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Overall score

Mental Health Index 2016—0verall score

Mental health Index among Asia-
Pacific Region, 2016

Source

Rank Country
1 Mew Zealand 047
2 Australia [INNEENEGIGNGEEE %)
3 Taiwan NN .1
4 Singapore I 7.«
5 South Korea |GG - .-

& Japan (NG

7 Hong Kong [INNEG - .

& Malaysia [INNENGNE - . 1

9 China NG : - .

10 Thailand [ NG -

11 India |GG -

12 Philippines [ININGNGNGNG 25.5

13 Vietnam I 20.6

14 Indonesia [N 15.7

15 Pakistan [l 12.58

: The Econamist Intelligence Unit

. Taiwan ranked the

No 3 in the Mental
Health Index, 2016
among Asia Pacific
countries.
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Australia vs Taiwan

e Australia  Taiwan
* Population:24,715,868 (2018) e Population: 23,682,521 (2018)
* Total area: 7,686,850 Km? * Total area: 35,980 Km?
* GDP:1204.62 billion USD (2016) « GDP 529.58 billion USD (2016)
* NHE {5GDP: 10.3% (2015-2016) e NHE{5GDP: 6.3% (2016)
* Adjsuicide rate: 11.7 (2016)  Adj suicide rate: 12.3 (2016)

¢ /T/JHAI:[E—S@IA:T 7[:5)_%
° /7’</)‘H@$§ -




National mental health plans
A Changing Focus

* Focus on public mental health services
 Shift psychiatric beds to general hospitals
 |nstitutional to community care
* Better integration

« @onsumer rights

1992-1998 1998-2003 2003-2008 2006-2011

First Plan
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Shift to a community-based
system of care

All State and Territory governments
strengthened the community treatment and
support services available for people
affected by mental illness. Spending on
community-based services grew by 87% or
$292 millions.

At the commencement of the Strategy 29%
of mental health spending was dedicated to
caring for people in the community. By 1998,
this increased to 46%

The number of clinical staff providing
ambulatory mental health care increased by
68% in parallel with increased spending.

2,300 more health professionals were
employed in the ambulatory mental health
services in 1998 than in 1993.

1992-93 1997-98

29.40
- 45.90

54.10
70.60 %
%

Hospitals $810M Hospitals $741M

Community $338M Community $630M

Growth in ambulatory care mental health
services

100%
80%
60%
40%
20%

0%
92-93 93-94 94-95 95-96 96-97 97-98

—e—Expenditure =—e=Clinical Staff
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Reduction in size of separate
psychiatric institutions

Stand alone psychiatric Number of beds in public stand
institutions held a central alone psychiatric institutions

. . 7000
place in Australia’s mental

health system at the o000

commencement of the 5000

Strategy, accounting for 49% .,

of total mental health .

resources. By 1998, this

reduced to 29%. 2000 I
1000

Total beds in institutions 0

reduced by 42%' Jan-93 Jan-94 Jan-95 Jan-96 Jan-97 Jan-98

B Number of beds in public stand alone psychiatric institutions
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Reduced isolation of mental health services
from the mainstream health system

Acute psychiatric beds in
general hospitals have
increased by 34% since
1993. By 1998, 3 out of
every 4 acute beds were

located in general hospitals.

All States and Territories
have transferred the
management of public
mental health services to
the mainstream health
system.

% Acute beds located in general
hospitals
80%

75% 73%
70%
65%

60%

55%

50%
Jan-93 Jan-94 Jan-95 Jan-96 Jan-97 Jan-98

—% Acute beds located in general hospitals
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Increased consumer participation

in decision making

1994
Consumers and carers have

been included in all national
planning groups established
since the Strategy began.
Mental health leads the 33%
health industry in this area.
67%
At the service delivery level,
by 1998, 61% of
organisations had

Specific mental health consumer

established a formal representation

. General or no mental health
mechanism for consumer consumer representation
participation in local service
issues.

1075 0 AT B 3HGEkE

1998

39%

61%

Specific mental health consumer

representation
General or no mental health

consumer representation

10



Expansion of psychiatric disability
support services

Funds allocated to non-
government organisations to
provide support to people with
psychiatric disability grew by
200%.

The non-government sector
increased its overall share of
mental health funding from 2%
to 5%.

