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VICSERV welcomes the opportunity to make a submission to the Psychiatric Disability

Rehabilitation and Support Services (PDRSS) Reform Framework ² Consultation Paper. The stated
aims of the proposed reform such as equity of access, navigable service system and seamlessness
of service delivery through cross-sector collaboration are to be commended. VICSERV takes heart
that there are many commonalities therein with its own paper, An Agenda for Change, attached
as an appendix for your reference. Local area planning and building of organisational capabilities
for the purposes of integrated service responses to consumer and carer needs are at the fore in
both papers. A summary of feedback on the An Agenda for Change paper can be found in

appendix D of the publication.

However, where perhaps the papers differ is around the process of recommissioning of services
and the change process. VICSERV is of the view that that the following have not adequately been
captured in the consultation paper:
x

The issue of governance in the long-term. It is unclear who will lead the change process. Will
it be at both central and local levels?

x

There is lack of clarity around what the proposed regions will be. Concern exists around
adding further complexity in already unclear catchment frameworks.

x

Exclusion of programs from the reform process, in particular, residential rehabilitation, carer
respite, mutual support and self-help as well as exclusion of the greater mental health sector
such as clinical services. If this is to be true reform, the whole program structure needs to be
reviewed not only a small part of the system. This includes the small pool of PDRS funding
that is allocated for non-descript purposes and currently sits outside funding guidelines.

x

The proposed timeframe for reform is extremely tight with no indication as to when the
development stage including development activities will occur. This is an important phase of
engaging the sector in the reform process.

x

There is a conflating of what is essentially a consultation process and what is
implementation. It would seem that what needs to be implemented has already been thought
through without true consultation.

x

Communications around the reforms, specifically around the process. There is real concern
around the uncertainty of what recommissioning will actually mean as well as the process of
implementation. Clearer communication and better engagement with the sector as a whole
needs to occur as part of the process if there is going to be true sector led reform.

x

Recognition that reforms are taking place in a time of increased financial pressures. Whilst
increased Commonwealth investment is on the horizon, this comes on the back of a significant
period of steady decline in funding at state level. Furthermore, with less than expected
indexation and the flow-on effects of the Pay Equity case, financial capacity is not addressed.

x

Linking these reforms with the broader Commonwealth mental health reform agenda.

x

How the service system will be adequately resourced to build organisational and governance
capability.
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x

Change management strategy particularly potential repercussions for service users. It is noted
that the PDRS reform is occurring at a time of concurrent reforms in other sectors such Alcohol
and Other Drugs, housing, child and family welfare as well as community services sector more
broadly. There is a concern about the ensuing instability with reforms across the board
particularly for users of services.

x

The involvement of service users (consumers and carers) of PDRS funded services.

Building organisational capacity for good governance
VICSERV in its Agenda for the Future paper highlighted the need for building organisational capacity
for good governance within the sector beginning with a capabilities framework. VICSERV put forth
the following capabilities with a recommendation that further work be undertaken in consultation with
relevant stakeholders in building this framework and ultimately using it as a basis for assessing
organisational capability.
Capability

Rationale
Overarching

The organisation meets the Mental
Health Standards.

The standards should become a core accreditation
requirement and therefore should be reflected in this
capacity assessment.

7KHRUJDQLVDWLRQ·VJRYHrnance and
leadership have the relevant skills
and knowledge.

The National Standards do not adequately deal with the
specific issues of governance competence. The CMMH
service system needs to test benchmarks used in other
industries.
Client service

The organisation:
x delivers a range of individually
tailored services, and/or
x provides a specialist/niche
service, based on a defined
recovery oriented logic

Organisations need to have the ability to deliver
individualised and responsive packages using approaches
that are informed by evidence. Alternatively, they need a
clear and specialist role that complements and
supplements the generalist providers.

The organisation has a clearly
described business model and suite
of products, which:
x is consistently applied across
the organisation
x is informed by evidence.

This capability would require organisations to
demonstrate the linkage between their service intentions,
service design, program logic and structures.

Organisational robustness
7KHRUJDQLVDWLRQ·VFDSLWDOEase and
financial resources are adequate to
meet ongoing and contingency
situations and to be self-reliant.

Future capability depends upon the robustness of both
balance sheet and revenue streams.

The organisation has capacity to
recruit and retain a workforce with
appropriate psychosocial skills and
knowledge.

The focus of this capability relates to the capacity of the
organisation to sustain the kind of workforce required by
the emerging service requirements.

7KHRUJDQLVDWLRQ·VFRUSRUDWH

The organisations of the future will need technical and
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support systems and processes are
efficient and appropriate.

operational systems that support the future business
models and demands.
Partnerships

The organisation works with other
organisations through partnerships
and collaborations. This would
include partnerships with
governments, research
organisations and other
stakeholders.

Given the reform agenda and the significance of
establishing rational and navigable service systems, this
issue requires a higher profile and specific details
UHJDUGLQJWKHRUJDQLVDWLRQ·VDUUDQJHPHQWVDQGLQWHQW

* Figure 21 ² An agenda for the future ² May 2012
VICSERV reiterates its recommendation contained in its paper that a body of work be undertaken in
developing further and then implementing this organisational framework.
In addition, VICSERV advocates for a program of governance activities and projects, which clearly
articulates the role of various stakeholders and identifies appropriate funding to support the process of
change. VICSERV as the peak body, as well as the Department and agencies have a role to play in the
development and rolling out of this body of work.
Workforce development
VICSERV supports the proposition that greater investment needs to be put into developing the
workforce capacity of the community managed mental health service system. However it is
concerned with a lack of progress on this issue. The sector has been asked to partake in numerous
surveys and projects to date with no end result. Therefore, it is refreshing that some of the issues
have been identified in the paper with some consideration of what actions need to be taken.
VICSERV is particularly pleased to see investment in building leadership capacity within organisations
as suggested in the paper. VICSERV and the sector eagerly await the release of the mental health
workforce action plan which will be a key enabler in developing the workforce.
Yet, it is difficult to understand how more people will be attracted to work in the sector in the current
environment of uncertainty. Some organisations are reporting that due to the uncertainty in their
funding and service agreements in the coming 3 years and the move to individualisation, workforce
planning has stalled. Furthermore, less than expected indexation together with only part funding of
SD\LQFUHDVHVUHVXOWLQJIURP)DLU:RUN$XVWUDOLD·VGHFLVLRQKDVH[DFHUEDWHGILQDQFLDORSHUDWLQJ
pressures and difficulty in recruitment. Investments need to be made in aligning remuneration as well
as a recognition of the expertise that this sector offers.
Additionally, the workforce required for Stage 2 of the proposed stage approach to service and
program remodelling does not necessarily flow from Stage 1 outlined in the paper. The logic behind
the leap to the NDIS as canvassed by Stage 2 is not particularly persuasive. It is vital that the fit
between what the workforce does and what it is expected to do is right. The potential impact of the
1',6RQWKHVHFWRU·VZRUNIRUFHDQGZKDWLWPHDQVLVSRRUly understood. There is a potential to lose a
skilled workforce and modality if the leap to between the stages is not better developed,
comprehended and planned.
An issue not dealt with in the consultation paper is the future of the peer workforce as well as
progression of persons with a lived experience into leadership roles. The experiential expertise which
individuals bring to the role inspires hope for consumers of services. The mentoring and coaching
aspect of the role has positive impact of people·VUHFRYHU\7KHVHWZRZRUNIRUFHJURXSV SHHUVDQG
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people with lived experience) must be part of a future workforce strategy and development action
plan.
Client information management systems
9,&6(59ZHOFRPHVWKHUHSRUW·VDWWHQWLRQto client information management systems and the need for
improved data collection. However, before confirming what outcome measurement tool should be
used, an important piece of work needs to be undertaken to determine what exactly is trying to be
measured. As there are a range of tools for different purposes, understanding the outcomes that are
trying to be measured is a fundamental first step. This process must be gone through with an eye on
what clinical services are doing so that client information management systems complement each
other - in particular so that the information that is gathered is actually complementary rather than
duplicating processes and functions. Furthermore, client information management system platforms
must be complementary so as to enable an element of information sharing within the legislative
frameworks of privacy and health information.
In addition, the paper does not seek to explore the tertiary effects of services and measuring this in a
systematic way. For instance, achieving gainful employment and stable housing is not a quick
outcome. Measuring the longitudinal effects of services for people in their recovery would give better
understanding about the effectiveness of services of achieving client goals.
Moreover, if services are to be working from a recovery framework, the paper is silent on the issue of
measuring the recovery orientation of services. Arguably, measurement of recovery orientation needs
to be across the board, not only limited to PDRS funded agencies. This commonality in measurement
would better achieve consistency in achievement outcomes from provider to provider.
Remodelling programs and funding streams

Staged approach
VICSERV overall agrees with Stage 1 of the proposed staged approach, with agencies to be funded to
provide a mix of services within a specified catchment. The thinking however around Stage 2 of the
proposed approached is unclear. The logic behind making the leap from Stage 1 to Stage 2 is not
readily apparent or persuasive and VICSERV would suggest that some work needs to be done in
relation to this. Services in this sector do not offer attendant care ² they offer active interventions that
aim to change the health status of individuals and assist in attaining wellbeing. It is for this reason
VICSERV recommends that an individual services trial be undertaken within the new operating
environment to ensure the right transitions are put in place. Additionally, VICSERV recommends that a
collaborative study tour involving the Minister for MentaO+HDOWK·VRIILFH'HSDUWPHQWVRI+HDOWKDQG
Human Services, delivery agencies, consumers and carers be undertaken to understand what is
happening in the sphere of individualised packaging.

Changes to specific programs (residential rehabilitation & day programs)
9,&6(59QRWHVZLWKGLVDSSRLQWPHQWWKDWWKHZRUNVLWWLQJEHKLQGWKH'HSDUWPHQW·VWKLQNLQJDURXQG
the reform such as the Nous Group reports as well as partnership reports have yet to be released. It is
difficult for the sector to respond appropriately and come to the same conclusions contained in the
consultation paper without access to these reports. Providers need to be given this opportunity if their
response is to be informed.
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Generally, VICSERV would make the comment specific to the proposed changes is that there needs to
be equity of access across regions which does not currently exist for residential rehabilitation services.
Service options are required within regions and would be consistent with the stated aim of creating
equity of access.
Planned respite services
A specific body of work needs to be built around the effectiveness of planned respite services and
particularly if they are helpful for carers and families. Some member agencies are of the view that
current state funded respite services do not readily align with recovery best practice within
community-managed mental health whereas others have suggested real value in continuing these
services. There needs to be clarity around what respite is about and whether current respite programs
are useful for people. VICSERV is of the view that program funding must not be cut until that clarity
is forthcoming.
In addition, with the move to individualised approaches to service delivery, there is a danger of
conflating the needs of consumers versus the needs of carers and families in their recovery journey. It
therefore, might be preferable to have a separate needs assessment for carers and families to readily
understand respite requirements, the forms it should take and have the flexibility of funding to
achieve it.
Responding to diversity
VICSERV is of the view that responding to diversity requires a two pronged approach. On the one
hand it is about building that capability within services to ensure that practice is based on cultural
awareness and gender sensitivity. With this comes the setting of different targets and expectations on
services. On the other hand it is also about looking at the needs of particular regions and having a
population health plan in place to meet the community or collective need. This requires a systems
approach. It also requires joined up service responses across sectors and drawing on the expertise of
particular organisations and groups through community development activities to provide an avenue
for outreach and inreach work for communities. The service system needs to be adequately resourced
to work with agencies such as settlement services, community groups, elders and leaders to
appropriately respond to diversity within regions.
Age eligibility
Again, much like responding to diversity, catering to specific age brackets requires a systems approach
and understanding that this equates to different targets and expectations on services.
Many community-managed mental health services have been exemplar in their work with young
people, particularly in the early intervention and peer support space. This capacity should be
supported through community-development work with other agencies specific to the issues of
particular localities. Planning for this should be tied into an overall population health based plan,
linking in with other sector reform in the space of child and family welfare, AOD, housing, and the
human services space. Furthermore, as a way of building capacity of organisations, a body of work
similar to the Victorian Dual Diagnosis Initiative would assist in embedding family-based practice in
services. This would build capacity of services to better engage families (including children) as well as
establish key networks with agencies and resources outside the sector for seamless service responses.
On the other side to the spectrum of eligibility there is the over 65 year age bracket. Only a very
small proportion of PDRSS services are funded to cater to this group. However, with its philosophy
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and practice being grounded in recovery, the community managed mental health service system
would be ideal in meeting the needs of this group which generally have to do with issues of social and
community connectedness, physical health and renewed purpose post-employment. Whilst the
practice base exists in essence, further resources need to go into developing the capacity to meet the
issues specific to this group.
Guiding principles for area-based planning and service reconfiguration
The feedback to date is that this is very difficult to gauge without a clear vision around what the
proposed regions will be. It begs the question whether asking to pre-determine an optimal number of
providers in an area is the right question to ask.
It is noted that PDRS funded agencies are not included in the current review of clinical boundaries.
There is a real concern that new boundaries will only add to the current cacophony of catchments in
existence such as Medicare locals overlayed by Area Mental Health Service catchments overlayed by
Local Government Areas etc. VICSERV is of the view that the question of optimal service mix and
numbers should be reframed and goes to the need for population health planning across regions, not
only focusing on PDRS funded programs but the broad spectrum of health and social health services
including but not limited to clinical services, primary health providers, general practices, housing, AOD
and the like. Local governments should have a key role, in collaboration with Medicare Locals and the
whole of government in developing plans to meet constituent needs. A further element of population
health planning is forecasting for growth and future issues as well as focusing on areas which
experience entrenched disadvantaged akin to the 9LFWRULD·V9XOQHUDEOH&KLOGUHQ5HSRUW
recommendations in this respect.
In terms of delivery capacity, there is a general recognition that economies of scale are critical in an
efficient operating system. The ability to offer a range of services or have the networks to link clients
with complementary services is essential in establishing a service system which is accessible, diverse
and navigable. There is a real concern however around what this might mean for smaller providers.
Many members have expressed the view that this will mean big providers taking over small providers.
This however misses the point of the reform and what was advocated for in the VICSERV Agenda for
Change document. The focus must be on capacity. There will be some agencies (irrespective of size)
which will not have the capacity to deliver particular services within the new era of service delivery
whilst others will flourish. This will certainly include amalgamations and other forms of mergers in
some instances. But it may also include strengthened partnership agreements, a rethink of the key
aims of particular organisations parring back to the core services which they do have a capacity to
provide, or total change in the type of services some agencies provide (for instance, with the move to
individualised funding there will be some people who will require brokerage services).
:KDWLVXQFOHDUIURPWKHSDSHUDQGWKH'HSDUWPHQW·VFRQVXOWDWLRQVWRGDWHLVZKDWLVPHDQWE\KDYLQJ
real choice and particularly how recommissioning will result in increased choice of providers within
regions. The logic is not clearly expressed in the paper. Is it that recommissioning is about creating
one choice of provider primarily funded by the state making room for other private providers to enter
the market to provide that choice? Further information needs to be provided by the Department
around the logic and process of recommissioning as well as the ultimate structure to better understand
this issue.

Opening the market
It is evident that in shifting to an individualised service delivery approach, there will be an opening for
new providers to begin delivering services which had previously been within the purview of PDRSS
funded agencies. VICSERV agrees that competition can be good for driving innovation and creating
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opportunities ² that is why PDRSS agencies exist today; they saw a need and developed a service to
cater to that need. However it is mainly in part due to competition that we see the current
fragmentation in funding that currently exists. A lesson that we can take from the past is that unless
the tender process for services is managed very well and clarity around the ultimate system design
exists, there is a potential to build further fragmentation. Furthermore, there is a real concern that the
recovery orientation of services will be lost which makes it of utmost import which players are
XOWLPDWHO\LQRURXW,WLV9,&6(59·VYLHZWKDWWKHPDUNHWLVQRWRSHQWRSDUWLFXODUSOD\HUVVXFKDV
hospitals as their focus really needs to be at the acute end of the spectrum and for more expensive
interventions. PDRSS funded agencies have been shown time and time again that they are able to
provide services for an efficient price.
Further work needs to occur with respect to how organisations will be allowed to operate as well as
regulated in the new service system structure to ensure that the recovery orientation is carried through
to the reformed services system. Additionally, any tender processes must include specifications
covering off the principles. Adherence to those specifications must be part of the process and tied
into the continued authorisation to operate as a provider.
The Department also needs to be clear around what it wants to purchase. This is an issue that needs
to be dealt with in the development stage of reform.

Reconfiguration
Reconfiguration is a major process which has every potential to become disruptive and ineffective if
the process is not sensitive to the particular nuances of regions, organisations and more importantly
the clients and carers they are there to serve. Good lessons can be taken from how to successfully
reconfigure a service system from organisations which have done this successfully at a micro level.
Importantly, it calls for leadership within regions and centrally to lead and hold the process of change.
Some regions are well ahead of others in their thinking around operating within a new service
structure. These regions generally also have a very good understanding of the diversity and future
growth of their populations and the unique issues they can face if they do not act now. This would
suggest that reforms are more likely to succeed in regions that have already thought and engaged in
activities in building organisatiRQDOFDSDFLW\,WLVWKHUHIRUH9,&6(59·VYLHZWKDWUHFRQILJXUDWLRQEH
staged to take into account the different stages of change within regions. Further, it is imperative that
the change process be underpinned by departmental support and resourcing of capacity building
activities to ensure successful implementation of the reform process.
VICSERV recognises that reform could unintentionally advantage some but disadvantage others. It is
therefore critical that the whole process of change needs to be evaluated during the development
phase so as to ensure the creation of a level playing field.
VICSERV recommends that the Department undertake a local area planning trial with the view of
achieving a configuration of local services that improves system navigation and matches service
offerings with identified need. Identified needs should be through a comprehensive population health
needs analysis. A trial will also provide an opportunity to test central intake and referral as well as
data sharing systems.
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Name of the state-funded Psychiatric Disability Rehabilitation Support Services (PDRSS)
VICSERV is of the view that the funding steam should be renamed to either Community Managed
Mental Health Services or Community Based Mental Health Services to bHWWHUUHIOHFWVHUYLFHV·
governance arrangements and better align with national trends. The name of the current funding
stream, Psychiatric Disability Rehabilitation Support Services has become synonymous with the name
of the service system or as a way of describing the sector. Therefore, it is an arbitrary distinction to
make between funding stream and purpose ² they should be reflective of each other. Most of the
feedback on this question in the Agenda for the future paper supported the need for a name change
to describe services funded by the current PDRSS stream. There was no strong view about what the
name should be apart for that it should be simple and describe what services do.

Conclusion
In conclusion VICSERV looks forward to working collaboratively in the development of a reformed
service system that caters to the needs and requirements of consumer, carers and families. This
however can only be achieved through a true partnership approach. VICSERV is keen to work with
the Victorian Government and key stakeholders in shaping the service system for the future. It is
SDUWLFXODUO\SOHDVHGZLWKWKHFRQVXOWDWLRQSDSHU·VIRFXVRQDUHDSODQQLQJDQGEUHDNLQJGRZQRIVLORV
through collaborative approaches to service delivery. However, there are reservations around the
change process and particularly plans for recommissioning early next year. The development stage is
vital before any implementation takes place and it is hoped that development would take place in
collaboration with VICSERV as well as key stakeholders such as the people this sector is here to serve.
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APPENDIX A

Psychiatric Disability Services
of Victoria (VICSERV)

Community
Managed
Mental Health
An agenda for the future
May 2012

FOREWORD
It is with much pleDVXUHWKDW,SUHVHQW9,&6(59·V&RPPXQLW\0DQDJHG0HQWDO+HDOWKAn agenda for the
future. This paper is a major statement about the required elements for reform within community managed
mental health services and in government policy and funding. It has been prepared by VICSERV with three
aims. First, to provide a roadmap for the development of community managed mental health services in
Victoria over the next five years. Secondly, as a resource for VICSERV members in their deliberations about
required changes in their organisations and, thirdly, to inform and influence the Victorian and
CommonZHDOWK*RYHUQPHQWV·SROLF\DQGIXQGLQJRIWKHVHVHUYLFHV
This paper has been prepared at a time of significant public discussion about the elements of effective
mental health reform. Governments at all levels now recognise the centrality of good mental health to the
ability of all people to have a good life and are committed to reform. VICSERV strongly believes that
proposed reforms in Victoria must build on the strengths of community based mental health services and
constructively address some of the structural weaknesses in the current provision and funding of these
services.
Government policy directions are trending towards improving choice and the delivery of more
individualised approaches to mental health service provision. VICSERV supports these directions. However,
realising these aspirations will require increased capabilities and greater flexibility in the service system.
VICSERV believes that the system needs to be reconfigured with major changes in the existing program,
funding and planning regimes. This will allow services to respond more effectively and efficiently to the
requirements of people with mental health issues, their families and carers. This paper outlines a series of
actions to achieve this.
VICSERV has worked collaboratively with the Victorian Department of Health over the last few years in
mental health reform partnership groups and on projects. This paper has been informed and enriched by
these collaborations and discussions. At the time of writing we are awaiting the imminent release of the
JRYHUQPHQW·VIUDPHZRUNIRUUHIRUPRIWKH3'566VHFWRU I wish to acknowledge the importance of
discussions with the current and former Mental Health Ministers, their advisers and staff of the Victorian
Department of Health in the development of the actions proposed in this paper. There are many areas of
agreement about the required elements of reform between VICSERV and the Baillieu Government.
VICSERV wishes to continue working with the Baillieu Government in improving mental health services in
Victoria.
Change of the scale needed requires resourcing. VICSERV believes that investment in new services needs
to be accompanied by investment in system coordination and integration if required efficiencies are to be
achieved. VICSERV will be seeking funds to undertake specific projects and to engage community managed
mental health services and other sectors in this agenda for change. Investments that directly reduce the
disability and disadvantage associated with mental illness not only enhance people·VPHQWDOKHDOWKDQG
wellbeing but also lead to savings by reducing demand for costly health and welfare services.
On behalf of the VICSERV Board I wish to thank the many people who provided us with feedback on an
earlier version of this paper. VICSERV has considered this feedback carefully in the framing of this final
document. A summary of this feedback is appended. In releasing this paper VICSERV reasserts its
commitment to work tirelessly with its members and the Victorian Government to contribute to real
reform and development to improve clients, carers and families journeys through community managed
mental health services.
Elizabeth Crowther
President VICSERV
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AN AGENDA FOR THE FUTURE ² SUMMARY
As an important part of a suite of services responding to the mental health needs of Victorians,
community managed mental health services (CMMH) recognise the need for modernisation of
their purposes and structures in response to changing community and government expectations.
Psychiatric Disability Services of Victoria (VICSERV), the industry body that represents these
organisations, has developed this paper, An agenda for the future, to set out an achievable strategy
for the development of these services over the next five years.
This paper has been developed to consult with VICSERV members and others with a key stake in
the delivery of community managed mental health services. In the preparation of the paper
VICSERV has consulted with many individuals and groups over an extended period and
participated in a range of reform partnership groups funded by the Department of Health.
VICSERV has and will continue to work with the Victorian Minister for Mental Health and the
Department of Health toward the development and reform of services.
This paper contains:
x
x
x

a current analysis of CMMH services
an identification of key areas for reform
recommendations for repositioning the CMMH service system.

