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MI Fellowship is a member-based, not-for-profit organisation working with people with mental 
illness and their families to build good lives in their communities. 
 
We work with thousands of people each year who are affected by severe and persistent mental 
illness, delivering recovery programs and advocating for improved support and opportunities.  
 
We operate in New South Wales, Victoria, Tasmania and the Australian Capital Territory. 
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Executive summary 
 
This document represents MI Fellowship’s formal submission to the Victorian Government’s 
discussion paper, ‘Victoria’s Next 10 Year Mental Health Strategy’. We have consulted with our 
staff and participants in the development of our response. 
 
Overall we are in broad support of the mental health strategy discussion paper. It seems well 
considered and addresses many of the challenges facing Victoria today. However we have also 
noted some gaps in the discussion paper which provide opportunities for improvement in 
development of the final strategy. 
 
a) We support having a broad vision, an outcomes approach and more strategic investment for 

mental health. 

b) While we broadly support the guiding principles and outcomes from the discussion paper, we 
believe they can be both more aspirational and more specific, and we have provided detailed 
recommendations on potential improvements. Two of recommendation changes to principles 
are:  

 
Consumer centred:   
‘The self-determined needs, preferences and active leadership of consumers drives all aspects of 
systemic service development and delivery, and their individual experiences of care.’ 
 
Family and carer support and inclusion:  
‘Carers and family members are able to access support in their own right, and are involved in 
systemic service developments and delivery, and their individual experiences of care. Every effort 
is made to ensure that consumers understand and can choose a range of options for involving 
family and carers in their care. 
 
a) We support the clear inclusion of many of the recommendations from the recent report by the 

Consumer Workforce Partnership Dialogues Forum. 
b) We think that the NDIS needs its own outcome, given the scale of impact across mental health 

that the rollout will take several years. 
c) Overall we believe that mental health rehabilitation needs much more focus in the paper, and it 

almost appears as though it is completely omitted. Currently the discussion paper is too 
focused on clinical/treatment and support.  

d) We support the discussion paper recommendations for the outcomes of: 

 Outcome 2: Children and their families 

 Outcome 3: The health gap for Aboriginal and Torres Strait Islander people 

 Outcome 4: The prevention of suicide 

 Outcome 7: The identification of trauma and provision of trauma informed treatment and 
support 

e) We broadly support the following outcome areas, but have made recommended changes and 
additions to each area: 

 Outcome 1: That people are involved in and have genuine choices about decisions that 
affect them 

 Outcome 5: Reducing disadvantage and addressing social and economic participation 

 Outcome 6: Accessing effective, coordinated treatment and support 

 Outcome 8: A capable, supported and multidisciplinary workforce 
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In summary our recommendations for change in these outcome areas include: 
 
a) A greater shift away from involving people in decisions and towards people leading decisions 

which are made about them. 

b) Greater use of the community-managed sector to aid in the use of legal mechanisms which 
help facilitate greater choice, such as advance statements and nominated persons. 

c) Inclusion of mental health rehabilitation within the principles, and within several outcomes 
including outcome 1, outcome 5, outcome 6 and outcome 8. We also recommend a technical 
paper be developed to clarify the function and intent of best practice mental health 
rehabilitation services. 

d) Recommended strategies to increase life expectancy, including recommendations to enhance 
physical health and reduce preventable disease, and recommendations for public reporting 
mechanisms. 

e) Recommendations to increase the bringing together of related services to ‘wrap around’ 
people’s needs, such as MI Fellowship’s Doorway program which combines mental health 
rehabilitation and housing services. We also recommend new funding streams which 
encourage the collaboration of co-produced services between related service areas. 

f) We do not recommend an increase in expensive bed based services, but rather an increasing 
focus on keeping people well in the community. This has better outcomes for individuals and 
families, as well as better economic implications. We recommend a range of strategies to 
achieve this, including peer-led programs, family interventions, focussed community based 
rehabilitation strategies, coping skills programs and trauma informed practice. 

g) We agree with the need for more streamlined access to mental health services, but urge that 
the recent intake process for MHCSS not necessarily be used as an example. We highlight 
some issues and considerations. 

h) We urge urgent assessment and response to threats to the community-managed sector 
workforce posed by the NDIS. We outline risks and propose a set of strategies. 

i) We encourage a more detailed strategy to grow the peer workforce, including a state peer 
workforce strategy, and recommendations for targeted investment and action. 

j) While we absolutely agree that all workers have the right to be safe, we urge different ways of 
speaking about workforce safety, in light of the violence often experienced by consumers within 
our own mental health systems. 
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Feedback on discussion paper 
 

Introductory sections of paper 
 

Vision  
From the discussion paper: 
 
‘All Victorians have the opportunity and right to experience their best mental health.’ 
 
We agree that the vision is the right one for Victoria because it is clear, inclusive, and because it 
addresses access as well as rights.  
 