This was accompanied by a
65% increase in the number of
beds in 24-staffed hour
community residential units,
designed to replace the former

Spending on NGO disabillity
services

80 68.2
. 55.4
IS 39.7
= 40 263 322
22.6
=
> 5 01 1 I
0
92-93 93-94 94-95 95-96 96-97 97-98
B Spending on NGO disabillity services
Number of beds in 24-hour
community residential facilities
1919 1969
2000
1157
975
1000 824 792

, 11

Jan-93 Jan-94 Jan-95 Jan-96 Jan-97 Jan-98

B Number of beds in 24-hour community residential
facilities

role of psychiatric institutionsaoz s e e = s 11



Savings from reduction in institutions
redirected to new services

The commitments made to
reinvest savings from the Source of funds for increased spending

downsizing of older style on non-institutional services 1993-98

psychiatric institutions back into
mental health programs were met
by all States. 36%

48%
48% of the growth in community-
based and general hospital 7%
services was funded by resources
related through institutional
downsizing.

Savings from institutions S501M
National Strategy funds $175M
New State Funds $375M

107470 BT AEATR B 12



National mental health plans
A Changing Focus

* Expanded Focus
e GPs & Private Psychiatrists
* Depression programs given significance
* Promotion & Prevention

1992-1998 1998-2003 2003-2008 2006-2011

Second Plan

107 LR AR T B 32 13



Second National Mental Health Plan,
1998-2003

e Z:E % Fp [# (Promotion and Prevention):
— wILEd BAEZ SRR
- TR v
— FReEES 2RFE
- 2REW R
— B S
o PRIz 2235 B 7% (Partnerships in service reform)
- KT R
- B F R
— EEINFN g
« & H &3 »zir(Quality and effectiveness)
— > RFA B T % (National Survey of Mental health and Wellbeing)
- ey

National Action Plan for Promotion, Prevention, and Early

2
b4
> 1 7 BE I .
— T F R A Intervention for Mental Health, 1998-2003
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National Survey of Mental health
and Wellbeing

Tolal parsons
aged 1685 years

16 015 300
{100%: )
Any lifetime mantal Mo B etime
disorder{a) mental disorder
é T 285 &0 8 728 Foo
(45%%) (55%)
Ary 12-rmanth mantal Mo 12-rmonth

disorder{b} mential disorder
31497 800 4 088 800

(20%) (25%:)

(&) Persons who met crtera for diagnasis of a lifetime mental disorder (with hierarchy)
{0} Personswho mat critaria for diagnosisof a lifetime meantal disorder (with hierarchy) and had sympioms in
the 12 months pror to inbend ew.
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National Survey of Mental Health
and Wellbeing

Any 12-month mental disorder{a)ib)

(20%)
Anxialy disorders(b) Affactive disorders(b) Substance Use disorders(b)
(14.4%) [6.2%) {5.1%)
Panic Disorder (2.6%) Depressive Episode{c) (4.1%) Alcohol Harmful Use {2.9%)
Agoraphobia (2.8%) Drsthymia (1.3%) Alcohol Dependence (1.4%)
Social Phabiz (4.7%) Bipolar Affective Disorder (1.8%) Drug Use Disorders{d) (1.4%)

Generalised Anxiety Disorder {2.79%)
Dbsassive-Compulsive D ordar (1.9%)
Fost-Traumatic Stress Disorder (B8.4%)

(a) Persans who mel crileda for diagnoss of a lifelime mental disoder (with higranchy) and had sgmplomsin the 12 monihs prior

to inferview.

(b1 A peson may have had more Than one menial disorder. The componenls when added may therefore nol add o the iotal shown
ic)] Imcludes Severe Depressive Episode, Moderate Depressive Episode, and Mild Depressve Episode.

(d] Includes HarmTul Use and Dependencs

1074R L AT BB 3=



National mental health plans
A Changing Focus

 Mental health for all Australians
* 34 Outcomes
* 113 Key Directions
* No specific Commonwealth funds

1992-1998 1998-2003 2003-2008 2006-2011

Third Plan

107 LR AR T B 32 17



Third National Mental Health Plan
2003-2008

B —‘ﬁ £3 ﬁ@/ﬁ}?‘*‘ﬁ (Consumers and Carers)

3% 1 B 724 B (Partnership Development)

#A4 F R/ 4 4 (The Mental Health Workforce)

TRk A %5 i PEF%(Specialist Mental Health Services)
B & £ %7r(Dual Diagnosis)

PR+ F X_er%E+ (Underserved Populations)

& B~ 3 ot § 14 (Quality, Effectiveness, and

Accountability) National Mental Health Action Plan:

- Ways forward, 2003-2008
1074 L AE TN B LGk e
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Fourth National Mental Health Plan,
2009-2014

Ak € ¢ % E24 J (Social inclusion and recovery)

Ip F» 22 % Hp 4% ~ (Prevention and early intervention)
PRF%-B~18 ~ 1233 25 45 i PR 2E (Service access, coordination
and continuity of care)

r‘%%“’f&i’é& £1#T (Quality improvement and innovation)

F 4Pl € 4R 4 2 B (Accountability-measuring and

reporting progress)

National Mental Health Action Plan: An agenda for

collatow%r%t T%fﬁﬂefmﬂe@t action in mental health, 2009- 2014



Fifth National Mental Health and
Suicide Prevention Plan, 2017-2022

B & % B34 % PRix(Integrated regional planning and service)

3 PTp A [# 5 (Effective suicide prevention)

LA R A R/ R ie i 2 £ 4% (Coordinated Tx and supports
for people with severe and complex mental illness)

e R AR E T EANEE LN IEERE 2 S (Improving

Aboriginal and Torres Strait Islander mental health and suicide prevention)

AR E U ) 'lﬁ = fiiﬂz R B A5 HP 72 = (Improving the
physical health of people living with mental illness and reducing early
mortality)

% 14* ¢ 23 2 x (Reducing stigma and discrimination)

T W %51,%‘ PR 7% (Making safety and quality central to
mental health service delivery)

Fe i 9% & Fuerid T2 L 3] ix (Enablers of effective system

performance and system improvement are in place)
10747 L B TEN B LG5 20



Australia’s top 5 burden of disease
groups

Per cant

20

Cancer Cardio- Mental Musculo- Injuries
vascular skeletal

Disease group

Figure 2: Australia’'s top 5 burden of disease
groups, 2011

107400 Australia Mental Health Services, in brief, 2017



Australia’s mental Health Care system

Table 1: Overview of Australia's mental
health care system

NMedicore-subsidised services

Genearal Psychiatrises Psychologists
practitioners

Specialised mental health core settings

Public and COrmrmi ity Residential
private mental health mental health
hospitals care care services

Support services

Disability Homelessness fMental health
SUpport SUppPOrt Services programs
Senaces

107 Australia Mental Health Services, in brief, 2017 ,



Estimates of people with mental
illness receiving mental health care

* The 2007 NSMHWB of adults (aged 16—85)

estimated that about one-third of people with a mental
disorder in the previous 12 months accessed mental
health services (ABS 2008). Of these:

— 70.8% consulted a general practitioner (GP)
— 37.7% consulted a psychologist
— 22.7% consulted a psychiatrist.

Australia Mental Health Services, in brief, 2017
10740 A TIN Btk e 23



Mental health care provided by
general practitioners

12.4% of GP care was estimated to be mental health-
related in 2015-16

18.0 million estimated GP encounters were mental
health-related

3.2 million mental health MBS-specific GP services
were provided to 1.8 million patients

GPs provided 30.6% (3.2 million) of all Medicare-
subsidised mental health-specific services in 2015-16

10777 Australia Mental:Health Services, in brief, 2017 ,.



The 5 most common problems
managed during mental health-related GP
encounters, 2015-16

Mental health-related problem managed

Depression

Anxiety

sleep
disturbance

Acute stress
reaction

Schizophrenia

0 10 20 30 40
Per cent
Figure 3: The 5 most common problems

managed during mental health-related GP
encounters, 2015-16

107@@@%@%@@%%%%Iealth Services, in brief, 2017 .



State and territory community
mental health care services (CMHC)

9.4 million community mental health care service
contacts were provided to more than 410,000 people in
2015-16

40.8% of patients (just under 170,000 people) had a
medium to long term treatment length (92 days or more)

Schizophrenia was the most common principal diagnosis
recorded during a service contact

Nationally, about 1 in 7 (13.5%) service contacts were
provided to people with an Involuntary mental health
legal status in 2015-16

Australia Mental Health Services, in brief, 2017
10745 0O AETTEON B i 26



Overnight mental health-related
hospital care

244,934 overnight mental health-related

hospitalisations occurred in public and private
hospitals in 2015-16

16 days was the average length of mental health-
related hospitalisations

63.7% of overnight mental health-related
hospitalisations involved specialised care

Depressive episode was the most common principal
diagnosis for hospitalisations with specialised care

Australia Mental Health Services, in brief, 2017
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State and territory residential mental
health care (RMHC)

* 5,840 people received residential mental health care during
2015-16

e 7,727 episodes were provided, amounting to more than
307,000 care days

* Schizophrenia was the most common specified principal
diagnosis

* 19.4% of episodes were provided to people with an
Involuntary mental health legal status

 More than half (54.7%) of all completed residential episodes
lasted 2 weeks or less. About 1 in 20 episodes lasted 3 to 12
months (5.4%).