Following the launch of An agenda for the future, a period of consultation will occur.
$ILQDOGRFXPHQWLQFRUSRUDWLQJPHPEHUV·IHHGEDFNZLOOEHSURGXFHGDQGIRUPDOO\DGRSWHGE\ the
VICSERV Committee of Management in April 2012.
A shorter version will be available on the VICSERV website in early February 2012.

Context
x

Governments at all levels are recognising the unique contribution of CMMH services to
SHRSOH·VUHFRYHU\MRXUQH\and their ability to make choices about community participation.
This recognition is accompanied by supportive policy and substantial funding allocations.

x

In the near future, funding for CMMH services is expected to nearly double. At the same
time governments, consumers, families and carers are advocating for a move towards fully
individualised service offerings. The introduction of a National Disability Insurance Scheme
(NDIS) as part of this shift will fundamentally change the way CMMH services do business.

x

The current service system has systemic weaknesses that need to be addressed. Changes
are needed to create a more rational service system responsive to the needs of individuals
and local communities.
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The way forward
An agenda for the future outlines a range of actions and specific projects to enable the CMMH
service system to be ready for change. Few of these changes can be undertaken by VICSERV
alone and most will need to be developed and implemented in close collaboration with the
Victorian Department of Health, CMMH service staff, Boards and their consumer and carer
representative bodies. The change of scale needed will require purposeful investment. We need:
x

A modernised service structure for CMMH services focussed on outcomes and meeting
individual needs. This should be supported by updated guidelines and funding models.

x

A new name to replace the term PDRSS that better reflects the purpose and function of
these services and their distinct governance arrangements.

x

Local area planning to identify the correct configuration of services to provide market
choice and capacity to meet the changing needs of consumers, families and carers.

x

Rationalisation of the CMMH service system. VICSERV considers that there are a number
of pathways to reform that need to be considered as part of a rationalisation debate. Some
of the outcomes will be driven by organisational choice and circumstance while others will
be linked to area planning.

x

Attention to building the capability and sustainability of CMMH services to meet the
challenges of a new environment.

x

A program of activities that build effective governance structures and processes that
represent and protect the interests of all stakeholders in the reform process.

x

The appointment of an Ambassador for Community Managed Mental Health to drive the
agenda for change forward and to position CMMH services as key players at the forefront
of the mental health system of the future.

x

VICSERV to be resourced to play an expanded role supporting and facilitating service
reform activities.

This paper, An agenda for the future, offers an up-to-date analysis of the contribution of community
managed mental health services, the achievements to date and the challenges ahead.
It is an important contribution to mental health policy development and thinking in Victoria.
For further information about this paper and the consultation process please contact:
The VICSERV policy team on (03) 9519 7000
The VICSERV website www.vicserv.org.au
Kim Koop
VICSERV CEO
k.koop@vicserv.org.au
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1 AN AGENDA FOR THE FUTURE ² INTRODUCTION
There are now reasons for optimism that people experiencing mental health issues will receive
better services and greater acceptance in Australia.
Governments are proposing large investments and policy shifts that have the potential to
fundamentally change the dynamics of mental health service provision. These will provide
significant opportunities and challenges for CMMH services.
CMMH providers are rightly proud of their work and contribution to the wellbeing of many
Victorians over the years. There is demonstrated ability to deliver effective community-based
mental health services and contribute to policy formulation and service initiatives.
Psychiatric Disability Services of Victoria (VICSERV), the peak body representing CMMH services in
Victoria, has prepared this paper because:
x it recognises the need for reform to meet changing community and government
expectations
x with the election of the Baillieu Government there is a new willingness to address reform
x the significant new investment in mental health by the Australian Government adds urgency
to the need for change and service development to ensure the most effective use of this
new investment
x CMMH service providers wish to take a lead role in defining the directions and priorities of
a service development strategy.
The paper aims to:
x

provide a roadmap for the development of community mental health services in Victoria
over the next five years

x

provide a resource for VICSERV members in their deliberations about required changes in
their organisations

x

influence the Victorian and Australian Governments· policy and funding of these services.

This paper is primarily about the CMMH service system in Victoria. It also reflects on broader
mental health, health and social policy issues. The development of CMMH services must be an
integral part of the health reform agenda across Australia.
This paper outlines an agenda for change and presents a framework through which issues and
emerging opportunities can be addressed. It offers a framework that enhances and strengthens
&00+VHUYLFHV· capacity to deliver existing services. It also seeks to position them for growth and

Community Managed Mental Health
An agenda for the future ² May 2012

6

change. Through action on this framework CMMH providers have the potential to prosper in the
new environment.
The leadership role involved will require CMMH providers to act on reform and development. It
will also require new partnerships with governments in order to refine policy, systems and
infrastructure. This is a major task and opportunity for the next few years. However VICSERV, as
the peak body for CMMH services, recognises that unless the sector body takes this leadership
and there is agreement about the reforms required, there are risks to the further sustainability of
the sector in the medium term.
The analysis in this paper suggests that the next few years will see a shift to a more market-based
approach by governments in order to increase consumer choice and control. This will involve
organisations in new market dynamics and collaborative service delivery.
There are significant benefits likely to be realised through implementation of the reforms proposed
in this paper. There will be financial benefits that can be turned into more and better services.
Consumers, carers and families will derive equally important benefits as the burdens imposed by
the current service system complexity are reduced. Workers will be more attracted to work in a
developing service system.
This paper follows and builds on the leadership provided by VICSERV in the past. In particular, this
paper builds on the following publications:
x

Pathways to Social Inclusion: Proposition Papers1, which framed thinking on recovery and
social inclusion

x

Stage One of the Sector Development Project conducted with the assistance of
ConNetica Consulting: The Case for Investment2.

The paper also builds on Victorian mental health policy and strategy documents including:
x

Improving Mental Health Outcomes In Victoria ³ The Next Wave of Reform3

x

The Victorian Mental Health Reform Strategy, 2009²20194.

VICSERV intends to use this paper as the basis for discussion with governments and engagement
with its members and other interested stakeholders.*

1

VICSERV (2008) Pathways to social inclusion ² Proposition papers, Melbourne
VICSERV (2010) The Case for Investment ² Discussion Paper, Melbourne
3
Boston Consulting Group (BCG) (2006) Improving Mental Health Outcomes In Victoria: The Next Wave of
Reform, BCG
4
State Government of Victoria (2009) Victorian Mental Health Reform Strategy Implementation Plan 20092019, Victorian Government Publishing Service, Melbourne
2

* VICSERV has sought to base the analysis and proposed directions on data wherever possible. Some up-to-date data is not
available to the sector. The analysis is based on the best available data.
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2 OVERVIEW - COMMUNITY MANAGED MENTAL
HEALTH SERVICES IN VICTORIA
CMMH services focus on people with serious mental illnesses and those facing significant social and
economic disadvantage. They provide support to people in managing their mental illness and
building their skills for life in the ways they choose.
It is the part of the mental health service system where there is the strongest evidence of
commitment to a recovery approach and of the building of skills and systems that underpin
effective practice. This is a repository that should be built up, broadened and disseminated.
Key achievements of CMMH include:
x

a sustained focus on the needs, perspectives and best interests of consumers

x

championing the introduction of recovery as a philosophy and framework for practice and
development of conceptual models that inform their practice

x

investment in the development of consumer focus and carer engagement in services and
basing their work on supporting clients succeeding in areas of their own choosing

x

developing innovative family, housing, employment and other leading initiatives

x

building capacity through HBOS to support people with very complex needs in the
community and, in so doing, allowing people to live outside clinical services

x

the development of PARC services in collaboration with clinical mental health services.

These achievements have:
x

enhanced the recovery and quality of life of consumers, families and carers

x

reduced demand for clinical and other publicly funded services

x

demonstrated the capacity and potential of recovery orientated CMMH services.

Approximately 130 CMMH organisations receive funding from the Victorian and/or the Australian
Governments for provision of services to people facing serious mental health related issues.
The organisations involved demonstrate a diversity of characteristics. These include:
x

organisations with a primary mission to work with people with serious mental health
issues. These organisations vary in size
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x

organisations with a broad health, housing or community services mandate that
incorporates a role in supporting people with serious mental health issues

x

Aboriginal community controlled organisations

x

organisations with a specific interest in particular communities, populations or specific
content area.

These organisations are governed by Boards of committed volunteers who make a vital
contribution to the capability of their organisations and the work of the sector. CMMH services
have evolved in parallel with clinical mental health services.

Victoria has four relatively distinct elements of its mental health service system:
x

a primary care based service system provided by GPs, private psychiatrists and allied health
professionals working with more common mental health conditions. This service system is
largely funded by the Australian Government

x

an acute and clinical services system which is primarily Victorian Government funded and
provides bed-based, community-based and forensic services

x

a family support system that is largely informal although receiving some assistance through
respite and other family services

x

a CMMH service system providing psychosocial support, recovery services and other
support services largely, but not exclusively, to people with complex needs. The sector is
funded partly by both the Victorian and Australian Governments. These elements are
presented graphically in Figure 1.
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Figure 1² Service delivery framework
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There are many other service systems, policy interventions and community practices that also
contribute to the health and wellbeing of people experiencing mental health issues.

2.1 THE WORK OF THE CMMH SERVICE SYSTEM
The CMMH service system works with more than 20,000 Victorians with serious mental health
issues each year. Details on the work are outlined below.

2.1.1 Client profile
Clients are supported across all ages with the age and gender profile shown in the table at
Figure 2. The profile is, in part, driven by funding arrangements that have focussed on
services to adults, not to children and young people or older Victorians.
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Figure 2 - Age and gender profile

Age & Gender

Count
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F
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Age 6570

Age 71+ Age Unknown

Figure 3 (on the following page) illustrates the complexity of clients in selected service
types. This data demonstrates that CMMH services are working primarily with clients who
have complex needs via the PDRS funding stream. In most programs, over 25% of clients
have four or more complexity factors and less than 15% have no complexity factors.
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Figure 3 - Complexity profile
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2.1.2 Referral source
The CMMH service system plays a major role in the public mental health system but also
accepts referrals from a wide range of other services as shown in the table at Figure 4.
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Figure 4 - Referral sources

42.49%

Public specialist mental health service
Family,friend or self
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Private psychiatrist
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Another PDRSS agency
Mental health counsellor
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12%
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1.04%
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6.72%
10.67%
0%
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2.1.3 Workforce
The available data indicates a total workforce in excess of 1600 people. This workforce has
a diverse range of skills and experience in working with people with serious mental health
challenges in a variety of community settings and service contexts.
The complexity of the clients and the significance of the tasks undertaken require a skilled
workforce. In 2000 some 70% of CMMH employees were reported as having a tertiary
qualification relevant to their task5. It is anticipated that the proportion holding relevant
qualifications will have increased since then.

2.2 VICTORIAN GOVERNMENT FUNDING FOR CMMH SERVICES
In 2011²12 the Victorian Government appropriated $95.1 million to enable CMMH services to
provide support to some 14,000 clients. The services, provider numbers and budget appropriated
are outlined in the following table. Most of this data comes from 2009²10.

5

Victorian Government Department of Health (2009) Shaping the Future: The Victorian Mental Health
Workforce Strategy, Final Report, Melbourne, p 20
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Figure 5 - PDRSS program, provider and budget summary
Program type

Providers

HBOS
Day Programs
Youth Residential Rehabilitation
services
Adult Residential Rehabilitation
services
Supported Accommodation services
MSSH
Planned respite
Care coordination
Other ³ recurrent
Other ³ non-recurrent

51 providers operating from 57 sites
34 providers delivering 58 programs
5 providers using 17 service outlets
3 providers operating from 9 sites
8 providers
19 providers
14 providers
69 providers

Budget*
$36m
$18.3m
$8.4m
$5m
$3.2m
$4m
$3.5m
$2m
$6.7m
$3m

To this base must be added:
x

Approximately $10 million per year provided to CMMH services by clinical providers for
the management of PARCS.

x

7KH9LFWRULDQ*RYHUQPHQW·VFRPPLWPHQWWRLQYHVW million over four years to
support CMMH service development through capacity building initiatives. The details of
how this money will be spent are still being resolved.

To put the level of funding for CMMH service purposes in context, the Victorian Government also
appropriated $976.1 million for clinical services in 2011²12. This means that only 8.88% of the
total mental health budget is spent on CMMH services.
Over the last decade, the share of the Victorian Government Budget allocated directly to CMMH
services via the PDRSS funding stream relative to clinical services has declined from 10.62% in
2002²03 to the current 8.88% in 2011²126. The two graphs which follow demonstrate the
decline in PDRSS funding specifically and growth relevant to clinical services. This percentage
includes the PDRSS funding provided via health care networks.
*The total of funds recorded in this table is $90.1 million, which is less than the amount appropriated in the 2011-2012 State
Government Budget. It should be acknowledged that there is an additional $2 million for HBOS and another $3 million to support the
reform of CMMH services.

6

The figures used in the creation of this table were drawn from the Victorian Government Budget Papers
available on the Department of Treasury and Finance website.
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Figure 6 - Relative decline in PDRSS spending
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Figure 7- PDRSS funding growth relative to clinical services
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The new spending commitment for CMMH services outlined above will not completely redress
this trend. The PDRSS funding stream budget in 2014²15 would constitute 9.4% of the SWDWH·V
mental health spend in the absence of further commitments.
The New Zealand Government has used a target of 30% of funds going to CMMH services to
drive reform of their mental health service system.
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2.3 SERVICE DELIVERY FRAGMENTATION
An analysis of the State Government funding provided to CMMH services undertaken in the
preparation of this paper indicates a high level of fragmentation of the existing funding allocations.
The fragmentation occurs at three levels:
x

budget distribution

x

program distribution

x

geographic distribution.

2.3.1 Budget distribution
The following figures (8 and 9) provide details regarding the distribution of State
Government PDRSS funding.

Figure 8 - PDRSS funding distribution

PDRSS
Allocation
Org size
Small
Large
Aboriginal

Tiny
<
$100k

< $6m
> $6m
All

5
15
13
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8
11
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7
8
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0
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0
1
0

Total
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Figure 9 ² PDRSS funding distribution by organisation size7
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The data demonstrate that:
x

a significant proportion of the current funding has been allocated in small amounts
to organisations regardless of size. Large and small organisations have tiny, very
small or small allocations

x

seventy-three of the 120 organisations in the count have PDRSS funding of under
$500,000. Thirty-three have less than $100,000

x

approximately 20 of the small organisations, of which there are 38 in the count,
provide specialist or niche services

x

the distribution of funding to Aboriginal community controlled organisations is also
consistently either tiny or very small.

This does not lead to a specific conclusion regarding either the desirable size of
organisations or the size of their budgets. The consumer·s access to and journey through
an appropriate range of service options should be the guiding principle for funding and
service delivery.
While there are no benchmarks there is evidence that organisations need to reach a
certain size to efficiently meet overhead costs and to invest in training and evaluation,
among other quality assurance strategies.

7

The data in figures 8 and 9 was sourced from various places. These include materials provided by the
Department of Health and FaHCSIA directly and other material published on the Department·s website.
Supplementary data has also been gathered through accessing organisations· published annual reports and
financial statements. Other data has been provided informally. No data was available on some organisations.
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The benefits that can be delivered through small program allocations also need to be
considered. The Victorian Government does not provide discretionary funding to CMMH
services. This means there are specified activity requirements, measures and
DFFRXQWDELOLWLHVWKDWFRPHZLWKWKHIXQGV7KLVOLPLWVDQRUJDQLVDWLRQ·VDELOLW\WRXVHVPDOO
amounts creatively.
The data confirm that there is fragmentation across the service system. It is not a story of
too many small organisations or too few large organisations; it is a story of systemic
fragmentation arising from historic allocation decisions. This analysis demonstrates the need
for change from the bottom up and the top down. The system of the future is likely to
require organisations to be able to provide a broad range of services tailored to individual
and changing needs. This means budget flexibility and the capacity to deliver a number of
service types as part of an integrated suite. Referrals would still be needed and they would
occur intentionally to ensure consumers receive access to an appropriate range of services.
Specialist providers would still be required to respond to people with particular needs and
WRVXSSOHPHQWZKDWWKH¶JHQHUDOLVW·VHUYLFHVGR
This issue also goes to the issue of navigation. Fewer organisations with broader and
deeper capabilities contribute to ease of navigation, provided that quality, responsiveness
and efficiency are not lost as a consequence.
The service system of the future will need to have planning, financial management, ICT
and reporting capability to meet the requirements of many funding streams. This will come
DERXWEHFDXVHRIWKHGLYHUVLW\RIHOHPHQWVLQWKH$XVWUDOLDQ*RYHUQPHQW·V0HQWDO+HDOWK
Initiative, the ongoing role of the Victorian Government and individualised reporting under
the NDIS.
The purchasing practices of the future will drive efficiency through pricing and accountability
arrangements. Organisations will need to have business models and systemic capability to
operate efficiently in a competitive marketplace. Consumers and purchasers, government
or statutory authorities, such as envisaged in the NDIS, will drive hard bargains.
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2.3.2 Program distribution
Figure 10 - Program funding distribution
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70
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Figure 10 offers an analysis of the current program distribution.
The distribution of funds across programs reflects the historical evolution of CMMH
services and the diversity of providers funded over the last 20 years. What is notable from
this analysis is the significance of the FDWHJRU\¶RWKHU·ZKLFKLQFOXGHVDEURDGUDQJHRI
programs with diverse program objectives. This reflects the funding of a range of activities
with no explicit program logic.
One of the issues that arises from this analysis is whether such diversity helps or hinders
service access. The complexity in the range of providers makes navigation of the
community managed and wider mental health service system inherently difficult for
consumers, families and carers, mental health and other professionals and the general
community.
Of note, the total identifiable funding going to Aboriginal community controlled
organisations was in the order of $1.6 million or 2.2% of the budget. This exceeds the
population pro-rata but may still be inadequate given the level of disadvantage and
geographic distribution of Aboriginal and Torres Strait Islander people. Many of the
organisations were in receipt of $44²45,000 ³ enough to fully fund about one half-time
position.
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2.3.3 Geographic distribution
Figure 11 provides a picture of the geographical distribution of service providers and
program funding. There are a lot of organisations in virtually all regions and this must
complicate the navigational task of consumers or staff working in their interests to access
services.

Figure 11- Organisations and funding by region
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The consequences of this fragmentation cannot, objectively, be defined. Arguably, the
consequences are to diminish benefits to clients and to increase costs to the public.
Victorians expect consistent access to and quality of services, even where their choices
regarding services differ. The existing PDRSS funding is relatively equitably distributed
across regions. This graph does not address the allocation of CMMH services funded by
the Commonwealth.
The implications are that services, as currently configured, are not well placed to meet the
challenges and opportunities that will emerge in coming years.
Particular attention needs to be paid to the adequacy of funding for Aboriginal Community
Controlled Organisations (ACCOs) given the mental health challenges of our Aboriginal
community. ACCOs need sufficient funds to employ capable staff and have the capacity to
respond to demand and many do not have sufficient funds at this time. This is a matter that
services and the Victorian Aboriginal Community Controlled Health Organisation should
work on jointly.
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2.4 THE AUSTRALIAN GOVERNMENT CONTRIBUTION TO
CMMH SERVICES
It is estimated that the Australian Government currently spends $38 million annually on CMMH
services in Victoria. Many of the organisations funded through the State Government also receive
funding from the Australian Government.

