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Executive Summary 

 
 

 Mental Illness Fellowship Victoria recognises the need for rationalisation and reform of the 
community managed mental health (CMMH) sector in Victoria and welcomes the opportunity to 
respond to the Victorian Government’s consultation paper. 
 

 We argue that reconfiguration of the system must result in greater connectivity between the different 
parts of the mental health care system, and for a seamless care experience for service users. 
 

 We believe this can only be achieved with area level planning and collaboration. We propose areas 
should be established in alignment with the existing government specialist clinical mental health 
services, and Area Planning Groups should be established, bringing together agencies of 
appropriate capacity, to ensure all mental health services (clinical, community-based and social 
services) in a catchment are distributed in an effective, efficient and equitable manner.  
 

 We strongly believe that consumers and carers should have the opportunity for meaningful input 
into sector reforms, and that consumer and carer representatives should be resourced to consult 
with and feedback to their broader stakeholder groups. 

 

 We propose that the re-configuration process should be initiated by the State Government 
developing draft statewide Key Performance Indicators (KPIs) for consideration by community 
managed mental health services, consumer and carer representatives.  
 

 Once statewide KPIs have been decided, we propose that 2-3 existing local area collaborations at a 
sufficient stage of ‘capacity readiness’ be established as pilot Area Planning Groups. Demonstration 
of the model would be operated for a period of time and then extended to new areas as new 
collaborations of ‘capable’ agencies were formed.  
 

 We have argued that residential rehabilitation services and respite services must be included in the 
reform process if they are to be part of the integrated system of care and used effectively as care 
options. 
 

 We have argued that consumers and carers should have a choice of care/support options wherever 
possible, and that this would be best achieved through a diversity of (ideally around 3) CMMH 
service providers in an Area Planning Group.  
 

 We propose that CMMH services in an Area Planning Group bring all their funding streams to the 
collaboration – State and Commonwealth – and that consideration be given to collapsing some or 
all of the State funding streams to allow more flexibility to respond to individuals’ needs. 

 

 We have considered options for re-commissioning Funding and Services Agreements, and argue 
that a wholesale re-commissioning of services would be severely detrimental to clients, agencies 
and the sector as a whole. 
 

 We agree with the need to move to a client-directed funding model, but request that more 
investigation be done into the likely interplay between the National Disability Insurance Scheme 
(NDIS) and the wider Victorian mental health care sector before a specific client directed funding 
model is decided. 

 

 We agree that mental health services should move to a common outcome measurement tool and 
that this should measure social and economic participation outcomes. 

 

 We have stressed our concern about a proposed timeframe for the reform process that would not 
allow an orderly and transparent transformation to the new system and which is likely to disrupt 
clients, result in large-scale staff redundancies and undermine future cooperation within the sector. 
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1.  Introduction 
Mental Illness Fellowship Victoria is pleased to have the opportunity to respond to the Consultation Paper 
Psychiatric Disability Rehabilitation and Support Services Reform Framework prepared by the Victorian 
Government, Department of Health. 
 
Our organisation is supportive of the Victorian Government’s intention to reform the community-managed 
mental health sector, and improve the access, equity, quality and efficiency of mental health support 
services in Victoria. 
 
Throughout this reform process we remain committed to providing quality care to participants in our 
programs, and to working with other organisations in the community managed mental health sector to 
continue meeting demand for services at the same time as implementing changes to the sector. 
 
As an organisation, we support our peak body, VICSERV, to bring the sector together to collaborate 
through a reform process that will result in a more rational and efficient system, that also has the capacity 
to deliver quality mental health care. 
 
2.  Our guiding principles 

Our response to the Consultation Paper is guided by 4 underlying principles: 
 

1. We must make the best use of services, reducing service duplication and service gaps. 
2. Services must be aligned with recovery-oriented outcomes for consumers, and the definition of 

‘recovery’ must include greater social and economic participation. 
3. Consumers and carers should experience a unified mental health care system. 
4. Consumers and carers should have a role in designing the service options available to them. 