Australia Mental Health Services, in brief, 2017
10745 0O AETTEON B i 28



Mental health care, by setting and
mental health legal status, 2015-16

Per cent W Vaoluntary B Involuntary

100 -

a0 -

80 -

40 4

M)

0 -
Owearnight public Residential mantal  Community mantal health
hospital separations health care episodes  care service contacts

1074 L E AT B4k E
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Victoria Mental Health

10759 LEE BT B3
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Victoria in Australia

Australia
* six states, two territories.

Victoria:
* Population: 6.26 million
* Total area: 237,629 Km?
« 2" most populated state
4 25 M it B T ARG RN 3%
HEZSH | an s NN 1/4

1074 LR E A TEOA B 4Lk e 31



Victorian Mental Health Services

State-funded specialist mental health services provide community-
based and inpatient care for three main population groups in
Victoria:

— Children and adolescents (0-18 years)
— Adults (16-64 years)
— Older people (older than 65 years)

21 adult mental health services (AMHS), 17 aged persons mental
health services, 13 child adolescent mental health services (CAMHS),
Orygen Youth Health and a number of youth services statewide.

People can only access the services in their catchment area. Some
people use mental health services from several areas or regions.

If a person received treatment from an “out of area service”, the
AMHS in the person’s area of origin is responsible for ensuring
service provision and continuity of care.

1074 LB AT B Shas 32



How do clients use clinical services in
Victoria?

Figure 3: Source of mental health referrals, 201617

WHO RECEIVES FUELIC MEMTAL
HEALTH TREATHMENT?

#i 66,445
b, 36.6%

new clients

1 o

1.1%

of population
. @

* 50.4%

b, 32.6%

rural
2o 13.6% B Acute health B Client/self
z & [#]
; CALD B Emergency department B Community health services

B General practitioner B Folice

- ﬂ' .I' 215% W Family Cthers/unknown

Aboriginal or Torres
Strat lslander

1074 LE AT B SR E 33



Community-based service delivery

ENTRY

General Practitioners

Private psychiatrists

TO AND FROM
Public psychiatrists
- Self-referral

Other generic
agencies

EXIT

=

COMMUNITY
MENTAL HEALTH
SERVICE
Child & adolescent
- Adult
psychogeriatric

1079 LEEAETTBON B A

ACUTE
INPATIENT
SERVICE

(Access to Secure
Extended Care)

34



Victoria’s public mental health service
system

AREA-BASED CLINICAL SERVICES’

CHILD AND ADOLESCENT SERVICES (0-18 YEARS)™

« Acute inpatient services
« Autism assessment

« Consultation and liaison psychiatry

« Continuing care

« Doy programs
= Intensive mobile youth outreach services
= School-based early intervention programs

ADULT SERVICES (16-64 YEARS)”

« Acute community intervention services

« Acute inpatient services

« Psychiatric assessment and planning units

« Secure extended care and inpatient services

« Combined continuing care

+ Consultation and ligison psychiatry
« Community care units

» Prevention and recovery care (PARC)
« Early psychosis (16-25 years)

« Youth PARC (16-25 years)

AGED PERSONS SERVICES (G5+ YEARS)
« Acute inpatient services

= Aged persons health residential services

= Aged persons mental health
community teams

10745 R AR T B e 35




Mental health expenditure by
service type

2015-16 mental health expenditure by service type

B Community clinical
B Hospital
B MHCSS

B Coapital aszet charge
and depreciation

M Residential
Servica system capacity

B Sther

B PARC

In 2015, the Victorian Government invested
$1.14 billion in clinical mental health services

“and $128 million in MHCSS.
10747 LB AT B a2 36



Mental Health Community Support
Services (MHCSS)

 Mental Health Community Support Services (MHCSS) are distinct from clinical
mental health services, and play a vital role in supporting people with a severe
mental illness and psychiatric disability throughout the recovery process.

 MHCSS support people with psychiatric disability to manage their self-care,
improve social and relationship skills and achieve broader quality of life via
physical health, social connectedness, housing, education and employment.