2.4.1 The funding and program mix
The Australian GoveUQPHQW·VPDMRUSURJUDPVDUH
x The Personal Helpers and Mentors Scheme. The aim of the Personal Helpers and
Mentors (PHaMs) scheme is:
«¶WRLQFUHDVHWKHRSSRUWXQLWLHVIRUUHFRYHU\IRUSHRSOHZKRVHOLYHVDUH
VHYHUHO\DIIHFWHGE\PHQWDOLOOQHVV·This is underpinned by three
secondary outcomes of increased:
o access to appropriate support services at the right time
o personal capacity and self-reliance, and
o community participation.8
x Day-to-Day Living. The Support for Day-to-Day Living in the Community (D2DL)
program provides funding to improve the quality of life for individuals with severe
and persistent mental illness by providing an additional 7000 places (nationally) in
structured and socially-based activity programs. The initiative recognises that
meaningful activity and social connectedness aUHLPSRUWDQWIDFWRUVIRUSHRSOH·s
recovery.
x Mental Health Respite Program. The program provides flexible respite care options
for carers and families caring for people with a severe mental illness and for people
with an intellectual disability.
x Family Mental Health Support Service. The program targets prevention and early
intervention, with a particular focus on Indigenous families and those from a
culturally and linguistically diverse (CALD) background.
The Australian Government is already a major funder of CMMH services in Victoria. Its
investments KDYHFRQWULEXWHGWRWKH&00+VHUYLFHV\VWHP·V capacity by:
x

providing additional service delivery capacity

x

providing flexibility, particularly through the requirements of PHaMs, which
specifies that people do not need a diagnosis to access the program and can
receive services over the long term

x

significantly expanding provision for respite and family services.

FaCHSIA (2010) Personal Helpers and Mentors (PHaMs) Operational Guidelines, p 4

8
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The Australian Government will be the major provider of growth funds for CMMH
services over the next five years. It announced a major mental health initiative as part of its
budget for 2011²12. An additional $1.5 billion will be spent on a range of initiatives over
five years9.
In the fifth year of the strategy (2015²16) the proposed national spend will be $491 million
and it is estimated that some $356 million of this will be spent on community-based
recovery, psychosocial and social inclusion services.
The major initiatives are included in the following table. The table provides:
x a summary of the initiative
x the five-year national allocation to each initiative
x the proposed final year national expenditure, as this is the largest and potentially
ongoing base for service delivery
x an estimate of the potential flow of funds to Victoria if the resources are allocated
on a population pro-rata basis across the country. There is no commitment to
achieving this outcome. The figures are provided as an indication of the possible
outcome.

Figure 12 - Australian Government Initiatives 2011-1210

Initiative

Coordinated care and flexible funding for
people with severe and persistent mental
illness
Expanding community mental health
services ³PHaMs
Expanding community mental health
services ³ Family Mental Health Support
Expansion of youth mental health
Expansion of access to allied psychological
services
National partnership agreements

National
Budget ²
over 5 years
$ million
343.8

Final year
$ million

Victorian Prorata (final year)
$ million

146.9

36.7

208.3

60.2

15

61

18.5

4.6

197.3
205.9

65
61.9

16
15.5

201.3

46

11.5

Australian Government (2011) Delivering better hospitals, mental health and health services, Budget 2011-12
The figures used in this table are sourced from Delivering better hospitals, mental health and health services,
Budget 2011-12, p. 24 produced by the Australian Government

9

10
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This would mean that the Victorian Government would be contributing approximately
$104 million per year and the Australian Government in the order of $127 million in
2015²16.
Assessing the relative Commonwealth contribution is more complex as much of the
expenditure goes to services for high prevalence disorders. The national picture is outlined
in broad terms in the chart below.

Figure 13 - National spending pattern
Other Aus Govt
programs, 7.7%
PBS medicines,
13.8%

State/Territory
hospitals, 27.6%

MBS Psychologists /
Allied Health, 3.3%
MBS-GPs, 2.8%

State/Territory residential
(staffed), 3.6%

MBS-Private
Psychiatrists, 4.8%
Private hospital
care, 5.1%
State/Territory
other, 3.2%

State/Territory
NGO, 4.2%

State/Territory ambulatory
services, 23.8%

There is little evidence on which to base a judgement about the relative levels of
investment required to achieve a balanced and effective service response to this group, but
there is a prima facie argument that suggests the commitment to the psychosocial,
recovery and support service system reflected in these figures is inadequate.

2.4.2 The resourcing overview
Figure 14 shows the changes in per capita spending by states and territories in 1992²93
and 2007²08. Victoria was the largest spender in the early years but was sixth in 2007²08.
Various interpretations of this position are possible. One is that this reflects the efficiencies
derived from both the service and management models applied in Victoria. It could also
reflect that this issue has been a declining priority for the Victorian Government.
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Figure 14 - Per capita spending11
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It is now anticipated that some level of rebalancing of which government provides what will
be achieved through new Australian Government investments outlined above.
This section has highlighted the nature of the current and future funding for CMMH
services. It demonstrates a positive outlook over the next five years. It suggests that the
diversity of providers is a source of the fragmentation and the difficulties of navigating
services for consumers, families and carers, mental health professionals and the general
community. It suggests that this issue is a central one for possible reforms of the sector.

2.5 SYSTEM OPERATION
Considerable effort has gone into improving the service system capacity through partnership and
collaboration strategies. These changes have generated improvements but have not changed the
fundamentals of a system that is difficult to navigate, complex and inefficient to manage.
The primary focus has been to make improvements within current arrangements rather than to
assess whether fundamental reform would be required to develop navigable and efficient service
systems.
The primary program structure in Victoria is that authorised by the Victorian Government. The
Australian GovernmenW·VLQYHVWPHQWVKDYHEHHQVHUYLFHW\SHVSHFLILF
The program structure involves a series of service types, which then inform program guidelines,
funding streams and reporting accountabilities. The service types are outlined in Figure 15.
11

Australian Government Department of Health and Ageing (2010) National Mental Health Report 2010:
6XPPDU\RI<HDUVRIUHIRUPLQ$XVWUDOLD·V0HQWDO+HDOWK6HUYLFHVXQGHUWKH National Mental Health Strategy
1993-2008, Commonwealth of Australia, Canberra, p 3
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Figure 15 - Current Victorian service types
Program type
Home Based Outreach Services
Day Programs
Youth Residential Rehabilitation services
Adult Residential Rehabilitation services
Supported Accommodation services
Mutual Support and Self-Help
Planned respite
Prevention and Recovery Care services
Care coordination
Other
The key program guidelines that define the work of CMMH services are:
x

9LFWRULD·V0HQWDO+HDOWK6HUYLFHV3V\FKLDWULF'LVDELOLW\5HKDELOLWDWLRQDQG6XSSRUWServices
Guidelines for Service Delivery, February 2003

x

PDRSS Young Person·s Residential Rehabilitation Program Revised Guidelines and
Information, February 2005

x

Adult prevention and recovery care (PARC) services framework and operational guidelines
2010.

The content of these guidelines reflects the program structure outlined in the table above. The fact
that (apart from the PARC guidelines) these guidelines have not been revised for many years,
particularly where there is a growing body of evidence, is problematic.
The strength of the current structure is that there is a component focussed on individual packages
(HBOS) and that some 40% of the Budget is allocated to this function.
The service type structure, however, is problematic and will become more so in the future. It is
essentially an input focussed definition of services and is silent on the outcomes sought.
This weakness is continued in the reporting arrangements, which also focus on input and activity.
The performance reporting requirements focus on:
x
x
x

contact hours
bed days
block grants.

This is reflected in the following table, which outlines the current CMMH services reporting
requirements published in the Victorian Health Policy and Funding Guidelines 2011-12.
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Figure 16 - Current PDRSS reporting and funding12

Victorian Government Dept of Health (2011) Victorian Health Policy and Funding Guidelines 2011-12, p 162

12
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The introduction of activity-based funding agreed by the Australian, State and Territory
Governments this year will be a major driver of change for services. This change will significantly
impact CMMH service delivery over the next decade. Within this context, it is important that the
current program structure be reviewed within the next two years, to ensure that future initiatives
are directed towards evidence-based and well justified service streams rather than only continuing
to fund services on the basis of history.
Funding regimes should fund an understandable and useable service system informed by consumer
and carer need. The analysis from this paper suggests that system design needs to be a strong
focus of the CMMH service system and the Victorian GoYHUQPHQW·VIRFXVRYHUWKHQH[WWKUHH
years, to ensure that activity-based funding supports a logical and understandable suite of services
that are understood, easily accessible and respond to consumer and carer needs.

2.6 DEMAND
Data on the level of demand is patchy, which is understandable given the stigmatised and hidden
nature of mental illness. Available evidence suggests that there is substantial unmet demand.
The Boston Consulting Group reported in 2006 that people with severe conditions not being
serviced in any one year constituted some 44% of the relevant population13.
Based on advice from the Victorian Government, the Productivity Commission estimated that an
increase in expenditure of 34% to 40% would be the minimum required to meet expressed
GHPDQGDQGDJUHDWHULQFUHDVHLQUHVRXUFHVZRXOGEHUHTXLUHGWRPHHWWKH¶XQGHU-PHW·QHHGLQ
current service provision14.
Anecdotal evidence from consumers and carers has long expressed the frustrations involved in
trying to access services.
These data indicate that the Australian and Victorian Governments· commitments to growth for
the sector are based on solid grounds.

2.7 PHILOSOPHY AND APPROACH TO SERVICE PROVISION
The philosophy and approach of CMMH services has evolved over the past ten years. Its early
focus was on psychosocial rehabilitation. However, over time its focus has broadened to a strong
focus on recovery, wellbeing and social inclusion consistent with the National Mental Health Policy.
The social model of health and a rights-based approach have formed the underlying philosophy of
this part of the service system. This section describes these core elements of service delivery.
Boston Consulting Group (2006) Improving Mental Health Outcomes in Victoria: The Next Wave of Reform,
BCG, p 21
14
Productivity Commission (2011) Disability Care and Support, Productivity Commission Inquiry Report, Canberra,
p 782
13
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2.7.1 Recovery focused
Community managed mental health as a whole has developed its practice based on
contemporary understandings of recovery and recovery practice. There is now a relatively
consistent definition of mental health recovery in Australia.
Definitions of recovery
The definition provided in the National Mental Health Policy 2008 is:
$SHUVRQDOSURFHVVRIFKDQJLQJRQH·VDWWLWXGHVYDOXHVIHHOLQJVJRDOVVNLOOV
and/or roles. It involves the development of new meaning and purpose and
a satisfying, hopeful and contributing life as the person grows beyond the
effects of psychiatric disability. The process of recovery must be supported
by individually-identified essential services and resources.
The definition developed by Patricia Deegan, a consumer who contributed
greatly in this area, is:
Recovery is a process, a way of life, an attitude, and a way of approaching
WKHGD\·VFKDOOHQJHV,WLVQRWDSHUIHFWO\OLQHDUSURFHVV$WWLPHVRXUFRXUVH
LVHUUDWLFDQGZHIDOWHUVOLGHEDFNUHJURXSDQGVWDUWDJDLQ«7KHQHHGLV
to meet the challenge of the disability and to re-establish a new and
valued sense of integrity and purpose within and beyond the limits of the
disability; the aspiration is to live, work and love in a community in which
one makes a significant contribution.
The definition provided by the New Zealand Mental Health Advocacy Coalition
in Destination Recovery is:
«$ philosophy and approach to services focusing on hope, selfdetermination, active citizenship and a holistic range of services.15

The Victorian Government recently released a Framework for Recovery-Oriented Practice
(2011), which identifies nine domains that should be present in mental health services16.
Importantly for practice, there is also a broad consensus that recovery involves a range of
factors. The following quote outlines a list of factors that need to be considered in recovery
practice.
Research has found that important factors on the road to recovery include:

Commonwealth of Australia (2009) Fourth National Mental Health Plan ² An Agenda for Collaborative
Government Action in Mental Health 2009-2014, p 26
16
Victorian Government Department of Health (2011) Framework for Recovery-Oriented Practice, Melbourne
15
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x

good relationships

x

financial security

x

satisfying work

x

personal growth

x

good physical health

x

the right living environment

x

GHYHORSLQJRQH·VRZQFXOWXUDORUVSLULWXDOSHUVSHFWLYHV

x

developing resilience to possible adversity or stress in the future

x

family inclusion.

Further factors highlighted by people as supporting them on their recovery
journey include:
x

being believed in

x

being listened to and understood

x

getting explanations for problems or experiences

x

having the opportunity to temporarily resign responsibility during periods of
crisis

In addition, it is important that anyone who is supporting someone during the
recovery process, encourages them to develop their skills and supports them to
achieve their goals.17

2.7.2 Wellbeing
Wellbeing is critical to a productive and rewarding life. Wellbeing is defined as:
A positive state of mind and body, feeling safe and able to cope, with a
sense of connection with people, communities and the wider environment.
Wellbeing is therefore distinct from mental illness. Someone can have
symptoms of a mental illness and still experience wellbeing just as a person
with a physical illness or long-term disability can. In the same way,
someone can have poor mental wellbeing, but have no clinically identifiable
mental illness.18
Mental Health Foundation Website: www mentalhealth.org.uk/hel-information/mental-health-az/R/recovery/ accessed on 17/8/2011
18
Department of Health, Mental Health Division (2009) New Horizons: A shared vision for Mental Health, Her
0DMHVW\·V*RYHUQPHQW/RQGRQ, p 18
17
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2.7.3 Social model of health
The evidence shows that a social model of health provides a critical underpinning to
wellbeing. A social model of health is defined as:
«$ framework for thinking about health. Within this framework,
improvements in health and wellbeing are achieved by addressing the
social and environmental determinants of health, in tandem with biological
and medical factors«
Health is a complete state of physical, mental and social wellbeing, not
merely the absence of disease or infirmity.19

2.7.4 Psychosocial disability
Psychosocial disability is a long-term consequence of a psychological condition and the
societal response to that condition.
«5efers to the interaction between psychological and social/cultural
FRPSRQHQWVRI«GLVDELOLW\7KHSV\FKRORJLFDOFRPSRQHQWUHIHUVWRZD\VRI
WKLQNLQJDQGSURFHVVLQJ«H[SHULHQFHVDQG«SHUFHSWLRQVRIWKHZRUOG«
The social/cultural component refers to societal and cultural limits for
behaviour that interact with those psychological differences/madness as
ZHOODVWKHVWLJPDWKDWVRFLHW\DWWDFKHVWR«>WKH@«ODEHO«RI«
disabled.20

2.7.5 Social inclusion
Social inclusion has become an important part of the practice base of the sector. The
Australian Government defines social inclusion in the following terms:
Social inclusion recognises that many Australians are excluded from the
opportunities they need to create the life they want, and can become
trapped in spirals of disadvantage caused by family circumstances, low
expectations, community poverty, a lack of suitable and affordable
housing, illness or discrimination ³ often leading to leaving school early,
long-term unemployment and chronic ill-health. Some people are at
greater risk of multiple disadvantages, such as jobless families, Aboriginal
and Torres Strait Islander people, people with disability and mental illness,
vulnerable new migrants and refugees, those with low incomes and people
Victorian Government Department of Health (2011)
http://www.health.vic.gov.au/healthpromotion/what_is/determinants.htm, accessed on 20/9/2011
20
World Network of Users and Survivors of Psychiatry (WNUSP) (2008) Implementation Manual for the UN
Convention on the Rights of Persons with Disabilities, from the website of the WNUSP, http://wnusp.rafus.dk/
19
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experiencing homelessness. The costs of this social disadvantage are high
³ to individuals, communities and the nation.21

CMMH practice has a strong focus on access to education and employment, housing and
primary health care. People dealing with serious mental illnesses commonly need support
WRGHDOZLWKDUDQJHRILVVXHVQRWGHILQHGDV¶PHQWDOKHDOWKVHUYLFHV·7KHHYLGHQce shows
that these services or interventions are fundamental to recovery and wellbeing. Key issues
include:
x

access to satisfying work

x

the right living environment, including stable housing

x

support to develop good physical health

x

personal growth and relationships

The existing mainstream systems responsible for housing, employment and health service
delivery are not adequately equipped to meet the needs of this relatively specialist group.

2.7.6 Employment / education
Access to employment is a key element of social inclusion, yet most employment initiatives
have been poorly targeted in responding to the needs of people with mental illness.
0DQ\SHRSOH·VHGXFDWLRQDORSSRUWXQLWLHVDUHGLVUXSWHGE\WKHRQVHWDQGHIIHFWRI their
mental health condition. There has been inadequate recognition of the need to address
WKLVLVVXHDVDSDUWRIVWUHQJWKHQLQJSHRSOH·VFDSDFLW\WRJDLQPHDQLQJIXOHPSOR\PHQW
Unsurprisingly, people with a mental illness are no different to the broader
population ² people with a mental illness want to work, (Secker &
Membrey, 2003). Work not only provides an income, but also contributes
to a broader sense of self-worth and wellbeing, (Clevenger, 2008). It may
even be proposed that work for people with a mental illness takes on a
more profound meaning as it becomes a signpost of recovery.22

2.7.7 Housing
The recently published report, Precarious Housing and Health Inequalities: What are the
Links? makes numerous findings about the consequences of precarious housing. The

Australian Government (2011) Social Inclusion Website, accessed at:
http://www.socialinclusion.gov.au/about/what-social-inclusion, 18/9/2011
22
Collister L (2010) ¶Participation in Employment and Education·, Newparadigm, Unfinished Business, summer
2009/10, VICSERV, Melbourne, p 28
21
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report explores the connections between housing and health. The report found, among
other things, that:
On average, mental health declined or deteriorated as the degree or
H[WHQWRIDQLQGLYLGXDO·VH[SHULHQFHRISUHFDULRus housing increased. In
other words, the longer an individual was exposed to precarious housing,
the worse his or her mental health was likely to be.23

The evidence also shows that stable and affordable housing works.
The evaluation of the Housing and Accommodation Support Initiative (HASI) undertaken
by the Social Policy Research Centre of the University of NSW and the Disability Studies
and Research Institute (DSaRI) made significant findings regarding the effect of secure and
affordable housing for people with serious mental illnesses. The findings include:
x

x

x

improvements in psychological wellness ² 68% of participants reported an
improvement in symptoms, social and living skills, and a decrease in
psychological distress
improved physical health ² over 50% of participants reported improved
physical health from regular access to general practitioners and specialists,
as well as improved diet and increased physical exercise
reduced hospitalisation rates, frequency and duration for 84% of
participants. 24

Similar results have been found in international research including a study by the US
Department of Housing and Urban Development, The Applicability of Housing First Models
to Homeless Persons with a Serious Mental Illness.25

Mallet S, Bentley R, Baker E, Mason K, Keys D, Kolars V & Krnjacki L (2011) Precarious Housing and Health
Inequalities: What are the Links? Hanover Welfare Services, University of Melbourne, University of Adelaide,
Melbourne Citymission, Australia, p 47
24
The quotes were taken from: Social Policy Research Centre, UNSW (2007) Housing and Accommodation
Support Initiative Stage 1 Evaluation Report
25
US Department of Housing and Urban Development (2007) The Applicability of Housing First Models to
Homeless Persons with a Serious Mental Illness, USA
23
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3 POLICY AND FUNDING CONTEXT
The policy context in which CMMH services operate is changing. Government and community
expectations are changing and CMMH services want to position themselves to address these
changing expectations. This section considers these policy changes and their implications for the
future of CMMH services.
The current mental health policy environment provides a positive outlook for CMMH but also
indicates a period of considerable change and challenge. Positive because the issue of mental
health is being widely discussed and policymakers are responding with sound initiatives and
productive investments. Governments have also made commitments to further development over
the next decade. Challenging because the government and the community are expecting more of
mental health services and national health reforms will have a significant impact on the
understanding, funding and functions of CMMH services.

3.1 VICTORIAN GOVERNMENT
The 9LFWRULDQ/LEHUDO1DWLRQDOV&RDOLWLRQ·V3ROLF\DQG3ODQVIRUthe 2010 State Election Mental Health
Policy demonstrates a positive approach to mental health generally and to CMMH services
specifically.
This policy represents a comprehensive approach to improve prevention, diagnosis,
treatment and ongoing accommodation and support for people with a mental
illness. We commit to continue to learn and invest to ensure Victoria is again at the
forefront of mental health policy in Australia.26
Victoria has developed a good PDRSS sector, but further investment is needed to
build capacity of organisations providing services to young people, adults and older
Victorians. A stronger PDRSS sector will be effective in supporting people and their
carers in their homes to manage and recover from their mental illness, and in so
doing, reducing the demand for acute services.27
The quotation provides optimism about the future because it builds on well-supported policy,
commits to change and leadership, and articulates a commitment to a stronger CMMH service
system.
This positive policy environment is yet to shape program, funding and accountability
arrangements. A number of factors regarding the current situation deserve comment:

The Victorian Liberal Party and Nationals Party (2010) The Victorian Liberal Nationals Coalition Plan for Mental
Health, p 3
27
Ibid p 13
26
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x

the commitment to a stronger CMMH service system is encouraging but does not yet
define how it will be enacted
services, largely, operate under program guidelines that are between six and eight years
old
various analyses of the PDRSS funding stream and of CMMH services conducted by the
then Department of Human Services and later Department of Health between 2007 and
2011 have identified a range of possible reforms, many of which still require attention 28.
Not all of these reviews have been released for public comment.

x
x

The proposed Victorian Mental Health Act, recently the subject of consultation, will also have
implications for the sector. The effect cannot be fully assessed until the Bill is available. It is likely
that the Bill will include:
x

an objective related to recovery and, in so doing, define the role of services in supporting
physical, social and emotional potential, self-reliance and participation in community life

x

provision for the establishment of a Mental Health Commissioner with power to conciliate
complaints and to assist service providers to deal with complaints at the local level

x

changed powers for the Chief Psychiatrist that will enable that officer to conduct audits
including into some CMMH service providers

x

powers for the Minister for Mental Health to make Codes of Practice that would define
benchmarks for good practice.