 
3.  The need for system reconfiguration 
The experiences of participants, members and staff at Mental Illness Fellowship Victoria strongly concur 
with the need identified in the Consultation Paper for greater connectivity within the mental health care 
system.  

 
Sector reform must establish closer referring relationships between all parts of the mental health care 
system, so that no matter where a person enters the system, they can progress through services/programs 
that meet their changing needs. A system that delivers this greater connectivity, will: 

 

 Improve the ease with which consumers and carers can identify and make choices about 
treatment/care options. 

 Improve the capacity of both clinical and community-based service providers to coordinate care 
planning towards agreed recovery goals. 

 Reduce the likelihood of people becoming ‘stuck’ in one part of the system, resulting in over-
servicing and inequitable distribution of services. 

 Make more efficient use of the wider public health care system. 

From the perspective of those people using the system, it should provide a seamless experience for people 
with a mental illness and their families to access an integrated and comprehensive recovery service. 

The chart below (page 4) outlines how people would move through an integrated mental health care 
system. Features include: 
 

 Single entry and assessment process. A single entry and recovery planning process including 
clinical, CMMH services, and consumer/carer organisations. 

 Increased and planned continuity of community services after discharge from clinical services. 

 Planned exit from community services via intentional activation of community supports and creation 
of self sustaining peer networks. 

 Systems for shared care with clinical services and GPs. 

 Stronger systems that support consumers to re-enter clinical and community services. 
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3.1  Reconfiguration to be based on local area planning 
We believe that the system connectivity required to effectively deliver an integrated mental health care 
system will only be possible with collaborative area-level planning and monitoring of service availability 
and utilisation. 
 
We agree with the requirement in the Consultation Paper that sector reconfiguration take into account 
existing catchment areas, particularly those of Area Mental Health Services and Medicare Locals (pages 3, 
27).  
 
We propose that a collaborative area planning process be established within existing Area Mental Health 
Service catchments. 

 
This area planning process would bring together all providers in a given catchment, in order to capture and 
maintain current information about available mental health services in the area, and to ensure these 
services are distributed in an efficient and equitable manner, and that consumers are participating in 
care/support appropriate to their needs. Consumer and carer representatives would have a key role in 
planning and evaluation processes. 

 
In our experience, many staff of service deliverers are unaware of what supports/services are available 
outside their own organisations. We propose a system that oversees the availability and allocation of all 
mental health services in an area, and that improves the capacity of health services and agencies to better 
inform consumers and carers of their available options. 

 
We note the diagram on page 48 of the Consultation Paper, outlining three levels of services/functions. We 
propose an area planning process that would coordinate the delivery of services across Level 2 (Specialist 
regional functions and services) and Level 3 (Local area functions), and which would also take into account 
the specialist state-wide services available at Level 1. 
 
 
3.2  Membership of a local Area Planning Group 
Membership of an Area Planning Group would include the range of organisations delivering mental health 
care in the catchment, including community managed mental health services, the clinical area mental 
health service, CAMHS, carer/consumer representatives, and Aboriginal health services. The Area 
Planning Group would also include the relevant Medicare Local, along with representation of the 
Department of Health. Also included in the group would be those social services in the area delivering 
relevant services, such as housing, drug and alcohol and family services. 
 
As a collaborative group, with shared responsibility for the delivery of services in its area, we believe 
leadership of the Area Planning Group could be changed over time. However, initially, we propose that the 
leadership role be filled by the Specialist Clinical Mental Health Service in the area (AHMS), with the 
Clinical Director taking the role of initial Chair. 
 
We stress the importance of a truly collaborative approach, drawing upon the varying and specialist 
expertise of planning group members (eg youth mental health, Aboriginal health) needed to inform an 
effective distribution of services. 
 
