday program (available to individuals across the State)

— an assessment clinic and individual treatment (for individuals in Metro North HHS)
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— an intake service (for individuals across the State to be assessed for entry into the
five-bed specialist inpatient unit at the Royal Brisbane and Women'’s Hospital
(RBWH)).

2. Eating Disorders Hubs (Gold Coast, Sunshine Coast and Cairns). These hubs provide
specialist consultation-liaison eating disorders support to general medical and MH
inpatient services, referral pathways, case coordination and workforce development at
the local level.

Inpatient care provided through HHS MH and other general medical wards.

4. Community based assessment, treatment and care provided by state-funded child and
youth, and adult MH services and other community-based health services.
A five-bed specialist eating disorder unit for statewide referrals located at the RBWH.
Treatment and support including peer and carer programs provided by EDQ.
The Child and Youth MH Eating Disorders Program Team (CYMHEDP) operating from
Children’s Health Queensland HHS (based at Greenslopes) which provides:

— direct clinical services to children and young people within the Children’s Health
Queensland HHS catchment residing in the Greater Brisbane area

— consultation-liaison support to some HHSs that provide treatment and care to
children and young people with eating disorders

— education and training to some HHSs and research

— aday program, offering an intense program for people experiencing complex issues,
which have not been responsive to community-based treatment. This service is
based in Chermside with capacity for statewide scope.

This system sits alongside private hospital and private practitioners who also treat and care
for individuals experiencing eating disorders.

The Queensland Government invested a total of $10.1 million over five years commencing in
2016-17 for eating disorders under Connecting Care to Recovery. This investment continued
to develop hubs of specialist eating disorder expertise across major HHS catchments in
Queensland to augment QUEDS in South-east Queensland Brisbane and Sunshine Coast HHS
and one in Cairns and Hinterland HHS for North Queensland.

Enhancements were made to specialist child and youth treatment including establishment
of a specific day program from 2020-21 and incorporate both local (Greater Brisbane) and
statewide components. Carer and peer support provided by EDQ was also enhanced.

In response to the immediate and emerging impacts of COVID-19 QH provided EDQ with over
$150,000 to support its existing program of service delivery and purchase necessary
equipment to deliver services via telehealth.

Opportunities for improvement

Two major findings of the evaluation report on Connecting Care to Recovery relating to
eating disorders was the need for more specialist training to be made available and for more
equitable access to statewide services such as QUEDS across the State.

Opportunities to further develop and build on Queensland’s strong foundation for
responding to children, young people and adults with eating disorders include:

e Improving care navigation and transition pathways.
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e Enhancing and establishing tailored treatment and care options for women, including
residential services and community treatment group programs for women as well as
women and their children, and promoting and tailoring phone and online services
available to women.

e Expanding access to AOD treatment, harm reduction and care for children and young
people, particularly in the context of early intervention, to help prevent problematic use,
dependence or further harms.

e Enhancing the delivery of culturally safe and holistic models of care for Aboriginal and
Torres Strait Islander people, their families and communities that support First Nations
leadership and are established in line with the principles and objectives of Making
Tracks, Local Thriving Communities and Closing the Gap strategies.

e Working across public, private and primary healthcare to improve access to treatment of
opioid dependence and harm reduction including improving access to prescribing,
medication dispensing and strategies to reduce overdose (such as access to naloxone,
including take home) and harms associated with injecting (through enhancing Needle
and Syringe Programs and establishing them in correctional settings) and continued
rollout of Opiate Substitution in prisons.

e Improving access to brief and early intervention including delivery by phone and online
and to support system connectedness for people seeking to engage in treatment through
Adis.

e Models for regional, rural and remote regions need to be tailored for access and
effectiveness and to support the workforce, including through MHAOD treatment and
care, generalist healthcare and Aboriginal and Torres Strait Islander healthcare services;
with a focus on regions with limited services and including using digital (phone and
online) services client, workforce support and improving out-of-hours service access.

e Supporting the development and implementation of evidence-based and collaborative
responses to reducing AOD related harms and improving safety including public health
early warning systems and drug checking health services.