3.2 NATIONAL MENTAL HEALTH POLICY
7KH$XVWUDOLDQ*RYHUQPHQW·V0HQWDO+HDOWK,QLWLDWLYHZLOOSURYLGHDVLJQLILFDQWERRVWWRUHVRXUFHV
and drive changes to the service system. These new investments build on the programs
established over the last five years.
The near doubling of resources in Victoria that will result from these new investments provides
major opportunities for CMMH services. There will be scope to meet increased demand and
better service people with complex needs.
The following quote demonstrates the breadth of investment in recovery support and that more
responsive mainstream service provision is required.
As important as clinical treatment is, other services and support in the community
are also critical for the recovery of people with mental illness ² to participate in
social and community life, get and keep a job, improve relationships with family and
friends and help manage the tasks of everyday life. The budget includes substantial

28

Government of Victoria (2007) An Analysis of the Victorian Rehabilitation and Recovery Care Service System for
People with Severe Mental Illness and Associated Disabilities
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additional funding for community-based mental health support including Personal
Helpers and Mentors and essential respite support.29
The initiative commits a total of $2 billion over six years to the task of addressing the weaknesses in
$XVWUDOLD·VPHQWDOKHDOWKUHVSRQVH
In addition to this substantial investment the Australian Government has announced:
x

a commitment to a ten-year road map. This recognises that neither the policy settings nor
the investment are adequate to the long-term task

x

commitments to increased employment participation by people with mental illness

x

the establishment of a National Mental Health Commission that will promote best practice,
measure the performance of the mental health system and provide cross-sectoral
leadership.

Implementation of the Mental Health Initiative is still being planned. The processes for service
development and systems for engaging with the community are likely to be relatively open,
market-based and to anticipate involvement by for-profit and not-for-profit organisations.
Organisations are likely to have to tender and work with new entities such as Medicare Locals.
The Australian Government will become a major funder of services for people with complex
mental health related needs. This will change the policy environment in which CMMH services
work. The Australian Government will also invest its funds through different processes and
structures.
Some of the key changes that are OLNHO\WREHJHQHUDWHGE\WKH$XVWUDOLDQ*RYHUQPHQW·VLQLWLDWLYH
include:
x

greater usage of individualised approaches mediated through general practice and/or
Medicare Locals. This will come about directly through the establishment of the Access to
Allied Psychological Service (ATAPS) Program ³ Tier 3.

Some in the sector have established infrastructures and capabilities to access this source of funding
through their general practice relationships and work with private providers already involved in the
Better Outcomes Program and the existing ATAPS Program (Tiers 1 and 2). Other organisations
will be challenged to develop business models and the internal systems required.
x

new models for coordinated care. The Coordinated Care and Flexible Funding for People
with Severe and Persistent Mental Illness Program is likely to:
o contribute to the development of nationally consistent assessment tools and
processes
o be established through open tenders using Medicare Local boundaries

29

National Mental Health Reform, (2011) Statement by The Hon Nicola Roxon, MP, The Hon Jenny Macklin MP,
The Hon Mark Butler MP, p 3
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o be delivered through care facilitators who will also have access to funds to
purchase services.
This program provides opportunities for services as well as challenges. The challenges include:
x

engaging on the development of national tools and processes

x

operating within new boundaries especially where it is not clear that there will be
alignment with existing State Government boundaries, particularly for clinical services

x

e[SDQGHGFRYHUDJHRI¶headspace·7hrough the 2010²11 and 2011²12 Budgets, the
Australian Government will expand the number of headspace sites from 30 to 90. This
near-universal coverage provides an important platform for the development of a robust
youth mental health service infrastructure. Some CMMH services are already involved
with their local headspace. Others will be challenged to contribute to the development of a
comprehensive and cohesive youth-focussed service with appropriate clinical partnerships
Medicare Locals. Reference to the potential for effects on governance, planning and other
matters was made earlier.

x

It is important that CMMH services have an opportunity to contribute to the development of
Medicare Locals, given their status as nationally authorised leaders of a primary care planning,
purchasing and system coordinators. It is also important that the sector advocate for coherence
and collaboration between different governance bodies and levels of government.
7KH$XVWUDOLDQ*RYHUQPHQW·VLQYHVWPHQWDQGVWUDWHJ\ZLOOKDYHXQSUHGLFWDEOHHIIHFWVRQWKH
fragmentation of the Victorian service system. While the process needs to be transparent, it will be
important that those approving tenders or making purchasing decisions take into account the
benefits of a rational approach. The CMMH services should be active in communicating these
issues to the Government and Medicare Local managers as well as other stakeholders.
This advocacy will be more effective if CMMH services are seen to be taking action to address the
existing fragmentation. Taking action on fragmentation in the early stages of the implementation of
WKH$XVWUDOLDQ*RYHUQPHQW·V0HQWDO+HDOWK,QLWLDWLYHZLOOGHOLYHUEHQHILWVDQGUHGXFHWKHULVNWKDW
individualised funding may destabilise the service system.
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3.3 NATIONAL DISABILITY POLICY
National disability policy is important in its own right as well as to the future development of mental
health services and the existence of a CMMH service system.

3.3.1 National Disability Strategy
The National Disability Strategy 2010²2020 sets out a ten-year plan for improving life for
Australians with disabilities, their families and carers.
The purpose of the National Disability Strategy is to:
x establish a high level policy framework to give coherence to, and
guide government activity across mainstream and disability-specific
areas of public policy
x drive improved performance of mainstream services in delivering
outcomes for people with disability
x give visibility to disability issues and ensure they are included in the
development and implementation of all public policy that impacts
on people with disability
x provide national leadership toward greater inclusion of people with
disability30.
The strategy uses a definition of disability that is inclusive of cognitive impairment as well as
physical, sensory and psychosocial disability.

3.3.2 National Disability Insurance Scheme
7KH$XVWUDOLDQ*RYHUQPHQWUHFHQWO\UHFHLYHGWKHILQDOUHSRUWRQ¶'LVDELOLW\&DUHDQG
6XSSRUW·IURPWKH3URGXFWLYLW\&RPPLVVLRQ7KHUHSRUWSURSRVHVD1DWLRQDO'LVDELOLW\
Insurance Scheme (NDIS) to replace much of the disability and psychosocial services·
funding arrangements in Australia.

The Australian Government made the following announcement:
The Gillard Labor Government today announced that it will start work
immediately with states and territories on measures that will build the
foundations for a National Disability Insurance Scheme, following the
UHOHDVHRIWKH3URGXFWLYLW\&RPPLVVLRQ·VILQDOUHSRUWLQWRWKHPDWWHU31.

30
31

COAG (2011) National Disability Strategy, 2010 -2020, p 9
Announcement by the Prime Minister on 10 August 2011, accessed at http://www.pm.gov.au/pressoffice/productivity-commissions-final-report-disability-care-and-support
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The Victorian Government has endorsed the NDIS and made the following
announcement:
Victoria is keen to be at the forefront of the implementation of an NDIS,
and the Minister for Community Services Mary Wooldridge has this
morning reiterated to Minister Jenny Macklin, 9LFWRULD·VFRPPLWPHQWWR
implementing the first-stage rollout of the scheme here in Victoria32.

The NDIS is a complex proposal and if implemented will change the policy, service system
and organisational context of mental health significantly. The scheme will operate on
principles and systems that are fundamentally different to the existing arrangements. It is
estimated that the scheme will lead to an almost doubling of funds for CMMH services in
Victoria.
The proposed insurance model will drive crucial changes in service delivery. Key design
features that will influence service provision include:
x

National scheme with regional presence7KH3URGXFWLYLW\&RPPLVVLRQ·VLPSOHPHQWDWLRQ
outline recognises that the NDIS would need administrative and other infrastructure
dispersed across the country. The geographic boundaries and detailed roles are unclear.
It is hoped that the boundaries that emerge are aligned with other systems, particularly the
clinical service boundaries in operation.

x

Entitlement-based funding. The NDIS will introduce an entitlement to funding and will
prescribe the level of funding associated with that entitlement. Those deemed eligible
under new assessment processes, yet to be agreed, will have an ongoing right to the level
of service associated with their individual budget.
There will be challenges in this for psychosocial disability given the fluctuations inherent in
the recovery journey.

x

Independent assessment and navigation support. The scheme will depend upon a
nationally consistent assessment completed at DUP·V-length from service delivery. The tools
for assessment and the machinery for managing this process are yet to be developed.
The Commission also proposes that for those who need it, non-government disability
support organisations (DSOs) be established to support people in managing their
entitlement. These organisations would also be separate from service provision.

32

Media Release by The Hon Ted Baillieu MP on 10 August 2011, accessed at: www.premier.vic.gov.au
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x

Choice. The recipient of an NDIS-funded package would have direct control of where and
how those funds are spent subject to requirements that it be spent on support services.
This will drive the market-based approach.

x

Separation from clinical services. Clear separation between NDIS-funded services and
health services will be required in order to ensure that there is no cost shifting. CMMH
services will have to develop new interfaces, and clinical provision of recovery and
rehabilitation services may also need to be defined.
General factors in the NDIS proposal which deserve comment are:
1. The decision to include mental health support was made only late in the inquiry and
only after specifically seeking input on that question in the draft report. The
&RPPLVVLRQ·VXQFHUWDLQW\UHJDUGLQJWKHLQFOXVLRQRIPHQWDOKHDOWKPHDQVWKDWPXFKRI
the design and process proposals have been focussed on physical and intellectual
disability. There are important parallels and critical differences that the scheme, if
established, will have to deal with.
VICSERV has advocated for the inclusion of psychosocial disability within the NDIS.
CMMH agencies will need to demonstrate willingness to trial new processes.
2. The model of individual choice can lead to fragmentation as new entrants see business
opportunities and consumers make their own choices. The risk of fragmentation is best
managed through a robust and high quality service system. This does not diminish the
chances of new entrants but it does set a benchmark for their performance.
3. There are important interface issues between the mental health services offered
through the NDIS and those that remain funded by the health service systems.
Discontinuities for individuals as well as critical inequities of both access and service
may emerge.
4. Complete implementation could take up to eight years. It should also be noted that
there is considerable risk that the proposed timeline will not be met either because
policy approval is not forthcoming or the detailed work takes longer than planned.

The Victorian Government is keen to be involved in the development of the scheme. It was
recently announced that, at the instigation of the Victorian Secretary of Health, the trial has
been moved forward one year and that dialogue about the inclusion of mental health
commence immediately. This is an important opportunity for CMMH services to influence
the development and, in so doing, position themselves to prosper in the future.
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3.4 OTHER HEALTH AND HUMAN SERVICES POLICY
A range of complementary policy areas have vital consequences on the effectiveness of mental
health policy and the opportunities and wellbeing of people facing serious mental health issues,
their families and carers.

3.4.1 National health reform
Considerable attention has been paid to national health reform. All jurisdictions have signed
the National Health Reform Agreement33. The implications for mental health include the:
x establishment of Medicare Locals with area planning, service coordination and funds
allocation responsibilities
x establishment of a number of national bodies with regulatory, performance reporting
and quality responsibilities
x introduction of national activity-based funding with an expectation that it will apply to
mental health from July 2013
x introduction of e-health and electronic records.

3.4.2 National Carer Strategy
The National Carer Strategy released in early August 2011 provides a broad framework
for supporting carers. The following diagram provides an overview of the strategy and its
key priorities34.

COAG (2011) National Health Reform Agreement, Council of Australian Governments
Commonwealth of Australia (2011) National Carer Strategy, p 13

33
34
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Figure 17 - National Carer Strategy
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3.4.3 Other policy
The operation and governance of Community Service Organisations· (CSOs) delivery are
also affected by other public policies. For the purpose of this paper four topics are
pertinent. They are:

Employment and income security
The Australian Government has announced:
x

an investment of $2.4 million over five years to support employment initiatives
specifically for people with mental illness

x

reforms to the Disability Support Pension (DSP) to create incentives and
obligations that encourage people with a disability into employment. The
announcement signals a strong focus on reducing the number of people in receipt
of the DSP.

The significant and rapidly growing proportion of people in receipt of DSP with a mental
illness has been a key driver of these policy changes. The changes will be important for this
population group in the future.

National regulation of the not-for-profit sector
The research report into the Contribution of the Not-for-Profit Sector by the Productivity
Commission in 2010 focussed attention on the issue of regulation of the not-for-profit
sector. The Australian Government is still assessing the role for a national not-for-profit
regulator. It is likely that changes to legal status and governance requirements will result.
This process is likely to raise issues for organisations regarding:
x

the possibility of taxation changes that would increase costs and potentially reduce
revenues

x

overall governance arrangements that provide the most appropriate legal
framework in a more complex and accountable environment with high financial
and risk management expectations of Boards and executive level managers.
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3.5 CHANGING FRAMEWORKS
Two major factors will affect the future of CMMH services: individualisation and a shift to a marketbased system in service delivery. Both have their unique sets of challenges but also opportunities
for which the services need to be prepared if optimal services are to be provided to consumers
and their families.

3.5.1 Individualisation
The trend towards individualised approaches is both desirable and consistent with the
values base which underpins the CMMH service system. Though CMMH services have
had a taste of what this approach will entail with almost half of funded organisations
delivering HBOS, few have substantial experience in the assessment, care coordination,
client engagement or budget management systems that will be required.
Other current challenges which have the potential to be exacerbated within an
individualised approach relate to:
x

the application of this approach to people with a serious mental illness. There is a
lack of evaluation of the successes of individualised programs in Australia and
abroad for this particular group

x

the implementation in Victoria, given the state of service development. As indicated
in this paper, fragmentation within the sector means some services have greater
capabilities than others to meet individual needs.

3.5.2 Market reforms
The Victorian and Australian Governments are supportive of a more market-based
approach to service delivery. Some of the new national mental health initiatives will utilise
market mechanisms.
The NDIS would further entrench this approach.
CSOs have been increasingly exposed to many of the features of a market in recent years.
Governments have introduced competitive models, required performance reporting and
tightened price.
CMMH services have been relatively protected from these factors. New initiatives have
been subject to selective tender with only existing providers invited to participate, and
long-term services have been protected. New entrants have not had significant incentives
to move into the CMMH arena.
The NDIS will usher in many market features. They will be introduced into a closed
system with many block-funded industry features. In the current environment price is not
an issue, products are largely defined by government, which purchases in blocks, and few
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people have insights about quality. Availability is managed through gatekeeping, not price or
quality.
It is likely that there will be price competition and consumers with views about the services
they want and the quality they expect. It is also likely that there will be new entrants.

3.5.3 Efficient pricing
All Australian governments have committed to the introduction of ABF. It is anticipated that
the NDIS will also require a systematic analysis on which pricing can be built, even in a
market-based approach.
ABF arrangements fund providers based on the activities they undertake. For example, a
hospital receives a certain amount of money for each appendectomy it performs. In
practice, this is very complex. )RUHDFKSDWLHQW¶HSLVRGH·³ for example, a stay in hospital
³ a range of data (such as diagnosis, age, comorbidity, treatment) is used to assign a
¶GLDJQRVLVUHODWHGJURXS· '5* %HFDXVHRIWKHLPSRUWDQFHRIUHOLDEOHGDWDFROOHFWLRQDQG
evaluation, ABF tends to lead to improvements in accountability and efficiency.
Although ABF is widely used around the world for acute care, countries have been slow to
adopt it for mental health care. However, several countries including the United States and
the Netherlands have recently introduced ABF for acute mental health care. Australia does
not currently use ABF to fund any mental health care.
The sector will need to make a number of changes in order to accommodate ABF. These
will include:
x

the introduction of data systems that can record both clinical and costing
information for patient episodes. This will require associated investment in IT and
related infrastructure

x

new data collection practices. In particular, frontline staff need to be trained in data
collection and understand the importance of data collection

x

the development of new workforce capacity, since ABF relies upon trained health
information managers.

The implementation of such large-scale change in the timeline agreed by heads of
government will be a massive undertaking. Regardless of whether the timeline is met or not,
the reforms are important to create the accountabilities and disciplines required, and to
prepare the ground for the NDIS. ABF will provide clear and strong evidence on the cost of
delivering specific services and interventions and will have the capacity to inform the pricing
structure of the NDIS.
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4 ISSUSES AND CHALLENGES
CMMH services face a number of issues and challenges which need to be addressed in an orderly
and systematic way. This section identifies the major issues and challenges. Chapter 5 then details
9,&6(59·V thinking about the purpose, scope and future role for the CMMH service system in this
changing environment. Chapter 6 identifies key areas for reform. Chapter 7 proposes a series of
actions to address these issues and challenges in developing the services for the future.

4.1 OPERATING IN A MARKET RATHER THAN ACTING AS A
PUBLIC SECTOR AGENCY
The implications of the introduction of an NDIS and a stronger Victorian Government focus on
consumer-driven services will have profound implications for the delivery of services. This will
involve a paradigm shift from block-funded to customised service delivery. That is, the delivery of
services has been focussed on providing approved or funded programs, which are offered to
clients. The accountability to clients, carers, governments and the public has been weak. The
features of the future system will be different.
The following table (Figure 18) distils the systemic features of CMMH services now and predicts
how they will change in the future.
The shift will focus on:
x

client control and oversight of the services they receive supported by independent needs
assessment and care coordination where required

x

strengthened regulatory arrangements separated from policy

x

highly competitive pricing of service payment.
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Figure 18 ² Systemic change drivers

Feature

Current ² closed system

Future ² open system

Client status

Beneficiary

Entitled and having choice

Model

Block-funded

Market-based industry

Control [policy,
program and
funding]

Government department
has total authority

Collaborative

System

Complex and navigated
through service providers

Simplified with independent
navigation support
providers

Access

Provider control and
gatekeeping

Independently assessed and
controlled

Regulation

Grant-based performance
reporting against activity.
External accreditation not
connected to
performance reporting

Mix of self-regulated and
independent government
authorised regulation

Financing

Block program grants

Individual payments and
competitive pricing

Sector leadership

Coordinator of and
consensus-based advocate
for CMMH interests

Leader of self-regulation
and development and
evidence-based advocate
for improved outcomes.

This paradigm shift will mean that the CMMH service system will need to operate in different
ways. It has major strengths and capacity but will need to be more flexible and accountable. This
change will involve considerable re-engineering of service delivery models and back-of-office
systems such as accounting, data collection and access.

There are significant opportunities for services to demonstrate leadership for the next stage of
reform and development. Optimal outcomes will be achieved where that leadership is supported
through political and bureaucratic engagement.
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4.2 SYSTEM FRAGMENTATION ² THE NEED FOR A MORE
RATIONAL SERVICE SYSTEM
The analysis in this paper, which is reflective of the analyses in other reports, is that the current
structure of the CMMH service system is fragmented. It suggests that this fragmentation is not in
the best interests of consumers, carers, agencies working with people with mental illness and
funders, and that addressing this issue should be a priority reform agenda. Service delivery reforms
should be designed to address the fact that too many organisations have too little funding under
the Victorian 'HSDUWPHQWRI+HDOWK·V3'566IXQGLQJVWUHDPWRSURYLGHDGHTXDWHVHUYLFHVLQWKH
emerging environment. There are three key elements to reform on this issue.