The figure below (page 6) outlines an Area Planning Group. 
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3.3  Membership of community managed mental health services in a Collaborative Area Planning 
Group 
We would argue that, in order for a community managed mental health (CMMH) service to be part of an 
Area Planning Group, it would need to be able to demonstrate a ‘capacity readiness’ which would include: 
 

 Organisational infrastructure and capacity to work within a common intake/assessment process 

 Experience in delivering recovery-focussed rehabilitation programs 

 Experience in measuring client outcomes 

 Existing collaborations and partnerships with other providers 

 Existing structures to enable consumer and carer participation. 

 Experience delivering a range of services across multiple funding streams 

 Demonstrated capacity to meet state-wide KPIs for community managed mental health services, as 
set by the Victorian Government. 

 
These eligibility standards would act as a transparent mechanism for assisting the rationalisation process in 
the community managed mental health sector. 
 
3.4  Number of CMMH services in an Area Planning Group 
The number of community managed mental health services included in any given Area Planning Group will 
depend on the area. For instance, in some regional and rural areas there may be limited numbers of 
eligible service providers. Ideally, we argue there should be approximately 3 providers of community based 
mental health services in a metropolitan Area Planning Group, and a little lower in regional areas, giving 
consumers access to as wide a range of care/treatment options as possible. We believe it would be 
detrimental to rationalise the sector to the point of only one provider in an area. This would not only limit 
care options, but is also more likely to result in complacency about performance and quality of services 
within that single provider.  

Fig 1: Membership of Collaborative Area Planning Group
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In response to the question on page 57 of the Consultation Paper on the optimal combination or bundle of 
services offered by an agency, we believe this can only be answered by looking at the total services on 
offer across an area. It may be that an area can best be served by one or two niche providers (eg youth or 
Aboriginal) and one or two larger providers. However, we believe consumers will be best served by 
agencies with experience in delivering a range of care options across multiple funding streams.  
 
Therefore, the rationalisation process should identify a small number of CMMH services in each catchment 
that: 

1. Complement each other in terms of the range of services they provide. 
2. Between them, offer the volume of services required in a given area. 
3. Offer consumers choice in terms of the range of services on offer. 
4. Offer quality services, as measured by standard outcome measures. 

 
3.5  Functions of an Area Planning Group 
A collaborative area planning group would need to establish a number of information tools and processes in 
order to fulfil its planning and distribution functions, including: 

 

 Establishing and maintaining a current map/register of all mental health services in the area 
(including clinical and community based services) and ensuring this information is available to 
service staff for care planning with consumers and carers.   

 Operating a number of working groups to coordinate area planning in key functional areas, such 
as, standardised assessment, coordinated care, and community managed support services. 

 Establishing a system for monitoring service allocations, service utilization, and identifying 
opportunities for improved efficiency and consumer outcomes. 

 Monitoring demand trends. 
 
3.6  Care options and funding streams to be included in the Area Planning Group 
We would argue that the area planning process would best serve its consumers and carers by bringing the 
full range of care options – both State and Commonwealth funded - to the Area Planning Group. This would 
pool all mental health services available in the local area so that agencies could be well informed of the 
options available to clients, so that consumers and carers could access the largest possible range of care 
options, and so that services could be allocated according to local area priorities. 
 
We have used a hypothetical catchment in the example in figure 2 below to show the range of care options 
and funding streams that CMMH agencies might bring to an Area Planning Group. The constellation of 
services would vary from one local area to another. 
 
Fig 2: Example of care options brought by CMMH agencies to a local area planning group 
 

CMMH services in an Area Planning Group 

Agency State funded  Commonwealth funded 

Agency #1 
 

HBOS, Respite, Mutual Self 
Help & Support 

Employment support 

Agency #2 HBOS, Residential 
Rehabilitation 
 

PHaMs 

Agency #3 Day Program, HBOS 
 

 

 

MI Fellowship Victoria would argue strongly for all State Government funding streams to be included in the 
system reconfiguration – including respite and adult residential rehabilitation funding streams. To set these 
services aside from the current reform process would significantly limit the range of available care options, 
and make it extremely difficult for agencies to meet the individual and changing needs of clients and their 
families with a full complement of services. Please see our further comments below on respite and adult 
residential services. 
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With regard to the current number of State Government funding streams, we argue that collapsing some or 
all of these streams would bring greater flexibility and capacity to respond to individuals’ needs. This could 
include collapsing at least two of the funding streams (HBOS and Day Program streams are a natural fit), or 
perhaps all five streams. There is existing overlap in many of the outcomes sought by the five different 
program types, and a number of program-specific outcomes could be included where necessary. 
 