e Ensuring AOD responses as part of crisis system and suicide prevention reforms
including more integrated MH and AOD treatment and care through ambulance services
and in EDs, with options to expand Drug and Alcohol Brief Intervention Teams in other
hospitals.

e Reducing stigma and discrimination.

e Attracting, recruiting and retaining the workforce, including addressing workforce supply
challenges across the State and in rural and remote areas, Aboriginal and Torres Strait
Islander health and peer workforce, and access to medical addiction specialty.

e Improving the participation and engagement of people with lived experience of AOD.

e Continuing collaborative work and strengthening capacity and effective mechanisms for
the DoH, HHS, and other commissioners and key stakeholders to support joint regional
planning for MH and AOD treatment care across Queensland.
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less restrictive settings, and for services otherwise required to provide care to these
individuals.

In addition to increased service demand, care for people receiving FMHSs is further
complicated by a range of factors including:

High rates of co-occurring mental disorders and general and chronic physical health
conditions, as well as social disadvantage such as homelessness, poor education, and
high rates of trauma.

Disruption in social supports and continuity of care through justice processes.
Relative lack of diversional processes and court alternatives for individuals.

The high-risk period for morbidity and mortality post release from custody, and lack of
available support resources in areas such as housing.

Ongoing over-representation of Aboriginal and Torres Strait Islander people throughout
justice settings and in FMHSs — and the associated need for culturally appropriate
models of service delivery.

Lack of AOD service provision into custodial settings - this also produces challenges for
linked up service delivery at release back into the community.

A gap in facilitating access to appropriate inpatient MH care when required for people in
custodial settings.

The lack of Commonwealth funded programs (including access to Medicare funded
health care) in custody. This further exacerbates the ‘missing middle’ phenomenon
described in the PC Report for this population group.

The relative lack of specialised therapeutic interventions for problem behaviours (such
as sexual offending) available in the community for those with mental illness (funded by
Queensland Corrective Services). These are generally funded and delivered through
other Government agencies or are available only infrequently (mostly Brisbane-based) in
the private sector which is financially out of reach for many consumers.

Workforce challenges including:
— accessing and coordinating specialised training for the forensic MH workforce

— recruitment and retention, particularly within certain disciplines such as health
workers (qualification requirements) and psychology (working for state funded
MHAOD services not seen as competitive, particularly for those with specialist skills)

- the reduction in specialist training options within university settings (presenting
specific difficulties in preserving the skill-base of this sub-specialty workforce and
build on the broader workforce challenges that exist across the MHAOD health
system).

Ensuring consistency and quality of service provision across HHSs providing FMHSs.

The requirement to work across multiple internal and external stakeholder groups to
support effective service provision, in addition to working across multiple pieces of
intersecting legislation.

While there remains a stigma around mental illness itself, those who have mental illness
and engage in offending behaviour are ‘doubly stigmatised’. This can mean that people:

— with mental illness are further stigmatised in justice settings
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— with offending behaviour are stigmatised in MH settings.

e Despite vulnerabilities, this population group is not always well understood by the
general public and media; they also tend not to be popular politically.

Opportunities for improvements

The development of Queensland’s FMHSs have been informed by several policy documents,
frameworks and reviews including Queensland Forensic Mental Health Policy 2002 and the
Forensic Mental Health Strategic Framework 2011, the Review of Queensland Forensic Mental
Health Services 2002: the promoting balance in the forensic mental health system report and
the When Mental Health Care Meets Risk.

Queensland faces challenges in providing FMHSs across a vast geographical area and 16
HHSs, including coordination and consistency, implementing standard models of service
across different locations, following the consumer journey, working across several
governments and NGOs, and workforce development in the context of specialist service
provision.

Ensuring Queensland’s FMHSs operate as an integrated system, are well planned, and
operate to a consistent quality standard is a priority. Development of a policy and
contemporary strategy in consultation with HHS and specialist FMHSs to provide clarity
about how the service system integrates and how it is best supported will assist with
addressing some of the challenges identified.