4.2.1 Scale
There are no benchmarks that define the appropriate scale that should apply to CMMH
services7KHVFDOHDUJXPHQWLVQRWSUHVHQWHGVLPSO\RQWKHEDVLVWKDW¶ELJJHULVEHWWHU·
There are points of diminishing returns and factors other than absolute scale, which affect
capacity.
Scale, however, provides greater flexibility to customise a service to individual needs,
particularly where there are demand pressures and particularly where clientV· needs and
circumstances change. The emerging context will require that organisations have the ability
to adapt their service offering:
x to individuals as their needs change
x to different individuals as they seek services from the organisation.
Such responsiveness to individual needs requires staff with diverse skill sets and knowledge
and may require a variety of facilities and other resources.
This capability contributes to effectiveness, provided that the service is evidence informed,
the staff skilled and the organisation well managed.
The benefits of scale are, in part, context driven. An organisation with a broad role and
multiple funding streams may be able to manage resources to meet the needs of a client
with multiple needs. As a consequence, the size of each funding stream may be smaller
than otherwise required. Community health centres are examples of this proposition.
The benefits of controlling multiple funding streams are often cited but can be difficult to
achieve. The difficulties arise because of the requirements imposed by funders more than
through organisational difficulties in aligning resources in pressured environments.
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4.2.2 System navigation
The complexity of mental health service systems is widely recognised. The Victorian Mental
Health Reform Strategy 2009²2019 set out to address this. Victoria is not alone in having a
fragmented system, as demonstrated in the quotations from three Australian Government
ministers earlier in this document.
To some degree a service system providing support to individuals and families with
FRPSOH[DQGFKDQJLQJQHHGVDQGFLUFXPVWDQFHVQHHGVWREHFRPSOH[7KHFXUUHQW¶GHVLJQ·
of the service system, though, is much more complex than responsiveness requires.
The structures that make navigation problematic include:
x limited investments in information systems that empower consumers and carers to
make more informed judgements
x governance structures which fragment clinical as well as community managed
organisations
x the increasing role of the Commonwealth in funding more services for people
facing serious mental health issues increases the navigational issues. The Australian
Government is working on national arrangements and building its own national
infrastructure and governance machinery
x failure to implement robust assessment, screening, intake and referral processes.
Considerable effort and skill have gone into mental health alliances and primary care
partnerships. Gains have been made but they appear unlikely to lead to a more robust
service system.
Governments and providers share the obligation to provide more navigable service
systems. Simplifying navigation will be essential in an individualised environment, such as
that which is emerging through the Australian GoYHUQPHQW·V0HQWDO+HDOWK,nitiative. The
NDIS will also introduce market measures and communication systems that will force
change to simplify and clarify navigation systems.
It would be better for the future if positive actions were taken now. The reasons for this
are the direct benefits that would result for consumers and carers and because it will
facilitate the establishment of a more robust and user-friendly system in the medium term.
The Victorian Government, in its role as systems manager, is the lead agent for change and
VICSERV is willing to work collaboratively with the government on system design.

4.2.3 Efficiency
On the efficiency side of the argument, overheads attached to managing a budget do not
diminish in line with the overall budget. The transactional and accountability costs are
proportionately heavy when managing a small allocation but proportionately less onerous
for larger allocations.
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This proposition also needs to be qualified on the basis that large organisations can develop
large administrative bureaucracies that offset any systemic efficiencies. The argument is
most powerful when there are disciplines in large organisations that drive lean and efficient
corporate functions and systems. It is in the services· DQGLWVFRQVXPHUV·LQWerests to
capture efficiency gains. A dollar spent inefficiently is a dollar that does not deliver
maximum benefit to consumers, carers and the community.

4.3 DEVELOPING MORE CLIENT-FOCUSED SERVICES
Making services more responsive and driven by client need and choice is a driver in Australia and
internationally. CMMH services will need to adapt their services and approach to this trend.

4.3.1 Individualisation
The core of individual funding is that it is a portable package of funds allocated for
a particular person who is supported to choose how they spend it on their disability
support needs. Characteristics of the way individual funding is organised that vary
are:
x who holds and manages the funds
x which parts of it are portable
x which disability support types it can be spent on from which parts of the
market.
This is the most powerful and important driver of those discussed in this paper.
Comprehensive implementation of an individualised approach will change the foundations
of the service system and the operating mode of community managed service providers.
Individualisation means:
x

WKHSURYLVLRQRIFXVWRPLVHGVHUYLFHVGHVLJQHGIRUDSHUVRQ·VQHHGVDQGGHVLUHV

x

choice and high levels of control about who delivers and how they deliver the
agreed services.

CMMH services already deliver individualised services. Some 40% of the PDRSS funding
stream is allocated to HBOS ³ a form of individual package. HBOS, however, lacks many
of the choice and control features of a comprehensive individualised model.
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There is a considerable body of national and international literature on this topic. Three
sources provide important insights. They are:
x evaluation of the Individual Budgets Pilot Program Final Report, Individual Budgets
Evaluation Network, hosted by York University, 2008
x Occasional Paper no. 29, Effectiveness of Individual Funding Approaches for Disability
Support, Social Policy Research Centre, Disability Studies and Research Centre,
University of New South Wales, for the Department of Families, Housing,
Community Services and Indigenous Affairs, 2010
x Disability Support and Care, Productivity Commission, 2011, particularly
Appendices D and E.
The approach proposed in the NDIS makes this a key focus for development. The
$XVWUDOLDQ*RYHUQPHQW·V%udget announcement also reflects a commitment to
providing funding targeted to specific individuals rather than program or group allocations.
The introduction of an NDIS for a significant subset of mental health service users is likely
to drive change more broadly across the systems. Development of parallel and
inconsistent service systems will introduce new risks of fragmentation and duplication.

4.3.2 Evidence informed practice and defining outcomes
A persistent theme in health policy relates to ensuring services are informed by knowledge
and evidence. This theme is as important in mental health as elsewhere.
This is an ongoing challenge for CMMH services. There is evidence that underpins CMMH
services· work but it is incomplete. This situation arises because it has been difficult to
attract support for research in this field, given the competition for health research funding.
CMMH services will face increasing demands to demonstrate that evidence informs their
practice and that they are actively involved in building the body of knowledge available to
the field.
Public policy is increasingly focussed upon achievement of defined outcomes. This will
mean that CMMH services need to pay increasing attention to the measurement of:
x

LQGLYLGXDO·V recovery progress/journey

x

the recovery orientation of services

x

the recovery effect of services ³ the contribution that the interventions provided
made to assisting individuals with their journey.
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4.4 GOVERNANCE OF CMMH SERVICES AND THE RELATIONSHIP
WITH OTHER PARTS OF THE MENTAL HEALTH SYSTEM
Mental health service provision rarely happens through organisations acting independently. People
commonly need a number of services and live with changing circumstances. They need all
elements of the specialist mental health service system to plan and work together as well as with
other community services.
The Victorian Mental Health Reform Strategy 2009²2019 included a specific goal with regard to
JRYHUQDQFH,WZDV¶Strengthen mental health service governance to deliver a more connected
and holistic response to consumers·35. This recognises that existing structures are out of date and
that incremental changes have not led to significant improvements.
Actions to enhance the rationality and useability of the service system included in the reform
strategy were:
x

reassessing catchments and auspice arrangements and aligning boundaries between child
and adolescent, adult and aged clinical services

x

developing mental health Boards or Committees under the broader auspice of health
services.

x

working with CMMH services to examine options for streamlining management, including
consideration of nominating lead providers.

There has been very limited action on these proposals.
In the meantime, Medicare Locals have been established as part of the National Health Reform
Agenda. They have been added to the already complex governance environment. These entities
will affect the services provided by CMMH services directly and indirectly.
It is difficult to see how the proposed mental health Boards or Committees could do anything
other than add complexity.
The governance reforms relating to catchments, auspices and boundaries within mental health
services need to be implemented. This will not lead to simplicity. Parties will need to focus on the
principles and practices of networked governance. Networked governance arrangements will need
to apply:
x

within areas, given the range of bodies involved

x

across areas, given that not all services can or should be available in all areas. A level of
cross area collaboration will continue to be required, given the catchment scales which
apply to some services.

35

Victorian Government (2009) Because mental health matters: The Victorian Mental Health Reform Strategy
2009-2019, p 139
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4.5 WORKFORCE ISSUES
Workforce issues are an increasingly significant driver of reform in health and many other
industries. Demographic changes and rising competition are driving new thinking about service
configuration, sustainability of service models and workforce development issues.
The importance of this issue is highlighted by the fact that there is Australian and State Government
focus on the development of mental health workforce strategies.36
For CMMH services, issues of particular importance include:
x

Supply challenges. CMMH services have reported that widespread supply problems and
staff turnover constrain the ability of services to operate at capacity. These challenges are
particularly marked in rural and regional areas.

x

Professional competencies. The emerging service models and demands may require
different skills and knowledge. The workforce census should provide current information
and insights into the workforce, which can be used for planning. An important challenge
will be ensuring that the CMMH workforce retains the skills it needs to deliver the services
required and applies service and business models that have cost structures that will be
affordable in the future.
Peer workers. Research and evaluation on the benefits to consumers and carers and the
cultural change consumer peer and carer peer workers bring to the mental health
workforce is emergent and the trend positive. Work on the development of a certificate
level training program is proceeding, as are in-service training programs. A strategic
approach will be required to integrate the peer skills into the workforce and service
models of the future.

x

VICSERV believes that there is a need for targeted resources for workforce development in the
CMMH service system to support and develop the existing workforce and attract new workers
that are capable of delivering high quality, contemporary mental health care.
The pay equity case currently before Fair Work Australia may affect the community managed
sector. The nature and extent of that effect will depend upon the support provided by
governments to meet the costs.

1. National Health Workforce Innovation and Reform Strategic Framework: Background Paper, (2011)
Health Workforce Australia, available at:
http://www.hwa.gov.au/sites/uploads/wir-strategic-framework-background-paper-FinalFinal.pdf
2. Rural and Remote Health Workforce Innovation and Reform Strategy: Draft Background Paper
(August 2011) prepared by Siggins Miller, available at:
https://www.hwa.gov.au/sites/uploads/hwa-rural-and-remote-consultation-draft-background-paper20110829c.pdf
3. Victorian Government Department of Health, National Mental Health Workforce Strategy and Plan:
Literature & Document Review, Final draft (May 2010) prepared by Siggins Miller
4. Victorian Government Department of Health, National Mental Health Workforce Strategy and Plan (2011)
Melbourne

36
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4.6 IMPROVING ENGAGEMENT WITH FAMILIES AND CARERS
Families have foundational roles in the recovery and wellbeing of their family members. There is a
strong evidence base that the inclusion of families in the treatment and care of their unwell relative
leads to better outcomes for consumers their family carers and mental health professionals as well.
Service providers will face increasing expectations regarding family engagement in service
provision. It can be argued that carer needs assessments and carer support plans should become
routine in mental health services. The mental health workforce will need additional training in how
to engage with, inform, educate nd support families.

4.7 MANAGING REGULATORY BURDEN
More demanding performance and accountability requirements are likely to be imposed on
CMMH service providers as the service system grows and changes.
There is a general trend in health and community services for consumers, carers and the general
community to expect higher quality and responsive services.
This trend will be hastened and shaped by the move to individualisation. Individual services,
particularly entitlement-based services, generate high expectations. This will differ from the current
situation where individuals and families can feel grateful for receiving a service and can be fearful of
losing that service if they complain or seek alternatives.
Governments are also likely to become more active in monitoring performance. As government
outlays grow, so too does the attention paid to results. Governments have changed roles in a
market-based service system. New regulatory processes are likely to be introduced in order to
monitor public outlays and protect investments.
7KLVPDWWHULVH[SORUHGLQWKH3URGXFWLYLW\&RPPLVVLRQ·VUHSRUWRQWKHQRW-for-profit sector and
will be an increasing focus in future as the scale and economic significance of not-for-profit
organisations is recognised.
The introduction of the new National Standards for Mental Health Services37 and discussions
regarding strengthening of organisational accreditation processes are the precursors of a focus on
regulatory arrangements suited to a more individualised and market-based service system.

4.8 INFORMATION AND TECHNOLOGY
Information and communication technology (ICT) will become an increasingly powerful driver of
services. ICT can support client choice, good practice, workforce flexibility and cost control.
The Australian Government has committed $14.4 million over five years to establish a single
mental health online portal that will support the uptake of e-mental health. There is increasing
37

Australian Government (2010) National Standards for Mental Health Services, Commonwealth of Australia,
Canberra

Community Managed Mental Health
An agenda for the future ² May 2012

53

evidence that electronic service models can be effective in resourcing people facing serious mental
health issues.
There are sound practice reasons for including these in the repertoire of CMMH services. For
some, perhaps many, consumers and carers this will become a preferred mode of service
delivery. Electronic service delivery offers flexibility and control. This form of service delivery will
also reduce workforce recruitment and retention pressures that will grow in the next decade.
This is not an argument that electronic services are desirable in all situations or for all consumers
and carers. It is an argument that the sector will need to develop its capacity on both service
delivery and cost effectiveness grounds.
If ICT benefits are to be captured for the benefit of consumers and carers, organisations will need
sophisticated technical and service infrastructure as well as expertise to utilise the possibilities.
Consumers and carers will have a crucial role in articulating their own needs and in shaping the
systems that deliver ICT-based services.

4.9 AREA FOCUS
A key focus of the National Health Reform Agenda is on area-based service systems. Local hospital
QHWZRUNVDQG0HGLFDUH/RFDOVDUHGHVLJQHGWRIRFXVWKHPDMRULW\RIWKHKHDOWKV\VWHPRQ¶SODFH·
7KLVLVQRWDFRQWHVWHGLVVXHDVPXFKRI9LFWRULD·VKHDOWKDQGPHQWDOKHDOWKV\VWHPVDUHDUHD
focussed. The challenges are to:
x

resolve the governance issues arising from differential boundaries in mental health. The
need for resolution of the current and problematic governance issues that complicate
capacity for area management was clearly identified in the Victorian Mental Health Reform
Strategy 2009²201938

x

adapt to the role and scale of Medicare Locals. Medicare Locals are being given:
o a broad governance mandate
o strong system planning and coordination roles
o funding and resource allocation responsibilities.
These are new entities with new governance arrangements and it will be important that
CMMH services engage with them strategically

x

ensure robust and well-informed involvement of CMMH providers. This will contribute to
more rational arrangements within the sector and with direct partners as well as inform
broader elements of the health system about ways they can contribute to reducing the
burden of mental health issues in our community.

x

There should be a blueprint of services that should be available in every area that can then
be modified in accordance with socio-economic, age and cultural demographics.
38

Victorian Government (2009) Because mental health matters: Victorian Mental Health Reform Strategy 2009 ²
2019, p 139
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Four Medicare Locals have been established to date in Victoria with a further six to commence on
1 January 2012 and five more on 1 July 2012. There will be a total of 62 Medicare Locals
nationally with 17 to be based in Victoria.
Organisations focussed on working with people who face serious mental health issues and their
carers need to recognise the broad mandate that Medicare Locals appear to have. The original
framing as new primary care infrastructure has perhaps led to some organisations regarding the
new bodies as less relevant than the current evidence suggests.

Community Managed Mental Health
An agenda for the future ² May 2012

55

5 PURPOSE, SCOPE AND FUTURE ROLE OF CMMH
SERVICES
CMMH services need a contemporary statement of the scope of their role and relationships with
the other parts of the health system that defines the way that policy is turned into action. Its
current mandate was defined over 20 years ago in response to deinstitutionalisation. It needs
modernising to meet the requirements of the 21st century and the current wave of mental health
reform. This chapter sets out a contemporary statement of its purpose and scope.
The CMMH service system in Victoria is a major contributor to improved mental health outcomes
but recognises the need to respond to the changing policy and funding environment. It recognises
the need to more distinctly define its role and contribution in the broader service system and
define a development agenda for the next five years.
The agenda outlined in this paper is designed to address the structural challenges facing the
CMMH service system and to provide a framework for ongoing development.
The agenda proposed will:
x support the development of a robust service system with a commonality of purpose and
provision of a more consistent suite of services
x build on the distinctive capacities of the sector to support ongoing performance
improvement.

5.1 NEW DEFINITION OF PURPOSE
The CMMH service system is defined at the highest level by the legal status of the entities, nongovernment bodies and, at this stage, bodies which are not-for-profit.
More importantly, CMMH services are defined by their approach to and focus on service
provision. It is proposed that the sector redefines its purpose to be:
Working with people who experience severe and persistent mental health issues and their
carers to reduce the disadvantage and disability associated with mental illness and, in so
doing, HQKDQFHWKHFRQVXPHU·VDQGFDUHUV·mental health and wellbeing and reduce demand
for health, justice and welfare services.
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This means organisations that:
x

are committed to provision of evidence informed, professionally delivered psychosocial,
recovery and support services

x

work with people facing serious mental health issues and engage with their families, carers
and local communities to enhance wellbeing and life chances

x

have proactive engagements with clinical service providers (public and private) that enable
effective referrals and partnerships to support better mental health outcomes

x

tackle social exclusion and work to enhance access to mainstream services

x

Establish a process for consumers and carers to participate in service and system
improvements and policy development activities

x

Are committed to working in partnership with consumers and carers

x

Provide support to carers.

This formulation of words focuses upon purpose and goals rather than upon activities. This is an
inclusive definition, which means that numerous non-JRYHUQPHQWERGLHVFDQ¶VLJQ-XS· to
contributing to their achievement. It is also an inclusive definition in that it:
x

is silent on the issue of the age of clients with which CMMH services can work. This
assumes that there are appropriate services and interventions for people of all ages that can
be delivered through the CMMH service system

x

enables prevention, early intervention and engagement in prevention, albeit through the
lens of addressing the needs of people facing serious mental health issues.

There are distinct benefits derived from the diversity of auspice types currently involved in
providing CMMH. The graph below demonstrates this diversity.
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Figure 19 ² PDRSS Funded Auspice Types39
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Mental health services
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Welfare organisations
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[Mental health services refer to agencies that receive 100% of their State Government funding for
psychosocial rehabilitation activity.]

39

Source: Victorian Government Department of Health data (unpublished) provided on 18 August 2011, p 6
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5.2 PRINCIPLES AND VALUES
A robust mental health system needs clear principles that underpin its operations.
The National Mental Health Standards 2010 include a set of principles which are presented at
Appendix B. VICSERV proposes that these principles inform future planning as outlined in this
paper.
7KH9LFWRULDQ*RYHUQPHQW·V¶)UDPHZRUNIRU5HFRYHU\-2ULHQWHG3UDFWLFH·LQFOXGHVQXPHURXV
principles embedded in each of the nine domains identified. The 9LFWRULDQ*RYHUQPHQW·V0HQWDO
Health Reform Strategy 2009²2019 includes a broader suite of principles, which are reproduced at
Appendix A.
VICSERV reaffirms the shared values of CMMH services which are based on existing commitments
to:
x human rights
x consumer and carer wellbeing
x consumer choice and control
x evidence informed practice
x innovation and development
x Family inclusion in treatment and care
x $VVHVVPHQWRIFDUHUV·QHHGVDQGGHYHORSPHQWRIVXSSRUWSODQVfor carers.

5.3 SCOPE
CMMH services play an important and distinctive role in a much broader suite of services,
resources and family and friendship systems that support people in their recovery and mental
wellbeing. The environment in which it operates is broadening its focus from being an agent of the
public mental health system to being a provider of a distinct suite of recovery and support services
in the emerging mental health market place.
It needs to more clearly articulate and market the suite of service offerings it provides to build a
better public understanding of how its services can assist people with mental health challenges.
In addition, it needs to develop its interfaces and communications with other parts of the service
system.
VICSERV understands that CMMH services need to work with public mental health clinical
services, general practice and other primary care providers, private psychiatry, consumer and carer
organisations and mainstream services to define the respective contributions of each part of the
system moving forward. This section discusses the interface issues with some of these other parts
of the health system.
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5.3.1 Clinical services
Victoria has the most substantial CMMH service system in the country. In most cases the
working relationships between clinical providers and community managed providers is
strong and effective. The fact that over 42% of referrals come from clinical services is
indicative of the interdependencies that exist between the two parts of the mental health
system.
The Victorian Mental Health Reform Strategy 2009²2019 articulated several commitments
regarding the relationships between clinical services and CMMH services. The
commitments include:
x

more equal partners with specialist clinical services

x

close coordination with clinical services, without losing its distinctive approach.40

The IXWXUH&00+VHUYLFHV\VWHP·Vrelationship with the clinical sector needs further
refinement and development. Key elements of the new relationship would include:
x

x

x

Rethinking the responsibilities for service management. A CMMH service system,
operating under contemporary policy, program and funding arrangements could
deliver a broader range of services.
Consideration should be given to transferring responsibility for a range of CMMH
services currently managed by public hospitals and health services. This would
provide stronger and more integrated governance and service delivery
arrangements.
Services delivered in partnership. The current arrangements for the delivery of
PARCS involve CMMH services as sub-contractors to clinical services. A
partnership potentially led by CMMH services would be a productive way to
capture the strengths and capabilities of both sectors.
Clients transferred earlier because of confidence and resources in CMMH. The
interfaces do not only operate at the systemic level. Many clients in need of active
clinical services also require recovery and psychosocial services.

Well-structured and adequately resourced CMMH services could better meet client needs
and contribute to demand management strategies in over-burdened clinical services.

5.3.2 General practice and primary care
People who experience mental illness often face other health issues and many experience
premature death41. This has long been known, and CMMH services have sought to
contribute to improving the general health status of their clients.
Victorian Government (2009) Because mental health matters: Victorian Mental Health Reform Strategy 20092019, p 59
41
VICSERV (2008) Pathways to Social Inclusion. Health inequality: policy and practice failures, Melbourne
40
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Some CMMH services are also part of the primary care service system and have structural
as well as collaborative relationships with general practice.
The general practice and primary care service infrastructure has important and growing
roles in supporting the wellbeing of people facing serious mental health issues. The
$XVWUDOLDQ*RYHUQPHQW·V0HQWDO+HDOWK,QLWLDWLYHZLOOFRQWULEute to an increased role for
both general practice and primary care providers ³ not-for-profit as well as private
providers.
CMMH services need to build their capacity and stronger partnerships as more primary
care services engage productively with mental health issues.
Linkages with primary care providers and more specialist services involved in supporting
people with alcohol and other drug issues are also important.