* The intake assessment service:
— screens and determines eligibility to receive support
— prioritises referrals for people most in need
— refers eligible people to support services

— provides self-management information and follow-up contact with people on the needs
register as required

— provides general mental health information and facilitates referrals to other services

— coordinates access to regional bed-based community services and supported residential
services

— ensures that a person’s consent is given for the transfer of their information to local service

providers. - -
1074 AT B gk = 37



'0‘ ST VINCENT'S
w‘ HOSPITAL

MELBOURNE

St Vincent Mental Health
Services

1074R L AT BB 3=
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Psychiatric Triage

* Triage decision-making factors

— the person’s need for specialist mental health services

— the level of risk to the person and/or others

— the urgency of the response required from mental health or other services.
* Triage Codes

— A (emergency services response)

— B (high urgency mental health response)
— C (urgent mental health response)

— D (semi-urgent mental health response) - Vaane”
-'~_f._i'_ *-\_i.;,.-;;"i;-i ;
— E (non-urgent mental health response) A

— F (referral to alternative provider)
— G (information only/No further action)

107450 BB 2 (TR B 39
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Acute Inpatient Service (AlS)

 A44 bed inpatient unit providing short term inpatient
treatment to people during the acute phase of mental
illness, including a six bed Extra Care Unit (ECU) for
people with more intensive care needs.

Dr Matthew Warden Ms. Holly Francheschi

107470 BT AEATR B M



The Footbridge Community Care Unit
(CCU)

* This 20-bed community residential service with 24-hour
support, provides medium to long-term accommodation,
clinical care and rehabilitation for people with a serious
mental illness and psychosocial disability.

* Located in a residential area, it provides the residents with
“home-like” accommodation where they can learn or re-learn
everyday living skills necessary for their successful living in the
community.

* (Case manager to
— ldentify your personal recovery goals
— ldentify your personal strengths

— Explore your support needs

— Involve you in pIannin%xggf&%@:%Em\eﬁ};%% Ms. Bronwyn Morrison _



Case manager training program

1. Introduction to Case management and Rehabilitation
2. Psychopathology, Clinical Interviews and Mental State Assessment

3. Medication for people with SMI, assessment tools and clinical features of
people with Severe mental illness and Substance misuse problems

4. Psychosocial interventions, common assessment tools and outcome measures

5. Crisis intervention, Mental Health legislation and clinical features of people with
severe mental illness and personality disorder

6. Recovery Approach to case management, role of case-manager, and individual
care plans

7. Individual care plans, Physiotherapy, Community living skills and vocational
rehabilitation

8. Communication and counselling skills with individuals and their families

9. Solution-focused therapy, Peer specialist services and utilizing community
resources

10. Role of police, Case manag%%gg}ﬁfcgt%gjidétt‘i; n

] N§=2+4 43



North Fitzroy Prevention and
Recovery Care program (PARC)

* Prevention and Recovery Care program (PARC) Provides short
to medium term residential support for people with mental
illness. It is a ‘step up/step down’ service aimed at supporting
people in the community to prevent unnecessary hospital
admission and provides additional support to people being
discharged from hospital before they go home.

Ms. Katherine Davies 1074 O ER (T B A B3



Clarendon Community Mental
Health Service

 The Community Mental Health Services have multiple
functions including psychiatric triage, assessment, secondary
consultation and case management services, and
rehabilitation. The services have active shared care

arrangements with general practitioners and private
psychiatrists.

Mr. Graeme Doidge &Prof Chee %gmuf%@ﬁﬁw\i#ﬁ% 4



Crisis Assessment and Treatment
Service (CATS)

CATS provides urgent assessment and short-term intensive
treatment in the community to people in psychiatric crisis.
This includes assessing the most effective and least restrictive
service options for clients and may include facilitation of acute
inpatient care.

CATS provide treatment and support for people whose acute
mental illness can be managed in the community with
intensive outreach support as an alternative to
hospitalisation. CATS operate 24 hours per day, 7 days a week.

L7 DRSS M, Graeme Doidge &Prof Chee’Ng



Continue Care Teams (CCT)

 The CCT provides assessment, treatment and consultancy

services and case management to people with a mental illness
needing treatment and rehabilitation in the community.

It also provides an initial assessment for people requesting
assistance where a CAT service is not required.