Further development and investment in High Security Inpatient Services (HSIS) to meet the
needs of Queensland’s population and address risk due to lack of availability of both acute
and rehabilitation HSIS beds. Resourcing also needs to consider the complexities of this
patient group beyond standard inpatient models of staffing. Any expansion of the HSIS
needs to be accompanied by a clear model of service including accessible and transparent
processes for referral, admission, and discharge given the interface and patient flow
between the HSIS and HHSs around Queensland.

The MHA2016 provides for people in custody who require inpatient MH treatment to receive
such treatment in AMHS inpatient units as Classified Patients. This provision is consistent
with the principle of equivalent care for those in custody and the Right to Health Care
enshrined in the Human Rights Act 2019. There remains an unmet need for classified patient
beds and meeting the demand now and into the future is a priority. While there is a variety
of opinions about how best to meet this challenge, the prevailing view is that no one
solution will resolve the challenge and there needs to be a variety of approaches.

In Queensland, over a five-year period (2017-2021), while approximately 60 per cent of
recommendations for a Classified Patient admission resulted in an inpatient episode
(n=1,222), approximately 31 per cent did not receive an admission for inpatient care and
were judged to have significant treatment needs that could not be adequately met within
the justice system for an extended period (n=627).

The unmet MH need for a significant number of people in custody presents challenges for
Queenslanders and for service systems including Queensland Corrective Services and
MHAOD services. People released from custody with untreated mental illness have an
increased risk of reoffending and re-imprisonment compared with those without mental
illness. Early detection and intervention to treat mental illness and substance use disorders
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for individuals at risk of coming into custody and in prisons is imperative to improve
outcomes and reduce offending.

Significant further enhancement is required and improving health and social outcomes for
individuals with mental disorder, their families and communities and would yield economic
benefits for Queensland.

A range of other initiatives can contribute to service and system improvement. These
include:

e Early intervention approaches and diversionary programs such as the Police
Communications Centre — MH Liaison Service and co-responder models.

e Additional services to divert more people with mental illness who contact the criminal
justice system into MH care and treatment and supports to reduce their risk of
reoffending, including accommodation and housing, supported employment as per the
PC Report.

e In addition to enhancements to AMHS capacity and HSIS bed capacity the development
of a specialised acute assessment unit has been proposed to assist with classified
patient demand. The availability of a unit that had physical, relational, and procedural
security sufficient to manage high risk and complex patients could complement existing
inpatient capacity but could require further planning and development of the model of
service delivery. Initial proposals have included that it would particularly focus on the
group of people who are not appropriate for admission to the HSIS but present a risk
management challenge that is beyond the capacity of the AMHSs. Such a unit would
necessarily be in a hospital setting and would require capital investment and recurrent
operating budget. It would function to provide initial treatment, stabilisation, and
development of a treatment plan linking to either HSIS, AMHSs, back to correctional
centres, or the community depending on the individual's needs and custodial status. In
this way it would not replace the existing treatment pathway options but would
supplement them to better ensure appropriate placement while maintaining continuity
of care and timely access to treatment.

e Expanded provision of transitional MH care which not only provides better health and
criminal justice outcomes but reduces classified patient demand. This can include
assistance with obtaining post-release accommodation, linkage with non-government
support agencies or the NDIS and actively supports linkage to NGOs in the community.

For Aboriginal and Torres Strait Islander people, it is essential that treatment, care, and
support is culturally appropriate reflecting Aboriginal and Torres Strait Islander concepts of
social and emotional wellbeing and promoting access across the continuum of custody and
community. Currently, the IMHIP is available in three south-east Queensland correctional
facilities. It provides a model of social and emotional wellbeing, and MH care that is led and
staffed by Aboriginal and Torres Strait Islander clinicians and health workers. Its service
provision is complementary to and works in collaboration with PMHS and has been
recognised both at a state and national level as an innovative and leading program in this
area.