5.3.3 Informal support and services
CMMH services already have considerable engagement with families and carers. VICSERV
currently works closely with consumer and carer mental health peaks.
There is substantial evidence that family involvement in treatment, care-planning and
decision-making improves the outcome for the consumer. Numerous reports have
highlighted the stress that caring for someone with a mental illness imposes on families and
WKHLPSDFWRIWKLVRQFDUHUV·PHQWDODQGSK\VLFDOZHOO-being. It is important that services
undertake routine carer needs assessment and develop carer support plans. This will assist
carers to maintain their own mental and physical wellbeing and support them to carry out
their caring role. Reports also highlight the economic benefits derived from informal care.
They also note the risks that demographic, economic and social changes pose to the future
of informal care.
There are benefits that derive from increasing support for family-based or other informal
care arrangements which justify increased and innovative engagements. CMMH services
have both the skills and networks to make it possible to further develop its support for
informal care arrangements.
Building more family-focused approaches should be a strong priority for CMMH services
over the next decade.

5.3.4 Mainstream service providers
The evidence demonstrates that the mental health and wellbeing of people is
fundamentally affected by the social and economic circumstances in which they live.
Housing, employment, social networks and general health services, the key social
determinants of health, all have effects. While mental health services also make a major
contribution, these other matters are often more important.

Community Managed Mental Health
An agenda for the future ² May 2012

61

The evidence also demonstrates that many of the so-called mainstream systems
established to support people are not sufficiently responsive to the needs of people dealing
with serious mental health issues.
CMMH services need to:
x

be actively involved in advocacy for policy settings and implementation strategies
that better meet the needs of this group of people

x

engage with providers of housing, employment, health and justice services, in
particular to support them in working effectively with this group. There are
considerable opportunities through partnerships to reshape and better resource
service provision.

5.3.5 Information provision
While information provision is not identified in the diagram at the beginning of this section,
it is an important function and critical to a number of the interfaces.
The CMMH service system includes a strong, statewide network of organisations funded
to provide MSSH to people experiencing mental and emotional challenges. A key role is
the provision of information. These organisations utilise volunteers and paid staff that
support others by sharing their own lived experience of mental illness and distress.
CMMH services need to:
x facilitate consolidation of the existing ad hoc and competing information strategies
being pursued by organisations, given that in this case competition adds little value,
confuses potential service users and is inefficient
x build strong relationships with providers outside CMMH and engage with the
emerging telephone and electronic systems being developed
x efficiently utilise the information and education opportunities embedded in the
Australian Government funding programs.

5.4 OUTCOMES
Commitment to outcomes should be a hallmark of CMMH in the future. Tangible evidence of
their achievement will be a measure of success.
There is now widespread discussion about measuring outcomes in mental health. The Victorian
Mental Health Reform Strategy 2009²2019 includes a Mental Health Outcomes Framework42. The
comprehensive framework is helpful but not the complete answer. It does not adequately identify
how policy, interventions and services influence the lives and wellbeing of people affected by
mental health issues.
42

Victorian Government (2009) Because mental health matters: Victorian Mental Health Strategy 2009²2019, p
25
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Outputs that guide and then measure service delivery are needed for more rigorous quality
control. The emphasis upon practice-based measures does not diminish the need for broader
population outcome measures.
There are reliable and robust instruments that work in a recovery environment, however, tools to
measure individual recovery need further development.
The Australian Mental Health Outcomes and Classification Network (AMHOCN) was
commissioned to undertake a review of recovery measures and reported to the Mental Health
Information Strategy Subcommittee in 201043. The report noted:
x the need for clarity regarding whether the goal is to measure recovery or the recovery
orientation of the service
x that a common or consistent definition of recovery is a precondition of measurement
x there are several recovery instruments available and, while only minor modifications might
be required, ¶H[WHQVLYH·FRQVXOWDWLRQZLOOEHUHTXLUHG.
It also noted that further work is required to isolate the specific instrument or instruments which
might best be used for this purpose, and the possibility that none is suitable should not be ruled
out.44

Three high-level outcomes have been identified:
x

Mental health status addressed. There is no purpose in sustaining a CMMH service system
if it does not make substantial contributions to the mental health of its consumers. This is
important even in a context where consumers are acknowledged to have responsibility for
their own recovery journey and it is acknowledged that they will face periodic setbacks.

x

Recovery support provided. This outcome relates to the need to demonstrate that the
services/interventions provided make a tangible difference in the lives of clients, families and
carers.

x

Capacity to live well in the community. This outcome group relates to the effect that
CMMH has on acceptance and inclusion.

Leadership of the work on outcome measures is already happening in the CMMH arena. The
sector can continue to use its own knowledge and expertise and work collaboratively with others
in Victoria and nationally on this issue.

Burgess P, Pirkis J, Coombs T, Rosen A (2010) Sharing Information to Improve Outcomes ² Review of Recovery
Measures, Australian Mental Health Outcomes and Classification Network
44
Ibid p 5
43
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5.5 ACCOUNTABILITY
This paper reflects a strong commitment to accountability as a tenet of service reform.
The program constructs, output measures and funding frameworks provide the core structures on
which accountability can be based. The paper has argued that all need to be updated and focussed
upon outputs.
VICSERV supports the accountability requirements that funded organisations demonstrate that:
x they meet the National Mental Health Standards 2010
x they are maintaining their accreditation requirements through a rolling program of service
review and evaluation.
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6 KEY AREAS FOR REFORM
This chapter sets out key issues for a CMMH services development and reform agenda. It focuses
on these key issues while acknowledging a broader range of issues. VICSERV considers that the
reforms proposed are significant but needed to ensure a workable and sustainable basis for
CMMH over the next decade. This chapter identifies required reforms. Chapter 7 details an action
plan to address these reforms.

6.1 PROGRAM STRUCTURE
The existing State Government PDRSS program structure needs modernisation. A new structure
is needed to guide change and prepare for the future.
CMMH needs a program framework that:
x enables a focus on not just inputs/activities but also on outputs and outcomes
x focuses on the individual rather than the program as the basis for determining service
offerings
x provides a structure that supports meaningful measurement rather than throughputs.
HBOS services are a valuable start towards the program of the future. It is valuable because it
focuses on the individual ³ but it is currently one program stream among eight.
VICSERV advocates that the Victorian Government should commit to the review and
redevelopment of a new funding model and service structure and set a target for implementation
within two years ² that is by the end of 2013, prior to the trial of NDIS models in Victoria.
VICSERV commits to the processes for the development of this new program structure. It notes
that program structure reform has been an important part of mental health reform overseas. As
outlined in this paper, it has a developed body of thinking about the desired elements of a new
program structure and wishes to work with the state government in collaboratively designing a
contemporary program structure for mental health services in Victoria.
An example of a program structure that will help CMMH services to move towards
individualisation and focus on the outputs follows at Figure 20.
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Figure 20 - Service structure

The structure can be described as a hybrid. It blends an open hierarchy of need model with a
group of specified output groups. This is proposed because the assessment frameworks required
to support straightforward individual needs hierarchy are not developed and will take some time to
develop. It is also proposed because CMMH services will need time to manage the transition to a
fully individualised approach from the existing activity groupings.
All of the existing activity types identified at Figure 15 are encompassed by the service structure
above. Specific attention must be paid to the needs of CALD communities and to Aboriginal and
Torres Straits Islander peoplH·s distinctive needs and circumstances in the documentation of the
service framework.
The introduction of a contemporary framework will also support organisations to incorporate
services funded by the Commonwealth into their suite of offerings.

6.2 NDIS
It is anticipated that the NDIS will, in due course, move the system to a fully individually focussed
framework based on level of need and then supported by standard assessment tools. VICSERV will
be seeking commitment from the Victorian Government that mental health will be included in
early planning and discussions. VICSERV and member organisations will seek to participate in the
review and development of assessment tools.
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6.3 AREA PLANNING
As outlined in this paper, considerable work has gone into improving the functioning of service
systems across the state. These processes have been less successful than hoped. Key changes
identified earlier were:
x
x

x

the alignment of clinical boundaries for public mental health services, primary mental health
and Medicare Locals. This reform needs to proceed as rapidly as possible
mental health boundaries and other health service boundaries are directly aligned with or
use subsets aligned with the recently agreed Medicare Local boundaries. The size of subareas should be aligned to reasonable catchments to optimise service system efficiencies
streamlining of CMMH is acted upon, consistent with the agenda for development outlined
in the next section of this paper.

New and more robust area planning processes are required if:
x an easier to use service system is to be introduced
x more rational service delivery arrangements are to be agreed.
These planning processes need to have authority and focus. Authority is required in order to drive
change and focus to make sure that specific changes are achieved.

6.3.1 Planning issues
Three questions would inform such planning processes. They are:
1. Does the service area have the service mix and range it needs to respond
appropriately to the needs of consumers, families and carers and to address the
systemic exclusion that exists?
This would include consideration of demographic trends in addition to dealing with
existing population and demand issues. It would also deal with issues associated with
defining the best places and cultures in which to deliver services.
2. What is required to ensure that the system is responsive in the emerging context?
This question speaks to many issues for the system as it exists now and as it will
operate if the NDIS is established. The planning process needs to review the system
from pre-access through to final exit and understand the various entry points and
pathways that will expedite access and simplify progress. No single model or logic is
likely to be effective for all people in all areas.
3. What configuration of services is required to establish an effective system and a
market that provides choice and capacity to meet changing expectations by
consumers and carers?
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This question is critical to an informed process regarding planning and growth. The
intent is that area planning processes develop an indicative rather than predictive
view regarding the mix of generalist organisations (those able to support consumers,
families and carers across a wide range of needs) and specialist or niche providers.

6.3.2 Planning process
Planning cannot only be about CMMH services. A substantial focus of the planning process
does, however, need to be on the structure and arrangements that will address
fragmentation and position CMMH providers for the future.
Definitive proposals as to structure and process are not possible at this time. Discussions
with Medicare Locals and work to better align state boundaries are required.
The process needs to:
x focus on consumer and carer outcomes and experience
x assume that significant improvement is required in an area until proven otherwise
x anticipate changes in referral patterns coming into the CMMH service system.
VICSERV acknowledges the considerable efforts that have been undertaken in the
community managed, clinical services and primary health service systems. However,
changes achieved have been incremental and not been able to address the scale of
structural change required. As noted earlier in the report, the introduction of Medicare
Locals and the new federal mental health funding initiatives will further exacerbate planning
and coordination issues unless there is more timely and effective progress in addressing
service planning and coordination issues.
VICSERV considers that a more rational approach to area-based CMMH services planning
is a key building block for the future. It recognises the diversity of agencies and auspices
involved and the complexity of reaching agreement about the required planning and
authorising processes.

6.4 CAPABLE ORGANISATIONS
Helping CMMH services to build the organisational capabilities to deal with emerging demands and
expectations is another key issue for reform. Building capable organisations which consumers,
carers, governments and partner providers can have confidence in to deliver quality recoveryoriented psychosocial services is a priority.
This section defines a specific set of capabilities that can be used by service providers to review
their current capacities and identify areas for capacity building.
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It provides a transparent logic that can:
x support CMMH services in leading their own organisational and service improvement
efforts in a structured way
x be utilised to support growth and involvement of new providers as a result of growth.
x underpin the processes that will be required if the fragmentation of the service system is to
be addressed.
A potential suite of capabilities and the rationale for their inclusion are outlined in the following
table (Figure 21).
The starting point for the capability assessment is the National Standards for Mental Health. These
standards deal with many of the content and organisational matters required to operate a quality
mental health service.
Additional capability criteria, some of which overlap with the National Standards, have been
selected on the basis that they will guide decisions specifically about the CMMH service system and
its needs at this point, and because they target different or more specific criteria than the National
Standards.
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Figure 21 - Organisational capabilities

Capability

Rationale
Overarching

The organisation meets the Mental
Health Standards.

The standards should become a core accreditation requirement
and therefore should be reflected in this capacity assessment.

7KHRUJDQLVDWLRQ·VJRYHUQDQFHDQG
leadership have the relevant skills and
knowledge.

The National Standards do not adequately deal with the specific
issues of governance competence. The CMMH service system
needs to test benchmarks used in other industries.

Client service
The organisation:
x delivers a range of individually
tailored services, and/or
x provides a specialist/niche service,
based on a defined recovery
oriented logic
The organisation has a clearly described
business model and suite of products,
which:
x is consistently applied across the
organisation
x is informed by evidence.

Organisations need to have the ability to deliver individualised
and responsive packages using approaches that are informed by
evidence. Alternatively, they need a clear and specialist role that
complements and supplements the generalist providers.

This capability would require organisations to demonstrate the
linkage between their service intentions, service design, program
logic and structures.

Organisational robustness
7KHRUJDQLVDWLRQ·VFDSLWDOEDVHDQG
financial resources are adequate to
meet ongoing and contingency
situations and to be self-reliant.

Future capability depends upon the robustness of both balance
sheet and revenue streams.

The organisation has capacity to recruit
and retain a workforce with
appropriate psychosocial skills and
knowledge.

The focus of this capability relates to the capacity of the
organisation to sustain the kind of workforce required by the
emerging service requirements.

7KHRUJDQLVDWLRQ·VFRUSRUDWHVXSSRUW
systems and processes are efficient and
appropriate.

The organisations of the future will need technical and
operational systems that support the future business models and
demands.

Partnerships
The organisation works with other
organisations through partnerships and
collaborations. This would include
partnerships with governments,
research organisations and other
stakeholders.
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VICSERV considers that a capabilities framework needs to be developed to give guidance to
CMMH services about the elements of capability that they need to build and be able to
demonstrate. Such a capability framework should be part of the detailed implementation and
monitoring of the National Mental Health Standards that flow through the accreditation systems
that are formally recognised by government.
The organisational capabilities framework detailed in Figure 21 provides a basis for discussion and
development within CMMH services. VICSERV is committed to further developing and refining
this framework with its members and other CMMH services to begin to use it as a tool for
organisational development. The capabilities provide a framework for cross-sectoral learning and
development on organisational governance and service models for the new environment.

6.5 SERVICE RATIONALISATION
Earlier sections of this paper document the evidence that the CMMH service system is fragmented
and that funding arrangements are hindering a more rational system configuration. It also
demonstrates that there is a widely held view that this problem exists across the mental health
service system broadly.
Significantly improved benefits to consumers can only be delivered through rationalisation of the
service system, clarity of role and function and a more flexible service infrastructure equipped to
deal with the emerging demands.
A more rational approach to service provision is required.
In this section of the paper strategies to reduce fragmentation are considered. The focus of
discussion is upon the reform proposed and its implications. Issues related to workforce obligations
and interests, industrial coverage, insurance and overhead cost management as well as the
concerns and issues which clients, families and carers may have regarding change are
acknowledged and will need to be addressed as part of this reform process.
VICSERV considers that there are a number of pathways to reform that need to be considered as
part of a rationalisation debate. Figure 22 outlines the range of options that could be considered as
the basis for the rationalisation of the CMMH service system. This debate will only be possible in
the context of serious reform. A review of funding models and service guidelines will demonstrate
that the Department of Health is serious about reform.
The options vary across a voluntary to mandated continuum. VICSERV is aware of the scale and
complexity of such a process and considers that there needs to be major engagement of Boards
and senior management in considering the options and discussing their feasibility and desirability.
Stimulating conversations and debate about the future is a key element of the proposed reform
agenda and processes and those that the Department of Health could impose. The options are:

Community Managed Mental Health
An agenda for the future ² May 2012

71

6.5.1 Voluntary relinquishment
In this option the organisation would conclude that better outcomes for clients could be
achieved by others with greater flexibility and scope to respond to current and future
demands.
It is anticipated that large organisations with tiny or very small PDRSS allocations or small,
non-specialist or niche organisations that are struggling in an operational sense will accept
this opportunity.

6.5.2 Trade week
This option provides organisations with multiple service outlets to consider whether they
are best placed to continue to deliver all of their current services. This option would be
applied where organisations have services geographically or programmatically separated
IURPRWKHUVHUYLFHVDQGZKHUHDQRWKHURUJDQLVDWLRQZRXOGKDYHFDSDFLW\WR¶DEVRUE·WKH
funds and increase its capacity to customise services as a consequence. This may work
both with swaps between organisations or as straight transfers, by agreement.

6.5.3 Voluntary pools
Voluntary pools provide willing organisations with a way to reduce fragmentation through
collaborative action. A voluntary pool would be a cooperative venture at the operational
level. The pool would create a shared resource from existing funds, which would gain
effectiveness through consolidation.
In this option the organisations retain their current status but put in place arrangements that
allow specific amounts of funding to be used for mutually agreed purposes. Pools could be
created and managed in a number of ways:
x all funds transferred to one organisation
x joint assessment and care coordination with shared service delivery
x a funds holding and shared staffing model where the member organisations release
staff to work in the pooled services.
Establishing the rules and managing the interfaces involved in such pools will raise
important challenges. The benefits anticipated for consumer flexibility and efficiency will
only be delivered if the pool is substantial and stable, and the administrative and
professional processes are clearly defined.
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6.5.4 Negotiated pools
Negotiated pools differ from voluntary pools in that they arise from an area-based
negotiation rather than organisationally initiated change. The mechanisms for operating the
pools would be the same as for voluntary pools.

6.5.5 Consortia
Consortia are a formal coming together of organisations with the new entity having formal
status rather than the service delivery focussed collaborations involved in the pools
options.
Consortia can involve organisations of differing size and role establishing a new legal
relationship. In the context of this paper, consortia can be partnerships of equals or an
LQWHJUDWLRQRIRQH·VVHUYLFHVLQWRDQRWKHU·V0HUJHUVKDYHKDSSHQHG periodically in the
CMMH service system and are common in other industries.
The establishment of a consortium is a more complex process than in the pooling options
and therefore involves more substantial challenges to the organisations involved.

6.5.6 Planned reorganisation
This is a reform strategy that has the capacity to facilitate service improvement through
realignment of activity rather than reduction of the number of organisations involved.
This option would enable organisations to reassess their service offering against the
contemporary program structure proposed above and the evidence regarding needs and
service effectiveness.
At its most extensive, all organisations could be invited to prepare a detailed plan for their
CMMH services. This would focus on:
x providing evidence informed service models and specific rationales for any changes
from the current service mix and allocations
x demonstrating the capabilities in the table outlined earlier
x demonstrating alignment with the plans and strategies in the geographic areas in
which they work.
Reorganisation could also be done incrementally. This could be achieved by:
x asking organisations to identify specific reforms by program or service type
x conducting a rolling program across areas.
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6.5.7 Resource efficiencies
This option relates not only to the normal shared services but also to a number of service
improvement functions that can be organised and delivered jointly.
The potential benefits of sharing delivery of corporate services do not only accrue to small
agencies. Governments, including the Victorian Government, are requiring departments
and large statutory agencies to become part of shared service arrangements because of the
efficiency benefits that can be delivered. A visible example is CenITex, a shared services
agency established to centralise ICT support to government departments and agencies.
Other functions that are regularly included in shared services operations include:
x
x
x
x

the transactional aspects of human resource management processes
the transactional aspects of financial management
property management including fleet services
procurement.

Shared service models are not a panacea. There are costs and benefits and they seem to
work best where there is clear agreement that the parties have common expectations
regarding service quality and availability.
A shared services approach is only likely to return a dividend if:
x it is itself business like and efficient. This would mean that the service would work
on a cost recovery basis, charging for its services rather than on a fixed cost basis
x it has scale. There is little to be gained unless there is a substantial critical mass. This
would mean one or more of the large organisaWLRQVSURYLGLQJDQ¶DQFKRU·IXQFWLRQ
This could be achieved by the organisation agreeing to participate or actually
hosting the service
x organisations choosing to participate are able to accurately assess their current
costs and service requirements. In the absence of accurate costings at the time of
establishment, savings cannot be estimated. Organisations also need to have a clear
understanding of their requirements so that a useful service level agreement,
defining performance requirements, can be established.

There are a number of functions not normally defined as part of a shared services
approach that can also be considered under the broad heading of resource efficiencies.
Opportunities for generating such efficiencies include:
x increased use of shared learning and development options
x establishment of consolidated research and evaluation functions
x collaborative information service provision rather than the current independent
and sometimes duplicated arrangements.
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6.5.8 Mandatory restructuring
Governments have the right to change provider arrangements at the end of a contract
period. The mandatory nature of the process means that it can contribute to rationalisation
and the generation of new entrants into the service system.
The actual and embedded costs in the transition are substantial. This has been
demonstrated with the changes to the national employment service contracts. It is not in
WKHFOLHQWV·ZRUNIRUFH·VRUWKHSXEOLF·VLQWHUHVWIRUWKLVWRKDSSHQIUHTXHQWO\RUZLWKRXW
clear evidence of the benefits that would be derived, given the disruption caused.
A mandatory restructure would not necessarily lead to current providers being displaced.
Current providers start with the advantage of incumbency and knowledge of what is
required. A fresh start may provide organisations with a chance to reframe locked-in
services.
A targeted approach to mandatory restructuring may be necessary if the voluntary options
outlined fail to achieve sufficient success.
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Figure 22 - Service delivery reform options

Option

Voluntary Options

Simplification

Description
Trade week

Voluntary
relinquishment

Flexibility

Voluntary pools
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Application of the building blocks

Funded organisations would be invited to consider
options to shift responsibility for specific services to
another auspice organisation.
This option would enable more rational and
consolidated services where idiosyncratic outcomes
from history or tendering processes have arisen.