It also needs to be kept in mind that in most CMMH Services, staff will be working across numerous funding 
streams, with portions of their time allocated to different programs. Any reform process that left some 
funding streams outside the new system, would result in reduced staff and service efficiency. 
 

4.  Future directions for adult residential services 
We respond to the question on page 52 of the Consultation Paper on future directions for government 
investment in the adult residential rehabilitation service model. We note the Nous Group’s assessment of a 
sample of Victorian adult rehabilitation services which found low-medium recovery outcomes for clients. 
However, we argue that this assessment does not render the adult rehabilitation service model redundant; 
there are still some people for whom this model is the most appropriate type of care at a particular stage of 
their recovery, and it is important to maintain a small number of adult rehabilitation beds across the system 
if we are to be able to offer the full range of treatment options. 

 

People who benefit from adult residential services are those who require intensive rehabilitation support 
and a structured living environment. These are people who have most commonly fallen out of the system of 
living independently and require support to manage basic day-to-day tasks. This includes establishing 
day/night rhythms, gaining cooking and budgeting skills, and addressing other skills deficits in order that 
people can progress to independent living.  
 

Our ‘Opening Doors’ adult residential program runs in partnership with Alfred Psychiatry and Inner South 
Community Health Service. It has capacity for 31 people and offers a continuum of residential rehabilitation 
support, ranging from an intensively supported Community Care Unit, to arrangements that support more 
independent living. It is important to note that the ‘Opening Doors’ program offers participants a 
rehabilitation environment. It is essential that adult residential programs are seen and utilised as 
therapeutic interventions, and not transitional housing.  
 

We agree that lengths of stay in adult residential rehabilitation services must be closely monitored. We also 
stress that effective residential rehabilitation services must support participation in community networks, 
access to appropriate employment support, and deliberate strategies to enable people to build their circles 
of social support   
 

Wherever possible, residential rehabilitation services should be available in a person’s local area. 
 

4.1  The role of CCUs and residential rehabilitation services 
We note that the Consultation Paper does not consider the role of Community Care Units (CCUs) in the 
mental health care system. Our view is that it is not possible to reform the residential rehabilitation sector 
without including CCUs in this process.  
 

We urge the Victorian Government to fund a project to examine the elements of the CCU model, and 
ascertain how these differ or align with residential rehabilitation services.  
 

Mental Illness Fellowship Victoria currently operates a specialist CCU in Shepparton which provides short-
term prevention and recovery care.  On the basis of our experience, we believe that, pending the findings of 
a CCU review, it may be viable to rationalise the CCU and adult residential services models, allowing one 
model to provide flexible live-in options. For instance, we would encourage building a ‘step-down’ capacity 
into CCUs, extending the scope of treatment types provided by the CCU model. We would also encourage 
consideration of funding CCUs through the community managed mental health sector (as in the case of the 
CCU we operate in Shepparton), using existing governance structures established between health services 
and community managed mental health agencies. 
 

In this context, we argue that it would also be prudent to review the role of mobile support teams to 
ascertain if these could also be managed by the CMMH sector. 
 

Even if a review of the CCU model cannot be completed in time for the start-up of the reconfigured system, 
we argue that commitment should be given to ultimately including CCU services in the reformed system.  
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5.  Respite services 
MI Fellowship Victoria continues to experience increasing demand for State-funded respite services. In 
response to the questions in the Consultation Paper (page 53), we argue that the Victorian Government 
should continue to fund planned respite services in the community managed mental health sector. 