Expansion of these sorts of programs to include correctional centres in the northern and
central areas of Queensland where the proportion of Aboriginal and Torres Strait Islander
people in the custodial population is highest is required. It is also important that identified

Submission - [nquiry inte the opportunities to improve mental health cutcomes for Queenslanders Page 118

Mental Health Select Committee Page 118



Inquiry into the opportunities to improve mental health outcomes for Queenslanders Submission No. 150

Mental Health Select Committee Page 119



Inquiry into the opportunities to improve mental health outcomes for Queenslanders Submission No. 150

Mental Health Select Committee Page 120



Inquiry into the opportunities to improve mental health outcomes for Queenslanders Submission No. 150

Mental Health Select Committee Page 121



A\
A

&
e

Inquiry into the opportunities to improve mental health outcomes for Queenslanders Submission No. 150

QH, through HHSs currently provide MHAOD services to and about children and young
people (generally aged 10 to 17 years) in contact with the youth justice system. This occurs
via an outreach model from three Forensic CYMHS hubs (Brisbane, Townsville and Cairns)
that deliver assessments and interventions for young people in three main settings:

e Courts: Magistrates are provided with specialist, MH and forensic assessments (e.g.,
fitness for trial and/or soundness of mind), screening and advice.

e Youth Detention Centres (Brisbane Youth Detention Centre in Wacol, West Moreton Youth
Detention Centre in Wacol and Cleveland Youth Detention Centre in Townsville):
comprehensive MH assessment, treatment and transition planning.

e Community settings:

— Specialist assessment, crisis and risk-management planning and consultation liaison
services to CYMHS and youth justice services. May include interagency intervention
planning and strategies to enhance service provision, crisis and risk-management
plan development.

— QHis a key partner in the Department of Children, Youth Justice and Multicultural
Affairs pilot Specialist Multi Agency Response Team (SMART) initiative which supports
collaborative development of an Action Plan for young people at high risk of
reoffending and operates in seven sites in Greater Brisbane, West Moreton, Gold
Coast, Townsville and Cairns.

— Assessment and support of escalating numbers of children held in police
watchhouses due to capacity issues at youth detention centres (above 30 per day in
January 2022). Children held for more than five days frequently experience a
deterioration in their MH requiring assessment and support.

Opportunities for improvement

Appropriately skilled, MH services available at the right time and in sufficient numbers to
identify and respond to the MH needs of the youth justice cohort can assist in:

e Reduce risks associated with inadequate identification and treatment of MH issues
among young people in contact with the youth justice system.

e Provide significant social and economic benefits for Queensland through reduced
offending behaviour and improved outcomes for young people in contact with the youth
justice system.

As outlined, current Forensic CYMHS provide assessment, treatment within detention,
however treatment options within the community are lacking and do not meet demand both
for those within the Youth Justice system and more broadly. Further reiterated within the
work of the Taskforce, there is a need for collaborative, multi-agency responses, further
highlighting the need to increase overall workforce capacity, particularly within north
Queensland.

As forensic assessments require specific training and supervision to ensure accurate
administration and interpretation of validated risk assessment measures, skilled
formulation to ensure risk management and care planning meets the needs of consumer,
families, potential victims and the general community, there is a role for a specific training
function to support expansion of workforce capacity.
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Often calls to Triple Zero (000) for people experiencing a MH crisis are once the emergency
has escalated to a crisis point. Paramedics are often first on scene to a death by suicide or
are having to provide lifesaving interventions for people who are actively engaging in
behaviours intended to end their own life or misadventures which are risky or life
threatening. These people are sometimes not mentally ill, rather demonstrating poor MH,
often with the addition of drugs or alcohol, high levels of distress or poor resilience/coping
strategies in response to stressors or perhaps there is a biological basis for the behaviour.
The clinical complexities and co-morbid or high-risk confounding risks defines the MH crisis
incidents attended to by the QAS.

Calls to Triple Zero (000) come from individuals, families or carers, other health care
providers, non-government sector, police, and GPs. For many people experiencing a MH
crisis, Triple Zero (000) will be their first step to accessing support and assistance from the
health care sector or the ‘last resort’ once all other avenues have been exhausted.

These situations are as unique and heterogeneous as the individuals who are experiencing
them. At the end of the day, like all other callers to Triple Zero (000), the person is probably
having the ‘worst day of their life!