Mr. Graeme Doidge &Prof Chee Ng
1074 LB AT A B ek s
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Mobile Support and Treatment
Service (MSTS)

* |Intensive ongoing support and treatment for people
in their home.

 The MSTS provides intensive long-term outreach
support to people in the community with substantial
and prolonged severe mental illness and associated
disability. These services operate extended hours
over 7 days a week.

1074R L AT BB 3= 48




Primary Mental Health Primary
Intervention Team (PMH PICT)

PMH provides education and support to GPs and

primary health care providers within St Vincent’s catchment
in regard to the treatment of people with high prevalence
disorders (eg. anxiety and depression). This may involve direct
(one-off) assessment, treatment recommendations and
assistance navigating the mental health and other support
systems; or indirect support through secondary consultation.

Ms. Fran TIMMINS o7, s i A Bt 49



Primary Mental Health Primary
Intervention Suicide Prevention
(PMH HOPE)

HOPE (Suicide Prevention): Aim to reduce suicide attempts
and associated psychological distress for clients, their carers
and families through coordinated care and assertive outreach
support for people who have presented to the hospital
following suicide attempt and/or associated behaviours.

Referrals are from within the MH service.

4 5
10745 LB 4TI A E 8 o



Continuous Tx of schizophrenia:
From hospital to community

Schizophrenia o
heste Hospital hospital
CATS
Subacute |
MSTS community
CCT
Rehabilitation
NGOs

1079 LEEAETTBON B A
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Mental Health Act 2014 (Vic)

107 LR AR T B 32
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Mental Health Act 1986 vs 2014

Mental Health Review Mental Health Tribunal (MHT)

Board (MHRB)

Involuntary treatment Compulsory treatment

Involuntary patient

Request and
recommendation

Involuntary treatment
order

Compulsory patient — a person who is subject to:
(a) an assessment order

(b) a court assessment order

(c) a temporary treatment order

(d) a treatment order.

Assessment order

24 hrs or 24 hrs after admission (and possibly up to 96 hours) for
inpatients

made by doctor or mental health practitioner if person meets assessment
order criteria, allows for compulsory examination and detention (if
inpatient)

Note: Criteria only requires a person to ‘appear to have mental illness’.

Treatment order (community or inpatient)

temporary treatment order (authorised psychiatrist, 28 days max — or
potentially 42 if the tribunal extends it in light of exceptional circumstances)
treatment order (Mental Health Tribunal, if <16yo, max 3 months, if 16 and
over, durationimax 12 months/carmmunity, 6 months inpatient) 53



Compulsory assessment and
treatment pathway

The Mental Health Act 2014:

 promotes voluntary treatment in preference to
compulsory treatment

* seeks to minimize the use and duration of compulsory
treatment to ensure that the treatment is provided in
the least restrictive and least intrusive manner possible

* establishes compulsory treatment orders comprising:

— Assessment Orders
— Temporary Treatment Orders
— Treatment Orders

107470 BT AEATR B 54



Compulsory assessment and
treatment pathway - definitions

Authorised person - ambulance paramedic, police officer,
medical practitioner employed by a designated mental health
service or mental health practitioner

Authorised psychiatrist may delegate:
— any power, duty or function of the authorised psychiatrist to a consultant
psychiatrist except power to delegate

— the powers, duties and functions of an authorised psychiatrist relating to
Assessment Orders to a registered medical practitioner
including:-

e power to examine a person and extend the duration of an Assessment Order
* power to assess a person subject to an Assessment Order and to

* make a Temporary Treatment Order

* power to revoke an Assessment Order.
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Compulsory assessment and
treatment pathway - definitions

e Designated mental health service — new term for
approved mental health service

* Mental health practitioner is a registered nurse,
registered psychologist, registered occupational
therapist or social worker employed by a designated
mental health service

1075 0 AT B 3HGEkE
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Assessment Order criteria

Criteria for Assessment Orders:
e person appears to have mental illness

e the person appears to need immediate treatment to
prevent serious deterioration in the person’s mental or
physical health or serious harm to the person or
another person

e if the person is made subject to an Assessment Order
the person can be assessed

* there is no less restrictive means reasonably
available to have the person assessed.

1074R LR A (TR Bl s .