 
With the Commonwealth respite service focussed on carers (rather than consumers), it has  provided less 
flexibility in allowing families to make decisions themselves about how respite could best support their 
individual family situations. Also, Commonwealth-funded respite is not specifically for mental health 
support. It can be provided by a range of organisations - not just mental health agencies - who may or may 
not offer other mental health support. 
 
The planned respite service funded by the Victorian Government has supported families by offering respite 
direct to the person with mental illness, thereby giving all members of the family the opportunity for time out 
and informal support from peers; or the opportunity to reconnect as a family. We believe this should 
continue to be offered as an essential part of an integrated support package for consumers and carers.  It 
should also be used more effectively to support families on waiting lists for other programs. 

 
Through the collaborative area planning model described above, we argue it would be possible for 
agencies that deliver respite services to better identify and respond to respite needs in their catchment, to 
manage the distribution of respite services equitably across the catchment, targeting priority cases, and to 
draw upon the combined experiences of the Area Planning Group to better target respite offers to a 
diversity of cultural and socio-economic backgrounds.  

 
Over the past two years, MI Fellowship Victoria has worked with a number of Aboriginal and Culturally and 
Linguistically Diverse Communities to tailor respite programs to cultural and community needs. The 
success of these programs has relied upon close working relationships with community groups over the 
long term. 

 
We stress that Victorian Government funding of planned respite services does provide a highly sought after 
service for families managing the impact of mental illness, and that, delivered in a flexible manner, as part 
of an area managed system, it would remain an important part of Victoria’s mental health care system. 
 
We also point out that family support is a key domain of the national Recovery Standards, and that respite 
is one of the most important ways in which families can learn skills, develop resilience and strengthen 
relationships. 
 
6.  Home-based outreach services 
We agree with the discussion of home-based outreach services (HBOS) (page 52) on the need to expand 
daily living support, to allow more flexibility in the intensity level of packages, and to ensure an explicit focus 
on social and economic participation.  

 

HBOS services do, and should continue to, play an important part in the mental health care system in terms 
of supporting people to maintain tenancies, live independently, and to negotiate neighbourhood 
relationships. HBOS services are used alone and in conjunction with other support services as a short-
term, focussed treatment intervention.  

 

The Commonwealth-funded PHaMs program has a primary focus on the development of natural 
relationships and support networks, with the role of peer mentor providing an essential component of the 
model (as distinct from HBOS services).  PHaMs support is commonly more long-term than HBOS support, 
assisting participants to establish sustainable friendship and support groups, particularly among other 
people living with mental illness. Through a combination of personal connection with people successfully 
managing mental illness, and regular practical support, participants are able to build a picture of their 
‘recovered’ selves which helps drive their recovery journey. 

 

Both the HBOS and PHaMs models deliver crucial recovery support; increased flexibility will allow people to 
design support packages according to need and preference. 
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7.  Method of sector rationalisation and system reconfiguration 
Before commencing the reform process, it would be helpful if the Victorian Government could clarify what it 
means by the terms ‘re-commissioning’ and ‘re-configuring’. This will provide agencies in the sector with a 
better understanding how reform will progress and how they are to participate in this process. 
 

In preparing our response to the Consultation Paper, we have considered three methods of rationalising the 
Community Managed Mental Health Sector. We acknowledge that there may well be other methods, and 
we would be interested in considering the implications of these if they are put forward.   
 

Our deliberations considered the attendant risks we identified for each option. These are summarised 
below.  
 

Method of rationalisation Risks identified 

Option 1: 

All current Funding and Services 
Agreements in the sector declared 
void and the State Government 
instigates a tender process for all 
services across the State within a 
set timeframe. 

 

 

1. 
 
 

2. 
 
 
 

3. 
 
 
 

4. 
 
 

5. 
 
 

6. 
 

Disruptive and distressing to participants and families with risk of losing 
clients from the system in the process. 
 