Trades would only be approved if the change is
consistent with the area plan and the receiving
organisation demonstrates it meets the capability
criteria and would utilise the resources consistent
with the new framework.

This would involve all organisations with small PDRSS
budgets (less than $500,000) being invited to consider
relinquishing their funding. VICSERV and the
Department of Health have a role to play. The
capacity to meet with and engage Boards to discuss
the issues of capability and implications of any possible
relinquishments is vital.

Relinquished funds would be put into a pool and
subsequently reallocated through agreed processes
that utilise the area plan and apply the funds to
contemporary purposes through organisations that
demonstrate that they meet the criteria.

Organisations would be encouraged to create a
shared pool of funds with others.

Voluntary pools at either the area or state level
would only be approved where the source is
agreed, as part of a plan and where any
¶UHLQYHVWPHQWVWUDWHJ\·LVFRQVLVWHQWZLWKWKH
framework and through capable organisations.
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Negotiated pools

Restructure

Consortium

Planned
reorganisation

Resource
efficiencies
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Organisations could agree to release an amount of
funds or a component of their funding as a result of
area service system planning processes. The
reapplication of these funds would be determined by
the area process rather than decisions of organisations
as proposed in the voluntary pooling proposal.

Pools created through an area negotiated process
are reinvested through agreed means and consistent
with the building blocks.

Organisations would be invited to either merge or
create formal partnerships that build budget and
organisational capacity. This would be as part of an
active campaign of consolidation, not an ad-hoc
response to organisational failure.

The establishment of a consortium or partnership
can only be approved if the combination meets the
criteria.

Organisations would be required to prepare a plan of
their preferred service mix and allocation using the
new program guidelines as a tool. A key goal in this
process would be to promote increased use of
HBOS. This process could apply to the total PDRSS
budget held by the organisation or to selected
amounts (20%) or program components.
Establishment of shared services, learning and
development and other collaborative ventures which
deliver organisational efficiency benefits.

All organisations use each of the building blocks in
preparing their proposals.
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7KH¶KRVW·IRUWKHDGPLQLVWUDWLYHPHFKDQLVP
demonstrates that it meets the relevant
organisational capability requirements and that there
are actual efficiencies for the partners being
reinvested in service delivery.

Mandatory Options

Mandatory
Restructure
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This would involve the government advising
organisations that their funding approvals will finish at
the end of the current service agreement and the
funds will be retendered. This could be applied to:
x all organisations
x organisations with PDRSS budgets of less than
$300k
x a percentage of all organisations budget
x specific service types.
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The Department uses each of the building blocks in
reinvesting the funds released.

6.5.9 Summary
VICSERV considers that reducing fragmentation in the CMMH service system is desirable
and inevitable. This paper has outlined a series of options for reform to illustrate the range
of voluntary as well as mandated strategies to achieve this. As the industry body, it is aware
that a number of VICSERV members are considering these issues and thinking about their
futures. This section of the paper will be a useful resource for Boards of Management and
staff.
Many of the options can be applied simultaneously. Some of the options will work for a
number of organisations. The reform process needs to be open to utilising the change
mechanisms that work effectively and meet the process criteria outlined earlier.
Many of the options can be advanced through an active collaboration within the CMMH
service system. This is a fundamentally important part of the agenda.
All of the change options outlined in Figure 22 require clear authorisation from Boards and
the Department of Health as the funding body.
Community service organisations are routinely required to make important strategic
decisions regarding the future directions and priorities of their organisations. For those in
CMMH, this is one of those times. Change is coming. Addressing the current
fragmentation is a vital part of preparing for growth and enhancing &00+SURYLGHUV·
capability to deliver outcomes to people in need.
There is also a FHUWDLQ¶spirit· that drives many community sector organisations: a
commitment to the best outcomes for consumers and carers. The processes that support
organisations considering their future role in CMMH will need to be sensitive to these
varying motivations.
However, these are not easy decisions to make. Workforce, systems, reputation and
status are all affected. In many organisations there are passionate people who have made
considerable efforts to develop services.
While the organisations that make up the CMMH service system did not cause the
fragmentation issue, they can act to reduce it, if not resolve it. For many organisations this
requires an objective analysis of the balance of public good and organisational interest.

6.6 NAMING OF SERVICES
The current name of CMMH services, Psychiatric Disability Rehabilitation and Support Services
(PDRSS) reflects an historical perspective on the purpose and role of services. Also, it is not
easily understood by the general public or other service providers. It is not consistent with
national trends where mental health services focus on recovery and increasing social inclusion
are rHIHUUHGE\WKHXVHRIWKHWHUP¶communit\·WRGLVWLQJXLVKWKHPIURPWKHclinical services
that are largely auspiced by hospital networks.
Therefore, VICSERV proposes that the term ¶community managed mental health· and/or
¶community-based services· be used to replace the term ¶Psychiatric Disability Rehabilitation
Support Services (PDRSS)· and that the Victorian Department of Health cease using the term
PDRSS as a name for its funding stream.
VICSERV also proposes that it work with the Department of Health to consult with services to
LGHQWLI\DQDPHWKDWGHVFULEHVWKH¶VHFWRU·DQGLWVcontemporary role and purpose as outlined in
Section 5. As a result, VICSERV, as the peak body, will be renamed.

6.7 ACCESS TO HOUSING
In 2009 VICSERV released a series of linked papers that presented evidence of the
social exclusion experienced by people with a mental illness and a series of
propositions for increasing social inclusion. The paper on housing called for the
following initiatives:
x

introduce housing policy and options with an explicit focus on people
recovering from severe mental illness

x

scalable, flexible models of housing-linked support

x

economic modelling of costs/benefits of stable housing

x

address the critical issue of ageing carers and housing risks.

While there has been some progress on this issue over the past two years, recent investments
in social housing have been inadequate to meet the needs of this highly vulnerable group.
«7his research has shown supported housing, when compared to treatment as
usual in the community that does not include housing, to achieve greater
improvements in housing stability, housing choice and control, employment,
social networks and subjective quality of life as well as decreases in
hospitalisation, psychiatric symptoms and substance use for people with serious
mental illness.45
VICSERV reasserts the critical importance of increasing housing options for people with serious
mental health issues. It is committed to increasing its advocacy on social housing for people with

45

Nelson G, Aubry T, Hutchison J (2010) International Encyclopaedia of Rehabilitation, Housing and Mental
Health, p 6
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serious mental health issues and supporting the development of housing and support initiatives
in Victoria. There is a need for a more integrated approach to housing and support for people
with serious mental illnesses in Victoria.
The Australian *RYHUQPHQW·V0HQWDO+HDOWK,QLWLDWLYHLQFOXGHVDSDUWQHUVKLSFRPSRQHQW
whereby the Australian Government will match funding with states and territories for reform.
One of the identified priorities for this fund pool relates to mental health housing. The Victorian
Government should consider whether existing resources, both capital and recurrent, could be
used to attract the Commonwealth funding and then influence reform.

6.8 FUTURE SYSTEM PLANNING
The reforms and the new service initiatives proposed in this paper will make a significant and
lasting difference to CMMH services·LQIOXHQFHRQFRQVXPHUVIDPLOLHVFDUHUVDQGWKH
community. The reforms will only go part of the way to positioning the service system for the
long-term future outlined.
The NDIS, if approved by governments, will have a transformational effect on service systems
and provisions. The sensible position for the Victorian CMMH service system to adopt is to
assume that the NDIS will be implemented and to plan accordingly.
Organisations will have to adapt to a very different operating environment if the NDIS is
introduced. Early planning will assist that transition.
Proactive planning is also important to the design and operation of the scheme. Advocates for
the scheme were primarily focussed on the needs of people with physical and intellectual
disabilities. It is telling that the Productivity Commission, in releasing its draft report in February
2011, specifically asked for feedback on whether mental health should be included in the
scheme and if so, on what terms.
People with a mental illness and their carers have distinctive needs that must be recognised in
the design of the scheme. The Victorian CMMH service system has a unique capacity to inform
the thinking and planning from a mental health recovery perspective. This comes about because
of the size and robustness of the CMMH service system in this state. Active engagement will
benefit members.
The Victorian Government has demonstrated its commitment to the NDIS by establishing an
Implementation Task Force. This provides a valuable opportunity to work collaboratively with
the Victorian Government to ensure that mental health perspectives are brought to bear on the
VFKHPH·VSODQQLQJ
It is proposed that CMMH services, via VICSERV, begin working on a number of planning
projects. The focus of the projects is to ensure that the sector is positioned to contribute to and
act upon the key elements of the NDIS.
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COAG agreed to progress quickly the measures agreed as part of the National
Disability Agreement that have also been identified as foundation reforms for a
National Disability Insurance Scheme, including development of a national
assessment framework; nationally consistent service and quality standards for
the disability services sector; and a comprehensive national disability services
workforce strategy.46
The goal is not to duplicate work that will be done around the nation, but to:
x ensure there is well informed thinking about the particular needs of people facing
serious mental health issues included in the working structures of governments
x ensure that CMMH organisations are well informed and therefore able to plan their
futures.

6.8.1 Assessment framework
There has been little investment within Australia in the development or
refinement of assessment tools that provide a rounded picture of
LQGLYLGXDO·VQHHGVDFURVVDUDQJHRIVXSSRUWW\SHV47
This quote from the Productivity Commission demonstrates the importance of CMMH
services· engagement in the development of assessment tools and processes.
The potential tools identified by the Commission primarily focus on disabilities rather
than psychosocial disabilities. The Commission, however, sets some ground rules by
acknowledging:
x the LPSRUWDQFHRIDVVHVVPHQWVUHFRJQLVLQJWKH¶DVSLUDWLRQV·RIWKHFRQVXPHU
x that the assessment process is an intervention that can contribute to the wellbeing
of the person involved.
It is proposed that CMMH services, in consultation with governments:
x review the six tools identified by the Commission for relevance and
appropriateness to those with psychosocial disability and explore other potential
tools
x utilise existing services to test potential tools in practical situations
x develop models for and approaches to working with independent assessors. This
would include skills and capabilities as well as approaches
x develop processes for routine carer needs assessment and support plans.

COAG Communiqué 19 August 2011, p 4
Productivity Commission (2011) Disability Care and Support, Productivity Commission Inquiry Report No.
54, Canberra, p 320

46
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6.8.2 Information technology
The reform and development strategy can only be fully implemented if supported by
contemporary information management systems.
Client and carer information, performance reporting and, particularly, financial reporting
will need to change and be enhanced. The Victorian Government has begun but has
not advanced the development of a new mental health data system; work on such a
system is now urgently required.
The introduction of new assessment processes and efficient pricing mechanisms will be
contingent on improved client and carer activity and costing data and cannot be
achieved using the existing mix of electronic systems and classification structures that
exist in the current CMMH service system.
This is a priority and will involve detailed planning and substantial engagement, as well as
end cost.

6.9 RESOURCING THE CHANGE PROCESS
VICSERV is in a strong position to support and assist its members and other CMMH service
providers in responding to the reform agenda outlined in this paper. In releasing this paper
VICSERV reasserts its commitment to work tirelessly with its members and the Victorian
Government to contribute to real reform and development.
VICSERV is a strong industry body that has represented CMMH services in Victoria at a state
and national level for over 25 years. It has a high level of engagement with services and is well
respected for its policy and training work with, and on behalf of, services. It has the potential to
play a major leadership role in the proposed reform process if resourced to do so.
VICSERV operates in four key areas:
1.
2.
3.
4.

Providing policy advice and representing CMMH services
Information sharing and communication
Service development and sector support
Education and development of the CMMH and community sector workforce.

Community Managed Mental Health
An agenda for the future

83

Figure 23 - Key areas of operation

7KHSURJUDPRIDFWLYLWLHVRXWOLQHGLQWKLVSDSHULVFRQVLVWHQWZLWK9,&6(59·VUROHDQGIXQFWLRQDV
a peak body.
Plans are only productive if they can be implemented. The agenda outlined involves a major
commitment ³ of leadership, resources, time and money.
There are limited resources and capabilities within the sector now. This is not to suggest that
there is not substantial skill and knowledge that can be brought to bear, or that the organisations
involved do not have access to some resources that can be applied.
Given the existing service delivery demands and the internal change management challenges
required, it would be unrealistic to expect that either a large body of people or funding can be
released.
Change of the scale needed requires resourcing, VICSERV believes that the investment in new
services needs to be accompanied by investment in system coordination and integration if
resource efficiencies are to be achieved. VICSERV will be requesting an increase in the core
funding it receives from the Victorian Government. It will also be seeking funds to engage
community managed CMMH services and other sectors in this agenda for change.
The following section includes an action plan to take forward the service reform agenda.
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7 ACTION PLAN FOR REPOSITIONING THE
COMMUNITY MANAGED MENTAL HEALTH SERVICE
SYSTEM
7.1 OVERVIEW
An agenda for the future provides a framework for CMMH in Victoria. It also offers a challenging
and multi-faceted change agenda.
The agenda is designed to reposition CMMH services and, in so doing, establish:
x

a robust CMMH service system with an independent and shared identity recognised for
the value it provides to consumers and its ability to work collaboratively with other
providers

x

the leadership and structures to deliver effective and flexible services while also engaging
with governments on policy, strategy and regulatory directions.

The agenda iQGLFDWHV9,&6(59·VZLOOLQJQHVVWRWDNHDQH[SDQGHGOHDGHUVKLSUROHLQDGGUHVVLQJ
issues and in guiding the development of a service system capable of meeting the challenges of
the future. For VICSERV to achieve some of the aspirations of this report, it will require
member support and acknowledgement by the Victorian Government of the reform agenda.
There are many opportunities but also risks. The major risk is inaction on the big reforms and
system changes.
7KH3URGXFWLYLW\&RPPLVVLRQ·VUHSRUWRQWKH1',6recognises the importance of supporting
and resourcing significant change:
Given the magnitude of the proposed changes, it will be important for the NDIS
to provide adequate support to both people with disability, and to specialist
providers, as they adjust to the new system48.
There are many reasons why governments should support the agenda and the action plan
proposed. The benefits of doing so include:
x improved outcomes for consumers, families and carers
x efficiencies that can be invested in responding to demand
x reduced costs in clinical and other publicly funded services systems, such as the justice
and health systems.

7.2 PRIORITIES
A broad program of work is required if the changes are to be delivered in a timely way.

48

Productivity Commission (2011) Disability Care and Support, Productivity Commission Inquiry Report No.
54, p 474
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7.2.1 System design ³ a new program framework
The preparation of a new program framework is fundamental to service improvement.
VICSERV advocates that the Victorian Government should commit to the immediate
review and redevelopment of a new funding model and service structure. This should
include the current arrangements for the delivery of PARCS and Community Care Units
(CCUs).
The framework presented in high-level form in this paper is designed to assist progress
towards a fully individualised hierarchy. The framework seeks to ensure that existing
activities, whether Day Programs, MSSH, respite services or residential programs, are
included. It does, however, seek to reframe these in the context of individual service
need. It is also intended to support changes in the mix and range of services, not simply
to upgrade the documentation and maintain the status quo.
The framework as outlined in this paper will need:
x refinement after consultation
x elaboration in guidelines that enables service reform and practice improvement
x development of measures that inform performance reporting requirements
x alignment with funding requirements.

7.2.2 ICT Infrastructure
The priority infrastructure requirement relates to ICT development. CMMH
organisations cannot meet the requirements for performance reporting discussed, and
the introduction of new assessment and efficient pricing mechanisms will depend upon
the availability of consistent and comparable data.
The Victorian Department of Health should lead this work with sectoral engagement
and in consultation with other governments, given the medium-term national
implications. VICSERV recommends that the Department of Health advances work on
the development of a new mental health data system. This will enable the collection of
more comprehensive client information and service information (including services not
funded by the Victorian Government), performance and financial reporting.
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7.2.3 Individual packages trial
The existing investment and knowledge embedded in the HBOS program provides a
valuable base for developing expanded and improved approaches. Trials are underway
in IHBOS and SECU Diversion and the learnings from these will be important for the
future. A controlled trial, led by the Department of Health working specifically with
people facing serious mental health challenges that introduces some of the additional
features of individualisation would assist CMMH providers now and into the future.
The purpose of this initiative is to ensure that Victoria is at the forefront of national
planning for individual packages to meet individual needs in the context of both the
Australian Government Mental Health Initiative and the NDIS.

7.2.4 Area planning
VICSERV advocates that the Victorian Department of Health should commission a
project to trial local area planning with the aim of achieving a configuration of local
CMMH services that improves navigation for consumers, carers, CMMH workers and
the broader service system, to match service offerings to identified needs and ensure
that the service system is responsive in the emerging context of the introduction of
more individualised services and the NDIS.
Area planning will need a significant investment of effort and resources. This investment
will be in developing a process which:
x is rigorous
x engages stakeholders
x does not overload the service system.

7.2.5 Building stronger organisations for the future
Community managed mental health services are at a crossroads. Service providers
recognise the need for service reform at the same time as they are experiencing
significant and sustained growth in funding. An agenda for the future proposes a strategy
for building stronger mental health services that addresses these two significant
challenges. It outlines a roadmap for achieving the required change in an effective and
orderly manner over the next 5 years.
In the medium to long term the reforms proposed in this paper and those flagged by
the government will lead to a vastly improved CMMH service system for consumers,
families and carers. A more efficient and rationalised service system will inspire
confidence in funding bodies and lead to increased resources to meet demand.
VICSERV will seek funding to participate in the range of reform activities outlined in this
paper and to undertake defined projects with CMMH services. Of particular importance
is the development and implementation of an organisational capabilities framework.
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VICSERV will also seek an increase in its core funding for statewide support and training
in line with the growing size and complexity of the CMMH service system and
workforce and with its own and the governmentV· ambitions for the future development
of these services.

7.2.6 Governance
Changes in service funding and new models of service delivery will require new
approaches to governance. A significant review of governance arrangements, and
support to enable new approaches, is needed to enable future development of CMMH
services.
The Department of Health, agencies and VICSERV have a role to play in clarifying and
strengthening governance of the CMMH service system.
VICSERV advocates for a program of governance activities and projects, which clearly
articulates the role of various stakeholders and identifies appropriate funding to support
the process of change.

7.2.7 Ambassador
A program of works as proposed will require public conversations about ideas in this
paper, listening to the views of consumers, carers and service providers and attending
to media interest in this reform process.
VICSERV considers that the appointment of an Ambassador to CMMH would assist the
more technical aspects of the proposed reform agenda.
The Ambassador could also ensure representation of CMMH at high level strategic
committees such as the Mental Health Reform Council.
VICSERV will seek the support of the Victorian Minister for Mental Health to identify and
appoint an independent person to act as an Ambassador for Community Managed
Mental Health across and within the CMMH service system and at a state and national
level as required.
Critical to the success of this role will be suitable funding and a clear authorising
environment.

7.2.8 Evaluation
The changes proposed in this paper are significant and a modest investment in
evaluation will ensure that learnings can be systematically drawn out as the work
proceeds. Evaluation will also inform change in other parts of the mental health system
and jurisdictions.
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7.3 SUMMARY OF RECOMMENDATIONS
1. That the Department of Health develops a new program structure for PDRSS services
including:
x

reviews of all PDRSS program guidelines and funding models (HBOS, Day
Programs, Youth and Adult Residential Rehabilitation Services, Supported
Accommodation, MSSH and Planned Respite).

x

reviews the adequacy, function and geographic distribution of all PDRSS funding
allocations not tied to specific program types.

x

a new name to refer to PDRS services and funding stream. VICSERV believes the
WHUP¶FRPPXQLW\PDQDJHG(and/or based) PHQWDOKHDOWKVHUYLFHV·EHWWHUUHIOHFWV
WKHVHVHUYLFHV·JRYHUQDQFH arrangements and aligns with national trends.

x

a new mental health data system to enable the collection of more comprehensive
client information and service information (including services not funded by the
Victorian Government), performance and financial reporting.

2. That the Department of Health commissions a Local Area Planning project focussed on
CMMH services to be staged over three years.
3. That the Department of Health develops an individual packages trial to ensure Victoria is
well placed to implement this model in the context of both the Australian Government
Mental Health Initiative and the NDIS. The work should build on IHBOS and SECU
Diversion trials.
4. That VICSERV is funded to undertake a range of projects and activities with CMMH services
designed to build stronger, more capable service provider organisations including a
capabilities framework and a strengthening of governance arrangements.
5. 7KDWWKH'HSDUWPHQWRI+HDOWKUHYLHZV9,&6(59·VFRUHIXQGLQJWRHQVXUH9,&6(59FDQ
adequately respond to the growth and increased demand for state-wide support and
workforce training and development.
6. That the Victorian Minister for Mental Health and VICSERV collaborate to identify and
appoint an independent person who is funded and authorised to act as an Ambassador for
CMMH across the CMMH service system and the wider service system at a state and
national level as required.