Assessment order

Assessment Order may be made by a registered
medical practitioner or mental health practitioner
employed or engaged by a designated mental health
service

— Community — maximum 24 hours
— Inpatient:
 Maximum 72 hours for purpose of transport

* max 24 hours when person received at hospital
(authorised psychiatrist or delegated psychiatrist can
extend up to two times for a total of 72 hours)

1074 LB A TR B
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Treatment criteria

Criteria for Temporary Treatment Order and Treatment
Orders (treatment criteria):

e person has mentalillness

* the person needs immediate treatment to prevent serious
deterioration in the person’s mental or physical health or
serious harm to the person or another person

e the immediate treatment will be provided if the person is made
subject to an Order

e there is no less restrictive means reasonably available to enable
the person to receive the immediate treatment.
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Temporary Treatment Orders and
Treatment Orders

 Temporary Treatment Orders: made by authorised psychiatrist
Community or Inpatient (maximum duration of 28 days)
* Treatment Orders: made by Mental Health Tribunal

— Community (maximum duration 12 months — adult; maximum
duration 3 months person <18 years)

— Inpatient (maximum duration 6 months — adult; maximum duration 3
months person <18 years)

e Setting (inpatient or community) may be varied by authorised
psychiatrist as clinically appropriate

e Authorised psychiatrist must immediately revoke an order
when the criteria no longer apply to the patient.
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Authorised persons — powers under

the MHA 2014

* Authorised person is an ambulance paramedic, police
officer, medical practitioner employed by a designated
mental health service and mental health practitioner

e Authorised persons under the Mental Health Act 2014
may:

— enter premises

apprehend

search

use force and bodily restraint

transport people to a designated mental health service in
prescribed circumstances.

1075 0 AT B 3HGEkE

61



Mental Health Tribunal (Vic)

President Matthew Carroll

10759 LEE BT B3
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Mental Health Tribunal

The Mental Health Tribunal (the Tribunal) is an independent statutory
tribunal established under the Victorian Mental Health Act 2014 (the
Act).

The Tribunal is an essential safeguard under the Act to protect the
rights and dignity of people with mental iliness.

The primary function of the Tribunal is to determine whether the
criteria for compulsory mental health treatment as set out in the Act
apply to a person. The Tribunal makes a Treatment Order for a person
if all the criteria in the legislation apply to that person.

A Treatment Order enables an authorised psychiatrist to provide
compulsory treatment to the person, who will be treated in the
community or as an inpatient in a designated mental health service for
a specified period. The Tribunal also reviews variations in Treatment
Orders and hears applications for the revocation of an Order.

107+ Mental Health Tribunal 2016-2017 Annual Report



Tribunal: Temporary Treatment Order to
Treatment Order

An authorised psychiatrist may make a Temporary Treatment Order for up
to 28 days duration. The Tribunal is notified that a person has been placed
on a Temporary Treatment Order and the Tribunal is required to list a
hearing before the expiry of the 28 day period. This hearing is to
determine whether or not the criteria are met to make a Treatment Order.

The Tribunal must be satisfied that all of the treatment criteria apply to a
person before making a Treatment Order. These criteria are:

— the person has mental illness;

— because the person has mental iliness, the person needs immediate
treatment to prevent:
e serious deterioration in the person’s mental or physical health; or
e serious harm to the person or another person;
the immediate treatment will be provided to the person if
the person is subject to a Treatment Order;

there is no less restrictive means reasonably available to enable the

person to be immediately treated. 64
" “Mental Health Tribunal 2016-2017 Annual Report



Tribunal: Temporary Treatment Order
to Treatment Order

When the Tribunal makes an Order, the Tribunal must determine
the category of the Order, being a Community Treatment Order or
an Inpatient Treatment Order, based on the circumstances in
existence at the time of the hearing.

The patient’s treating team is required to regularly reconsider both
the need for an Order and the treatment setting.

The Tribunal also determines the duration of a Treatment Order.
The maximum duration of a Community Treatment Order is 12
months, while an Inpatient Treatment Order can be for up to six
months. Where the patient is under 18 years of age, the maximum
duration of any Treatment Order is three months.

Mental Health Tribunal 2016—2017 Annual Report
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Conduct hearing of MHT

The Act requires the Tribunal to sit as a division of three members.

A general division of the Tribunal can hear and determine all
matters within the jurisdiction of the Tribunal except those relating
to the performance of electroconvulsive treatment or neurosurgery
for mental illness. Each division of three is made up of a legal
member, a psychiatrist member or registered medical practitioner
member, and a community member. The legal member is the
presiding member.

A special division of the Tribunal must hear and determine
applications for the performance of electroconvulsive
treatment or neurosurgery for mental illness. Each division
of three is made up of a legal member, a psychiatrist
member and a community member. The legal member

is the presiding member.