Destabilising for businesses and a costly diversion of resources for all 
agencies, and the whole sector, away from service delivery to the 
competitive tendering process. 
 

Creation of breaches within the sector, undermining goodwill and 
relationships upon which future partnerships will need to be built, risking 
greater fragmentation in the sector. 
 

Will not lead to a rationalised, improved outcome without a transparent 
selection process and agreed selection standards/ KPIs. 
 

Will precipitate large-scale staff reductions within a short time-frame and 
the expected workforce and public reaction associated with this. 
 

Could jeopardise faith of the CMMHS sector in the government and the 
reform process if done quickly and not well. 
 

Option 2: 

Initiate competitive tendering 
process for services as Funding 
and Services Agreements lapse. 

 

1. 
 
 

2. 
 
 

3. 
 
 
 

4. 
 
 
 

5. 
 
 

6. 

Disruptive and distressing to participants and families with risk of losing 
clients from the system in the process. 
 

Will not lead to a rationalised, improved outcome without a transparent 
selection process and agreed selection standards/ KPIs. 
 

Destabilising for businesses and a costly diversion of resources for all 
agencies, and the whole sector, away from service delivery to the 
competitive tendering process. 
 

Creation of breaches within the sector, undermining goodwill and 
relationships upon which future partnerships will need to be built, risking 
greater fragmentation in the sector. 
 
Workforce and public reaction to staff reductions, though likely to be less 
acute than in Option 1. 
  
Difficult to establish and coordinate an area-based approach. 

Option 3: 

Government to establish 
transparent statewide standards 
and KPIs for CMMH services and 
use these for selecting agencies to 
establish local area planning 
groups in 2-3 demonstration 
locations.  

1. 

 

2. 

Disruptive and distressing to participants and families. 

 

Workforce and public reaction to staff reductions, though likely to be less 
acute than in Option 1. 
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We acknowledge that any reform process will cause anxiety and distress for participants, carers and staff in 
our organisation, and across the wider sector. We argue, however, that with adequate time and due 
process, organisations can manage this fallout, limiting adverse reactions and avoiding long-term damage 
to the sector. 
  
We would be compelled to oppose a wholesale re-commissioning of community mental health services 
(Option 1) on the basis that it would be unnecessarily and inexplicably disruptive to consumers and carers 
using our services. We argue that the process must be consultative, transparent and able to deliver 
improvements at the service delivery level – an expedient administrative solution is unlikely to bring lasting 
and positive reform on the ground. 
 
Our preference would be for a method of rationalisation along the lines proposed in Option 3. This is 
described in greater detail below. 
 
8.  Three-stage process for sector rationalisation 
In response to the question on page 57 of the Consultation Paper, we believe system reconfiguration 
should be staged according to the capacity of agencies to establish area-based partnerships and work 
towards meeting agreed statewide KPIs.  We would envisage this as a Department-led process, carried out 
in collaboration with agencies and VICSERV. 
 
Proposed process for achieving sector rationalisation and system reconfiguration 

Stage 1

State Government 
issues draft 
statewide KPIs for 
community 
managed mental 
health services.

Consideration and 
comment  received 
from agencies and 
consumer and carer
groups.

New KPIs adopted.

Stage 2

Government calls 
for expressions of 
interest from 
existing local area 
collaborations of 
clinical and 
community 
managed mental 
health services  to 
establish 2-3 pilot 
Area Planning 
Groups across 
Victoria.

Collaborations are 
selected  and 
funded by the 
State Government 
on the basis of 
their ‘capacity 
readiness’.

Stage 3

Outcomes of pilot 
Area Planning 
Groups are 
evaluated.

Area Planning 
Groups are 
extended to other 
areas as 
collaborations 
establish 
partnerships and 
develop capacity 
readiness.

Members of Area 
Planning Groups  
report against 
statewide KPIs. 