Community Managed Mental Health
An agenda for the future

89

8 CONCLUSION
This paper has demonstrated that CMMH plays an important role in the lives of many
consumers, carers and families. It helps people deal with the direct consequences of mental
illness and to address the social and economic disadvantages that are often associated. CMMH
services in Victoria have led on many important reforms.
CMMH services are entering a new phase in their history. Mental health and CMMH in
SDUWLFXODUDUHKLJKRQJRYHUQPHQWV·DJHQGDV7KLVKDVEHHQEDFNHGXSE\VLJQLILFDQWIXQGLQJ
commitments and policy. This will change the leadership dynamic, governance processes and
funding. CMMH services will be challenged to develop more sophisticated and diverse
relationships and partnerships in order to prosper and make a leadership contribution.
The NDIS will be transformational if it is introduced. It has the potential to almost double the
size of the CMMH service system, it will also embed fundamentally different drivers, systems
and accountabilities.
This paper outlines an agenda for a fundamental reform to the current CMMH service system.
It proposes a series of actions to develop a new service system for the future. The existing
program structure, the configuration of CMMH providers in specific areas, the fragmentation
that is caused by too many agencies receiving too small allocations and organisational capability
are all targeted for reform.
These reforms are consistent with changes taking place across the broader community services
sector. The recent release of the Cummins Report on proWHFWLQJ9LFWRULD·VYXOQHUDEOHFKLOGUHQ
recommends reducing the number of non-government service delivery agencies and
undertaking area planning to meet local needs. The Alcohol and Other Drugs Sector is in the
midst of a reform process that proposes the introduction of new program structures. The
national peak body for disability services (NDS) has produced a major report to support their
members to operate effectively in an environment that will see the introduction of a national
entitlement based system, use of individualised packages, development of a more competitive
market for disability services and strengthened outcome monitoring. The CMMH sector is
currently awaiting the release of a state government PDRSS reform framework that is likely to
outline similar changes.
Transformation will require CMMH VHUYLFHV· leadership through their peak. It will also require
bureaucratic and government engagement as funding and support is sought to implement the
actions outlined in this paper. VICSERV believes that the benefits to people affected by mental
illness as a result of this reform will amount to a significant return on investment.
The agenda for change outlined in this paper requires bold and decisive action from leaders
across the CMMH service system and governments. The time to act is now!
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ABBREVIATIONS USED IN THIS REPORT
ABF

Activity Based Funding

CALD

Culturally and Linguistically Diverse

CCU

Community Care Unit

CMMH

Community Managed Mental Health

CMMH service system

Community Managed Mental Health Services referred to
collectively

CSO

Community Service Organisation

HBOS

Home Based Outreach Support

ICT

Information and Communication Technology

IHBOS

Intensive Home Based Outreach Support

MSSH

Mutual Support and Self Help

NDIS

National Disability Insurance Scheme

NFP

Not for Profit

NDIS

National Disability Insurance Scheme

PARC/S

Prevention and Recovery Care / Services

PDRSS

Psychiatric Disability Rehabilitation Support Services

PDRSS

Psychiatric Disability Rehabilitation Support Services referred to
collectively

SECU

Secure Extended Care Units
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TERMINOLOGY USED IN THIS REPORT
Community managed mental health (CMMH) services are those services funded by the
Victorian Government Department of Health under the Psychiatric Disability Rehabilitation and
Support Services (PDRSS) funding stream. They have been referred to as PDRSS or collectively
as the PDRSS sector. They may also provide Commonwealth mental health services and other
health and community services.
Use of the title of a funding stream does not accurately reflect the broad range of funding
sources that many agencies access to deliver mental health services. Nor does it reflect the
distinctive governance structure of the services which are run by voluntary Committees of
Management to provide recovery-based services to voluntary clients in their own homes or as
close to them as possible. The terms PDRS and psychosocial disability rehabilitation support
services are not immediately meaningful to consumers and carers in the context of the services
WKH\UHFHLYH9,&6(59ZLOOQRZXVHWKHWHUP¶FRPPXQLW\PDQDJHG DQGRUEDVHG PHQWDO
KHDOWK·UDWKHUWKDQ3'5667KLVZLOODOVRSURYLGHFRQVLVWHQF\ZLWKWKHQRPHQFODWXUHRIVLPLODU
services across Australia.
Where PDRSS is used in this report it is to identify the specific financial contribution made to
community managed mental health agencies by the Victorian State Government. PDRSS funded
programs include: Mutual Support and Self Help (MSSH), Home Based Outreach Support
(HBOS) and Intensive HBOS, Planned Respite, Psychosocial Day Programs, Residential
Rehabilitation, Supported Accommodation and Prevention and Recovery Care (PARC) services.
Clinical services or the clinical sector refers to the part of the Victorian specialist mental health
service that is managed by public hospitals. They provide assessment, diagnosis, treatment,
clinical case management, inpatient care and a range of residential and community-based
options. CMMH services work closely with clinical services.
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APPENDIX A: THE VICTORIAN GOVE510(17·6MENTAL
HEALTH REFORM STRATEGY ² 2009-2019
Psychiatric Disability Rehabilitation Support Services
The Psychiatric Disability Rehabilitation Support Services (PDRSS) sector operates under a
broad recovery framework, adopting a whole-of-person approach and a model of care that
stresses the importance of social factors in mental health and wellbeing. The sector is governed
by NGOs and other community agencies and funded to deliver a range of community-based
services.
We expect that over coming years this sector will consolidate its role and become a more equal
partner with specialist clinical services in the overall system of mental health care, and a central
part of the social inclusion thrust of reform. Over time, this will require capacity building and
changes to staffing profiles. As a result of these changes and other factors, the name PDRSS may
no longer be adequate ³a new name emphasising psychosocial recovery might be more
suitable.
The strategy signals the need for the PDRSS sector to be more closely coordinated with clinical
services, without losing its distinctive approach. This will be assisted by joint planning,
professional training and development, and shared management of some activities.
The sector will be supported and encouraged to build on the strength in its diversity and local
focus, while working to become less fragmented and clearer about the scope of its activities. A
sound evidence base should underpin effective psychosocial support and sector development.
The sector is well placed to play stronger roles in a wider range of psychosocial and
LQWHUPHGLDWH¶VWHS-GRZQ·FDUH ERWKEHGEDVHGDQGRXWUHDFK DQGLQFDUHFRRUGLQDWLRQIRU
consumers needing sustained care and support. There are also opportunities for the PDRSS
VHFWRUWREHPRUHDFWLYHDWWKH¶IURQWHQG·RIWKHFDUHSDWKZD\GHOLYHULQJHDUO\LQWHUYHQWLRQV
that help avoid the need for acute services.
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APPENDIX B: NATIONAL MENTAL HEALTH STANDARDS
2010 ³PRINCIPLES OF RECOVERY ORIENTED MENTAL
HEALTH PRACTICE
The purpose of principles of recovery oriented mental health practice is to ensure that mental
health services are being delivered in a way that supports the recovery of mental health
consumers.
1. Uniqueness of the individual
Recovery oriented mental health practice:
x recognises that recovery is not necessarily about cure but is about having
opportunities for choices and living a meaningful, satisfying and purposeful life,
and being a valued member of the community
x

accepts that recovery outcomes are personal and unique for each individual and
go beyond an exclusive health focus to include an emphasis on social inclusion
and quality of life

x

empowers individuals so they recognise that they are at the centre of the care
they receive.

2. Real choices
Recovery oriented mental health practice:
x

supports and empowers individuals to make their own choices about how they
want to lead their lives and acknowledges choices need to be meaningful and
creatively explored

x

supports individuals to build on their strengths and take as much responsibility
for their lives as they can at any given time

x

ensures that there is a balance between duty of care and support for individuals
to take positive risks and make the most of new opportunities.

3. Attitudes and rights
Recovery oriented mental health practice:
x

involves listening to, learning from and acting upon communications from the
individuals and their carers about what is important to each individual

x

SURPRWHVDQGSURWHFWVLQGLYLGXDO·VOHJDOFLWL]HQVKLSDQGKXPDQULJKWV

x

supports individuals to maintain and develop social, recreational, occupational
and vocational activities which are meaningful to the individual

x

LQVWLOVKRSHLQDQLQGLYLGXDO·VIXWXUHDQGDELOLW\WROLYHDPHDQLQJIXOOLIH
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4. Dignity and respect
Recovery oriented mental health practice:
x

consists of being courteous, respectful and honest in all interactions

x

involves sensitivity and respect for each individual, particularly for their values,
beliefs and culture

x

challenges discrimination and stigma wherever it exists within our own services
or the broader community.

5. Partnership and communication
Recovery oriented mental health practice:
x

acknowledges each individual is an expert on their own life and that recovery
involves working in partnership with individuals and their carers to provide
support in a way that makes sense to them

x

values the importance of sharing relevant information and the need to
communicate clearly to enable effective engagement

x

involves working in positive and realistic ways with individuals and their carers to
help them realise their own hopes, goals and aspirations.

6. Evaluating recovery
Recovery oriented mental health practice:
x

ensures and enables continuous evaluation of recovery-based practice at several
levels

x

[ensures] individuals and their carers can track their own progress

x

[enables] services [to] GHPRQVWUDWHWKDWWKH\XVHWKHLQGLYLGXDO·VH[SHULHQFHVRI
care to inform quality improvement activities

x

[ensures] the mental health system reports on key outcomes that indicate
recovery including (but not limited to) housing, employment, education and
social and family relationships as well as health and wellbeing measures.

These recovery principles have been adapted from the Hertfordshire Partnership NHS
Foundation Trust Recovery Principles in the UK.
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APPENDIX C: VICTORIAN MENTAL HEALTH REFORM
STRATEGY 2009²2019 PRINCIPLES FOR REFORM
Guiding principles for reform
Consumer-centred service provision
Recognising that the interests and preferences of consumers should inform all aspects of service
GHYHORSPHQWDQGGHOLYHU\DGGUHVVLQJWKHIXOOUDQJHRIQHHGVWKDWFRQWULEXWHWRDSHUVRQ·VORQJterm overall health and wellbeing. The aim is an equal and active partnership between
consumers and professionals based on rights and responsibilities, respect and empowerment.
Family and carer inclusion
Involving carers and family members in care planning and delivery, respecting their lived
experience, knowledge and the care they provide, and responding to their increased
vulnerability as a result of their caring role.
Population-based planning
Planning services on the basis of the needs of, and affects, the whole community (and defined
sub-groups), and across the spectrum of severity. This approach will help ensure that effort is
invested where the greatest benefits can be realised, while maintaining a clear focus on those
with the most intense and urgent needs for support.
Social model of health
Acknowledging that mental wellbeing is determined by social and psychosocial as well as
biological and medical factors. This suggests a greater focus on risk and protective factors such as
housing, employment, socio-economic status, education, and family and peer relationships,
together with the effect of trauma, stigma and discrimination.
Equity and responsiveness to diversity
Recognising that social and economic disadvantage and discrimination can contribute to and
exacerbate mental health issues and hinder recovery; and that the diversity of the Victorian
community requires a range of approaches and supports focused on rurality, ethnicity,
Aboriginality, gender and sexuality.
Evidence-based practice
Developing responses based on identified client needs and the best available evidence on
effectiveness through research and evaluation to inform practice knowledge, ensuring that the
system can respond rapidly to new knowledge when it becomes available.
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APPENDIX D: CONSULTATIONS

In consulting members and other stakeholders in relation to the Agenda for the Future paper,
VICSERV was guided by its Policy Development Consultation Framework. The Framework
outlines the extent and type of consultation that is most appropriate, considerations influencing
consultation and the purpose of the consultation. As a result of several years of policy
development work including the VICSERV Pathways to Social Inclusion papers and the
VICSERV Sector Development project that resulted in the discussion paper the Case for
Investment and significant collaboration with the Victorian Department of Health around
reforms to the mental health service system VICSERV had a good sense of the major issues
facing the sector. Consultation in this case assisted VICSERV in enhancing this knowledge as
well a gathering the general views of its membership in relation to the proposed
recommendations.
The consultation period commenced with the release of the Agenda for the Future:
Consultation Paper DWWKH9,&6(590HPEHUV·)RUXPRQ-DQXDU\$FRS\RIWKH
Consultation Paper was also placed on the VICSERV website with a member bulletin sent to
all member agencies alerting them to the paper and inviting engagement with the issues
presented. The release of the paper was followed by a number of speaking engagements and
visits with consumer and carer peak bodies, with individual member organisations, Boards and
other key networks and stakeholders.
Members as well as other interested stakeholders were updated on the progress of
FRQVXOWDWLRQVYLD9,&6(59·VIRUWQLJKWO\QHZVOHWWHU, Factsline. Stakeholders were also invited to
make written submissions and/or telephone any feedback through to VICSERV. Some
individuals have taken up this opportunity whilst others have indicated that they will be
submitting written feedback to the consultation paper.
VICSERV held an open day on 15 March 2012. The open day consisted of 2 two-hour blocks
of time for individuals to attend to discuss their impressions of the paper and some of the
issues it had raised.
VICSERV benefited from discussions with a wide range of stakeholders during the consultation
process. :LWKWKHLPPLQHQWUHOHDVHRIWKH9LFWRULDQ*RYHUQPHQW·V3'566UHIRUPIUDPHZRUN
it is hoped that members are now in a good position to respond to that document and
prepare themselves for a radically changed operating environment in the future.
Conversations and consultations between VICSERV and its members will continue as the
reform process unfolds over the next few years.
Summary of feedback
The Agenda for the future FRQVXOWDWLRQSDSHUZDVSUHVHQWHGWRD9,&6(59PHPEHUV·IRUXP
on 31 January where seventy people were in attendance. The paper was well received with
members supportive of VICSERV taking the initiative in the reform process. The research
behind the recommendations was seen as compelling, especially around the fragmented
distribution of PDRSS funding. Members acknowledged that change had to occur but there
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was some scepticism that agencies would voluntarily relinquish funding. The alternative course
of action involving the Victorian Government decommissioning agencies was regarded as a
concern as it could lead to divisive competition and price undercutting by new players.
Forum participants spoke about the likely impact of the Australian Government Mental Health
Initiative and the Commonwealth being the major player in mental health policy and funding.
Questions were raised whether the paper takes the new role for the Commonwealth into
account sufficiently. General comments were made about specific aspects of the paper which
are discussed in more detail below.
In order to get a wide range of feedback on the paper, VICSERV staff made themselves
available to address Boards and staff and undertook a round of consultations across the state.
$QRSHQGD\ZDVKHOGDW9,&6(59WRDOORZPHPEHUVLQFOXGLQJWKRVHZKRKDGQ·WDWWHQGHG
the forum, to gain more detailed information and raise any questions or issues of concern that
they had. Several members also responded to the paper by email, telephone and informal
conversations. This section summarises the feedback received during February and March.
Conversations and consultation will be an ongoing feature of the reform process planned for
the next three to five years.
A more rational service system
There was a perception that the paper would lead to fewer and larger providers and that
VICSERV was advocating for this. This was in spite of the fact that the paper does not make a
specific recommendation about reducing the number of agencies in the sector. The
implications of the fragmentation created by a large number of agencies having a small
allocation of PDRSS funding were debated and discussed. Examples were given of small
amounts of funding enabling access to broader services for people with a mental illness. In
other cases it was argued that the total budget, including Commonwealth funding for mental
health programs, needed to be taken into account. The point was also made that some
agencies rely on volunteers and donations to make their funding dollar go further and increase
their social capital. The recommendation for a review of program guidelines and funding
models will need to take into account how funding is used as well as accounting for the
approximately $6million that is allocated in small amounts outside of the Department of
Health PDRSS program structure.
Along with concerns about fewer agencies, as distinct from a more rational service system,
there was an issue raised about whether the paper supports the development of the sector
through increased funding. The paper includes a section outlining the funding commitments of
both the state and Commonwealth governments. The fact that funding for community
managed mental health is expected to almost double over the next few years is one of the
drivers for reform identified in the paper. Agencies need to be well positioned to take
advantage of new money. Discussion took place about the changing environment and the
need for organisations to demonstrate certain capabilities and that indeed VICSERV has made
a recommendation that it is funded to assist all agencies to build their capacity in order to
become viable in the new environment. There was support for the Capabilities Framework
outlined in the paper.
Local area planning
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The recommendation that a local area planning project be commissioned by the Department
of Health was generally understood as having a positive outcome for consumers and carers if it
led to easier navigation and more streamlined access as well as addressing issues of
IUDJPHQWDWLRQ$VXJJHVWLRQZDVPDGHWKDWD¶EOXHSULQW·RIVHUYLFHVWKDWVKRXOGEHDYDLODEOHLQ
each area be developed. Questions were raised about whether clinical mental health services
and community services should also be included and what FRQVWLWXWHGDQ¶DUHD·5HJLRQDODQG
rural providers highlighted the difficulties of covering vast areas. Some spoke of having too
many providers and others of having not enough. They also said that they were, by necessity,
already working together in alliances to improve client access and outcomes. The suggestion
was made that a Rural Impact Statement be developed as part of the reform process to take
into account the impact of, for example, population based funding in areas with highly
geographically dispersed populations. Participants at one of the open day sessions mentioned
work that was being carried out in the Southern Metropolitan Region and the North and
Western Region that they believed would achieve a more coordinated and better planned
system.
Purpose and focus
The role and unique contribution of state-wide Mutual Support and Self Help (MSSH)
providers was seen as not being adequately reflected in the paper. This was in part tied to the
fact that the paper focuses on severe and persistent mental illness rather than high prevalence
disorders and early intervention activities, a point of concern raised in other feedback forums
and submissions. The Victorian Department of Health is planning to review the MSSH
program and VICSERV will seek to be actively involved in the process.
4XHVWLRQVZHUHUDLVHGDERXWWKHLQSXWRIFRQVXPHUVDQGFDUHUVLQWKHSDSHU·VGHYHORSPHQW
and the consultation process. The paper was commissioned by the VICSERV Board who
consulted with consumer and carer leaders in their organisation. The paper was generally well
UHFHLYHGE\ERWKWKHFRQVXPHUDQGFDUHU·VSHDNVDQGWKH&DUHUV1HWZRUNZKRZHUHDOO
SURYLGHGZLWKDWDUJHWHGEULHILQJ&DUHU·VDUHSRVLWLYHDERXWDQ\DFWLYLWLHVWKDWOHDGWR
consistent and coordinated access across the state.
The role of peer workers was regarded as being underdeveloped in the paper. This was a
reflection of what is still an emerging understanding of the various and diverse roles the peer
workforce can and does play across all domains of service delivery.
NDIS and individualised approaches
The uncertainty around the details of what an NDIS will look like was reflected in some
KHVLWDQF\DERXWWKHSDSHU·VUHFRPPHQGDWLRQRIDQLQGLYLGXDOSDFNDJHVWULDO7KHLQWURGXFWLRQ
of an individual packages model in the disability sector was seen by some as problematic and
had led to a loss of service for some consumers and carers and the closure of small agencies.
Examples were given about the potential difficulties in assessing eligibility and entitlement due
to the complex and episodic nature of serious mental illness. Furthermore, it was deemed
unlikely that many eligible clients could self-manage their packages. There were concerns that
a fully individualised service model would create insecurity for staff and lead to increased
casulalisation of the workforce. Others felt that a trial that builds on the Intensive Home Based
Outreach (IHBOS) and SECU Diversion trials would identify potential difficulties. Feedback
from rural providers was that they would like to be included in a trial. VICSERV has as a
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priority to undertake further analysis of the impact and implications of an NDIS for people with
a mental illness and their carers.
Emphasis and future direction
Some member feedback emphasised the need for VICSERV to promote the benefits of the
community managed service system, especially the health costs that are saved by keeping
people out of hospital, rather than focus on the weaknesses of the service system. It was
acknowledged that a full cost benefit analysis was beyond the scope of the paper. The Agenda
for the future builds on the VICSERV Sector Development project conducted in 2010
particularly the discussion paper the Case for Investment that came out of the project.
5HODWHGIHHGEDFNSHUWDLQHGWRWKHSDSHU·VLGHQWLILFDWLRQRIDVKLIWWRZDUGVDPRUHPDUNHWEDVHG
model of service delivery in the future. The example of the Disability Employment Services
sector was used to caution against the emphasis shifting to predetermined outcomes and
PDLQWDLQLQJUDWLQJVLQDPDUNHWEDVHGPRGHODQGORVLQJVLJKWRIFRQVXPHUV·LQGLYLGXDODQG
complex needs. Providers of aged care and disability packages spoke about the impact that for
profit providers moving into the space.
Other matters
There was a call for clarity around the role of the Ambassador for Community Mental Health
and how this role differed from the role of the peak body. VICSERV can advocate on its
PHPEHUV·EHKDOIKRZHYHUWKHUHDUHRWKHUVWDNHKROGHUVLQWKHUHIorm process who need to
be kept involved. The Ambassador would be able to address issues that arise in the reform
process and keep up the public profile of community managed mental health.
The importance of an effective data management system was highlighted and it was felt that
there existing systems that could be used rather than the Department of Health attempting to
build a completely new system.
Most of the feedback supported the need for a name change to describe services funded
under the PDRSS program. There was not a strong view about what that name should be,
but that it should be simple and describe what services do.
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