Mental Health Tribunal 2016-2017 Annual Report
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Determinations at Tribunal hearings

Type of hearing 201516  2014-15
Hearings regarding a treatment order
Community Treatment Orders made 3121 2,588
Inpatient Treatment Orders made 2,482 2324
Temporary Treatment Orders [ Treatment Orders revoked 358 447
Hearings struck out 65 B2
Mo jurisdiction 11 21
Total 6,037 5412
Urgent applications for electroconvulsive treatment
ECT Orders made 353 280
ECT applications refused a4 23
Mo jurisdiction 0 3
Total 405 397 306
Standard applications for electroconvulsive treatment
ECT Orders made 237 267 270
ECT applications refused 46 42 45
No jurisdiction 0 0 0
Total 283 309 315

Mental Health Tribunal 2016-2017 Annual Report

1074R L AT BB 3=



Duration of Community Treatment
Orders made

2016-17 2015-16 2014-15

Mo, Ma. % Mo. %
1-13 weeks 478 15% 403 16%
14-26 weeks BESREE 1193 38% 923 a3e%
27-38 weeks 61 | 2% S 29 62 2%
40-52 weeks 1399  45% 1,200  46%
Total BN 3121 100% 2588 100%

Figure 4: Duration of Community Treatment Orders made in 20716-17

. 1 =-13 waeks 13% (4864)

® 14-26 weeks 39% (1,331)
® 27-39 weeks 2% (61)
40-52 weeks 46% (1,567)

1587

Mental Health Tribunal 2016—2017 Annual Report
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Duration of Inpatient Treatment

201516 201415
%% Mo. %
1-6 weeks 7% 233 10%
7-13 weeks 22% 565 24%
14-20 weeks % 157 7%
21-26 weeks 65% 1,369 59%
Total 100% 2324 100%

Figure 5: Duration of Inpafient Treatment Orders made fn 2016-17

1-6 weeks 6% (162)
® 7-13 weeks 20% (490)

‘ ® 14-20 weeks 6% (150)
® 21-26 weeks 68% (1,700)

Mental Health Tribunal 2016-2017 Annual Report
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Outcome of 28 days Hearings

2015-16 2014-15

Community Treatment Orders made [RECRMEIEE 1218  40% 1060  36%
54% 1502  55%

6% 251 9%

B o o i o

Total Treatment Orders made
or revoked

Figure 6: Qutcomes of 28 day hearings

1,750
1,606 1636 . ® CTOs made
1,500 ® [TOs made
& TTOs revoked

1,250

1,000

750

500

250

0

2016-17 2015-18 201415

107 Mental Health Tribunal 2016-2017 Annual Report
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Hearings conducted by mode

2015-16 2014-15

B v % N %
In-person EEDIEEY 5502 7% an7 71
Viideo conference mm 1956 @ 26% 1908  29%
Teleconference E 13 <1% =" ="

Totals hearings conducted # 7471 100% 6615 100%

Mental Health Tribunal 2016-2017 Annual Report
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Australia vs Taiwan
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Australia vs Taiwan

e Australia  Taiwan
* Population:24,715,868 (2018) e Population: 23,682,521 (2018)
* Total area: 7,686,850 Km? * Total area: 35,980 Km?
 GDP:1204.62 billion USD (2016) e GDP 529.58 billion USD (2016)
* NHE {5GDP: 10.3% (2015-2016) e NHE{5GDP: 6.3% (2016)
* Adjsuicide rate: 11.7 (2016)  Adj suicide rate: 12.3 (2016)
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161

hospitals
Public hospitals o

Public hospitals
psychiatnc unit or ward

66

Private hospitals

86
167 Government operated

Residential menta senaces
health care services
Non government

operaled serices

1,197

Community mental

heaith care services
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1,698 beds
552,645 patient days

5,360 beds
1,682,784 patient days

2,754 beds
1,000,195 patient days

1,470 beds
452,940 patient days

913 beds
286,945 patient days

9.7 million service contacts
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Schizophrenia

Acute

Subacute

Rehabilitation

i
Hospital hospital
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community
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A
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NGOs
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Operational Flow Chart
Community Mental Health Service

GP, ER, family or others

A 4

Y

Home with
support from Community
Mental Health Clinic

Triage
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Admit
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Case Management
CCT, MSTT and GP

Support by
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- Training

- Research

- Special Services
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Inpatient
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Thank you for your attention
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