 
 
Mental Illness Fellowship Victoria asks that the State Government initiate the reform process by 
establishing statewide KPIs for the sector. These KPIs should make it clear what the Government expects 
from CMMH services, describing expected outcomes. They should also reflect the National Mental Health 
Standards and be developed in consultation with agencies, consumers and carers. We argue that draft 
KPIs should be published by the Government as early in the reform process as possible, so that agencies 
can prepare to meet the required standards. 
 

We believe the KPIs should measure an agency’s performance in domains such as: client outcomes, family 
outcomes, consumer and carer participation, partnerships, governance, service delivery, and engagement 
with CALD communities.  
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Once KPIs are established, agencies with demonstrated capacity to contribute quality services to a local 
catchment should be eligible to form local area collaborations with other service providers. Those 
collaborations at an advanced enough stage should be used as pilot Area Planning Groups before further 
local area collaborations are established. Some suggested standards for measuring ‘capacity readiness’ to 
be part of an Area Planning Group are listed at 3.3. 
 
Mental Illness Fellowship Victoria would welcome the leadership of the State Government, and the support 
of VICSERV, in achieving sector rationalisation along these lines. 
 
9.  Timing of reform 
Although no timeframes have been detailed in the Consultation Paper, it has been mentioned in 
consultation forums that the government is proposing to start implementing the new system in June 2013 
(less than 12 months’ time).  We are deeply concerned about what this short timeframe will mean for both 
participants and staff in our organization (the proposed timing is already causing distress among 
consumers who have spoken to our organisation). We are also concerned about the damage that is likely 
to be wrought on the sector as a whole if time is not allowed for an orderly and transparent transition. 
 
A realistic timeframe must allow for consultation with consumer and carer groups and the CMMH 
organizations in the development of agreed KPIs, for agencies to build capacity to work towards these 
KPIs, and for agencies to make the necessary arrangements for participants and staff.  
 
10.  Client-directed funding and the NDIS 
MI Fellowship Victoria agrees with the Consultation Paper’s proposal that any reform should assist with 
positioning the Community Managed Mental Health sector for roll-out of the NDIS and its associated client 
directed funding model.  
 
We believe that the mental health sector needs to adjust its system to individually funded packages. 
However, we do not believe there is enough detail contained in the Consultation Paper to comment on the 
proposed client-funded model on page 50 of the paper. 
 
We would like to see further work done to ascertain the likely impact of the NDIS on the mental health care 
system, given that it is estimated that around 18,300 Victorians with mental illness will be eligible for NDIS 
support and approximately 60,000 people a year are using specialist public mental health services in the 
State. We would also like to see some work done on how the two systems will operate together, given that 
the mental health sector is working towards greater throughput and the NDIS system is not a system that 
will encourage throughput.  
 
The NDIS system will also involve lengthy assessment processes, during which time people will continue to 
need support which is not funded by the NDIS. We also have questions about what might happen to a 
person who expends all their NDIS package in one year – are they eligible for more, or excluded from 
further service?  
 
In sum, we acknowledge the importance of preparing the sector for the NDIS, but request that further 
consideration be given to how the NDIS will fit within the broader mental health system. We are therefore 
pleased to see that the paper has identified the client-directed funding model for a later stage in the reform 
process. 
 
11. Defining ‘consumer choice’ 
It would be helpful to have further discussion about what the Government means by the term ‘choice’, and 
what kind of choice the Department is seeking to achieve through the move to a client-directed funding 
model. On the basis of our experience, we would like to make some general comments about client-
directed funding and consumer choice: 
 

 If we talk about ‘choice’, we must make sure this choice is real, and not just an abstract concept, 
and that consumers and carers really are able to choose between service types and service 
providers.  
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 Client-directed funding does not necessarily lead to greater consumer choice and improved client 
outcomes. Our experience of delivering HASI packages in the ACT is that, although consumers may 
be offered a choice of service provider, many consumers will make their decision on the basis of 
who they are already familiar with, rather than on the basis of what the program or service provider 
has to offer them.   
 

 In the case of rural consumers, most are likely to only have the option of limited service types and 
service providers. 
 