A review of the presenting problems identified in the Triple Zero (000) calls, as determined
by the Medical Priority Dispatch System reveals the most common problems for people
experiencing MH crisis is a suicide crisis. This includes:

o threatening suicide or self-harm - e.g., expressing through behaviours or words an intent
to end one’s own life or harm self

e suicide ideation / suicide crisis - e.g., sending a text message to another person
expressing hopelessness, helplessness or risks to self

e suicide attempts - e.g., actively engaging in acts to end one’s own life.

Aggression and emotional dysregulation were the second most common problems identified.
Aggressive incidents often involved the police, who work in collaboration with the QAS to
manage a person’s behaviours. The police are concerned the presentation indicate the
person is experiencing compromised MH, a medical condition, or acute intoxication with
substances, which required a medical assessment/ treatment rather than a legal
intervention.

Emotional dysregulation includes people who are experiencing distress, stress, or a severe
reaction to a stressor. This encompasses many presentations, including people who are
suffering from a grief reaction, an accumulation of stress, or circumstances where they do
not have the coping strategies, capacity, resilience or resources to cope with the
circumstances they find themselves in. Anxiety and stress are also a common reason for
people calling Triple Zero (000) in an emergency.

These broad categories of presentation do not necessarily mean the person is experiencing
a mental illness requiring a medical intervention, although they do require some relief or
alleviation of their current distress and symptoms.

People with an existing mental illness experiencing an acute exacerbation of symptoms also
require a QAS response. This can be identified by families, carers, service providers or other
professionals. The QAS also responds to people who are under the MHA2016 and require
transportation.
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The MPDS description of abnormal behaviour, encompasses those unusual behaviours that
require further assessment, but may not necessarily pose an immediate risk to someone’s
life is also a common call for service for the QAS. These are usually reported to Triple Zero
(000) from third parties or members of the public and require a response as a MH
emergency.

Paramedics are skilled and experienced in situational risk assessment and will assess a
person experiencing a MH crisis appropriately and attempt to ascertain the cause of the
presenting signs and symptoms and exclude and/or manage causes of abnormal behaviour
where possible.

Paramedics are generalist health care providers with training in a broad range of
conditions/problems including trauma, health and crisis management. The nature of the
work of the QAS for call takers, Emergency Medical Dispatcher (EMDs) and paramedics on
road is defined by extreme time pressures and restraint, on average, EMDs gather the
required location and demographic information about a person in crisis in three minutes
and paramedics have approximately 20 minutes to assess a of the situation and make a
clinical assessment and treatment plan on scene. Not uncommonly, they are working with
limited information about the patient, history and collateral.

QAS MH Response Program

The assessment and care of people experiencing a MH crisis prove a challenge for EMDs,
paramedics on scene and into the ED. These often-complex presentations require an
understanding of the collateral history, precipitating factors and risk features which may not
be immediately available in an acute emergency assessment. To support paramedics and
EMDs in their assessment and decision making around people experiencing MH crisis
situations, along with improved education and training, the MH Liaison Service (MHLS) in the
Operations Centre is available state-wide 24 hours a day and QAS MH Co-responders (MH
CORE) in selected areas.

e MH Liaison Service (MHLS)

The MHLS involves a Senior MH Clinician working in the Brisbane Operations centre to
provide information, advice and assistance to EMDs, supervisors, managers, paramedics
statewide, in an effort to support the timely and appropriate dispatch of resources to people
in @ MH crisis, and to assist attending paramedics’ clinical decision making on scene.

The MHLS can provide direct clinical support to patients experiencing a MH crisis via
telemedicine including, de-escalation; risk assessment and management; advice,
information, and psycho education regarding symptom management; and guidance around
appropriate referral options.

In October 2021, after an active intervention the clinicians were able to avoid an ambulance
attendance (and possible subsequent transport to hospital for further interventions) for 306
people who called Triple Zero (000) in a MH emergency. Additionally, the Clinicians provided
real time risk assessment and management for 406 calls from people who were expressing
ideas of ending their own life by suicide, including 3 who were actively engaging in a
behaviour to end their own life.