 We would argue that, rather than pursuing the idea of choice for its own sake, the goal must be to 
achieve more informed decision-making by consumers. The focus should be on ensuring 
consumers are aware of their care/support options, which providers are offering these options (if 
there are multiple providers), and what outcomes can be expected from these options.  
 

 In addition, consumers and carers must be supported and resourced to have meaningful input into 
the design of the care/support options offered by services in this new environment. 
 

12.  Outcome measurement 
As part of the system reconfiguration, we agree that community managed mental health services should 
move to a common outcome measurement tool. This will increase efficiency across the sector, assist with 
referrals between agencies, and allow for comparison of performance across providers.  

 

We note the comment on page 35 of the Consultation Paper that the Victorian Government encourages 
agencies to use the same outcome measurement tool as the specialist clinical mental health services 
(though this is not a requirement). In the interests of building a unified and more accountable mental health 
system in Victoria, MI Fellowship Victoria would be willing to utilise the same outcome measurement tool 
being used by clinical mental health services. 
 

In agreeing to this measure, we stress the importance of measuring outcomes, not merely client 
satisfaction, and taking into account the changing goals of clients. Measurement of outcomes should 
include social and economic participation outcomes, and, where possible, family/carer outcomes. 
 

In our consultations on this issue, consumers and carers have told us that they would like to see outcome 
measures that make sense to them, and that measure outcomes that are important to them. 
 

13.  Age eligibility 
In response to the questions on page 54 of the Consultation Paper regarding minimum and maximum ages 
for eligibility to receive support through the community managed mental health service budget, we make 
the following observations. 

 

a) Psychosocial recovery needs for people over 65 are as valid as for those under 65 years, yet 
mental health services available through the aged care system depart from a recovery based 
approach, and are instead based on a treatment model. We are in no doubt that the mental health 
care provided to people over 65 would be better if it were delivered as part of a continuum of 
recovery-orientated support. 

b) The population we work with in the mental health sector ages early, with early dementia, early ill 
health and complex needs.  

c) Addressing this existing and growing demand cannot be done with existing resources and will 
require additional funding. 

 
14. Workforce development 

In addition to the areas of workforce development listed on page 45 of the Consultation Paper, we 
would add that the following are also necessary for successful sector reform: 
 

 Further development and wider utilisation of the peer workforce. This includes investment into 
training and professional development for peer workers and research into the efficacy and 
outcomes of peer-delivered services. 
 

 Greater focus on the development of collaboration and care coordination skills. 
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Appendix A:  Background on Mental Illness Fellowship Victoria 
 
Mental Illness Fellowship Victoria is a member-based not-for-profit organisation delivering support 
services to people with severe and persistent mental illness and their family and carers. 
 
In 2010-11 we worked with a budget amounting to $21.1m. 
 

Victorian State-funded 
programs 

Number of participants 

 in 2010/11 

Partners 

HBOS 513  

Day Program 561  

Respite 393  

Adult and Youth Residential 
Rehabilitation 

58 Alfred Psychiatry 
Inner South Community Health 

Doorway housing and support 
demonstration program 

35 St Vincents Melbourne 
Austin Health 
Latrobe Regional Hospital 

PARCs (Prevention and 
Recovery Care services) 
 
 

273 Peninsula Health 
Goulburn Valley Health  
Alfred Psychiatry 

Mutual Self Help and Support 2,550: 
Helpline 
Brainwaves radio program 
Speakers Bureau 
 

 

Commonwealth-funded 
programs 

Number of participants in 
2010/11 

Partners 

PHaMs 114  

Respite 781  

Specialist employment support 
service 

384 Sacred Heart Mission 
Doutta Gala Community Health 
 
Co-locations with: 
St Vincents Mental Health 
Alfred Psychiatry 
Austin Mental Health Services 
Eastern Health 
Southern Health 
Peninsula Health 
headspace youth mental health 
service 

Well Ways Family Education 321  

MI Recovery Peer Education 34 Austin Health 
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