The clinicians have access to QH clinical data bases, including CIMHA, and can provide timely
information regarding a person’s MH history, treatment plans, management plans and other
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e illnesses/infection

e head injury

e endocrine conditions

e toxicological conditions

o effects of drugs and or alcohol

The QAS advocates that the needs of the person being responded to are paramount and all
health needs requiring assessment, which cannot be conducted in the pre-hospital setting,
are conducted appropriately. It is imperative that a person in a MH crisis, who requires a
physiological examination, receives an appropriate medical assessment. Sometimes a
hospital ED is the most appropriate place for a person who is experiencing a MH crisis.

It is well recognised and acknowledged by the QAS that EDs are not equipped to meet the
needs of people experiencing a MH crisis, especially those experiencing complex social and
emotional problems, or poor MH. Although often an ED is the only option available 24 hours
a day. An ED is the most similar model of care to that of the QAS in that they are not
specialist services, they are available to everyone without discrimination or prohibitive
inclusion and exclusion criteria.

In Queensland the public, private and non-government MH system is a complex network of
specialist providers, each providing specified programs and services to people with MH
conditions. A broad array of public and privately funded new boutique services are now
available to Queenslanders within the health system and in the community. A lot of these
services are led by peer workers or people with a lived experience of MH conditions or by
specialist providers with expertise in a particular area of MH care. These important
development within the MH sector will contribute to improving outcomes for people with MH
conditions in the community.

Although, when a person is experiencing a MH crisis, which is a feature of many MH
conditions, many of these resources are not available or there are a broad range of barriers
which a restricting access, meaning the ED is the only available option.

These barriers can include:

o limited access because of restricted/infrequent operating hours (e.g., business hours of
operation or part time hours)

e extensive (prohibitive) inclusion and exclusion criteria (most notable being age
restrictions — with few services available for young people and children aged 18 years or
young people in crisis)

— Access or assessment criteria for inclusion (e.g., enduring mental illness diagnosis for
ongoing MH care)

e being at the capacity of available resources (e.g., ‘no beds’)
e lack of resources for social resources and/or welfare crises
o few resources are available 24 hours for people experiencing reactive MH crises such as:

— carer fatigue
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— distress

— grief

- shock

— victims of crime

- significant life events
— suicidality

e few resources are available 24 hours for people experience co-morbid alcohol and drug
or intellectual disability and MH crisis

e private sector providers can be risk adverse or not available to people experiencing a
MH crisis.

Summary

The QAS has a unique view of the health sector, seeing people experiencing health care
needs in their own environment, or while going about their everyday life. This includes
people experiencing a MH crisis situation.

The QAS broad definition of MH crisis and legislative response requirements provide a
unique view of the MH landscape, particularly the crisis support needs of the community.
This information is invaluable for service development and planning throughout the public
health, private, non-government, primary health, and tertiary services sectors.

The QAS considers MH crisis as a broad range of conditions, including risk to self or others,
poor decision-making capacities/capabilities, distress, and abnormal behaviours. These
presentations are marked by distress, which includes an inability to cope and the
requirement for alleviation of the presenting symptoms.

The QAS responds to all people in crisis and does not discriminate on age, geographical
location, intellectual capacity, drug and alcohol intoxication or MH status. The service is
available 24 hours a day and is often the first step in accessing health services, or a last
resort once all other avenues have been exhausted.

The QAS also has a strong appetite to utilise appropriate alternate pathways to ED; although
these pathways must be inclusive, available, safe, and suitable for the types of MH crises the
QAS attends daily.

The QAS has developed the MH Response Program which aims to work within the broader
MH sector create a better everyday life for people experiencing a MH crisis. By providing
timely and appropriate ambulance/health responses, the focus is to deliver people the best
opportunity for positive MH and well-being and to lives with meaning and purpose. The
MHLS and the QAS MH CORE are two major initiatives of the QAS MH Response Program.

The QAS has demonstrated a willingness and capability to pivot and adapt their delivery of
service to new and innovative systems of care, to provide the best possible outcomes for all
patients. The QAS is poised to embrace new models of care for how people experiencing a
MH crisis are cared as demonstrated by the implementation of the QAS MH CORE.
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