This is what we think achieving this vision might look like in terms of outcomes: 
 

 That all Victorians, regardless of demographics, diverse experience and identity groups, would 
show similar outcomes on mental health wellbeing. This would include measures that identify 
people from Aboriginal and Torres Strait Islander backgrounds, cultural and linguistically 
diverse backgrounds including refugees, sexual and gender identity, age including children, 
youth, adults and aged populations, and geographic location.  

 
Achieving this vision will require an approach based on equity rather than equality, which provides 
for the differing barriers and needs of different people. 
 

Scope 
We agree that: 
 
The scope of the strategy should be for all Victorians, and include specialist mental health 
treatment system and prevention, early intervention, social support and primary care. 
 
However:   
The scope is unclear about the types of services traditionally provided by the Psychiatric Disability 
Rehabilitation and Support Sector (PDRSS), now known as Mental Health Community Support 
Services (MHCSS), and about the implications of the National Disability Insurance Scheme (NDIS). 
 
The NDIS is slated to provide disability support services for Victorians with an eligible psychosocial 
disability, and indications from the Victorian Government have been that the majority of MHCSS 
funding will be tipped into this new NDIS funding stream. 
 
However this change in funding will leave many Victorians without necessary mental health 
services. 
 
We highlight that the PDRSS/MHCSS sector provides not just support services, but also specialist 
mental health rehabilitation services. These specialist mental health rehabilitation services fall 
outside of the scope of the NDIS, and we believe that it is the accountability of the Victorian 
Government to provide these services. 
 

At best the NDIS will only deliver part of the mental health services that MHCSS 

currently delivers: 

 NDIS offers support services  

 MHCSS has traditionally provided both support and rehabilitation services.  

 While support is shifting out of MHCSS and into the NDIS, no provision has 

been made for rehabilitation.  
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The essential role of mental health rehabilitation, alongside treatment and support. 
 

 
 
Further, we highlight that not all people with a need for mental health support will be eligible for the 
NDIS, and that Victoria also has a responsibility to provide services for these people. 
 
We recommend that:   
 
The scope be amended to include the issues highlighted above. We suggested the following 
change to the discussion paper wording (p4): 
 
The strategy will focus on the specialist mental health treatment [, rehabilitation and support] 
system and prevention… 
 
Or 
The strategy will focus on specialist mental health systems and prevention… 
 

Why we need a new mental health strategy 
We agree that:   
 
There is a need for a new mental health strategy. This is justified by: 

 The significant impacts of the NDIS 

 Consequences of 2014 reforms in the MHCSS and Alcohol and Other Drugs (AOD) sectors 

 The national review of mental health services 

 A shifting economic environment 

 Emerging evidence about best practice in personal recovery, peer support, and the impacts of 
trauma 

 Increasing involvement and influence of the consumer and carer movements and consumer 
and carer peer workforces 
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Guiding principles 
We agree that:   
 

A set of principles should guide the new strategy. 
 

However:   
In our opinion, and after consultation with participants, we think that the principles can be both 
more aspirational and more specific. 
 
For example,  

Proposed principle: Consumer centred 

‘The interests, preferences and active participation of consumers inform all aspects of service 
development and delivery.’ 

This is good, but the principle could be even stronger. This is an existing principle for many 
services that doesn’t stretch our sector enough for a 10 year timeframe. We note that: 
 

a) Informing…or driving? Consumers want and should be entitled to more than ‘informing’ 
service development and delivery. We encourage consideration of stronger, more aspirational 
language such as ‘driving’ or ‘leading’. In an increasingly marketised and customer-oriented 
service system, our understanding is that what consumers want and need should be a 
significant driver rather than just another input. 

b) Self-determination. We recommend taking care with the term ‘interests…of consumers’. This 
can work if these interests are self-identified by consumers. But we know from experience that 
well-meaning service systems can become paternalistic and do harm through practice that 
claims to be ‘in people’s best interests’. A clearer term could be ‘self-determined needs’. 

c) Systemic and individual involvement. We highlight that the term ‘all aspects of service 
development and delivery’ could easily be misinterpreted as being relevant to either systemic 
processes such as developing service design, or individual experiences of care. We think both 
interpretations are important and should be mentioned explicitly. 

d) Participation…or leadership? We highlight that in terms of the continuum of ways in which 
consumers can be excluded or involved in services, that participation is only one point on the 
continuum. We would encourage using the next level up: ‘leadership’. Consumer identified 
options for involvement in services include: 

 

Levels of involvement Service system & service 
development examples 

Individual experience of care examples 

Ownership Consumer owned and run services Asking for and receiving self-determined care 
needs. Use of supported decision making, 
presumption of capacity and service 
adaptability to individual needs. 

Leadership Consumer directed policy, strategy and 
services, consumer-led approaches 
including peer work 

Participation  
(paid, core) 

Consumer consultants, peer workers in 
mainstream programs, mentors, 
consumer advocates Actively discussing and agreeing on care 

needs. The individual has a say along with the 
provider. Use of supported decision making 
and presumption of capacity. May be limited 
options. 

Participation  
(paid, non-core) 

Interview panels, information distribution, 
buddies 

Participation 
(voluntary) 

Committee members, feedback forums 
before policies are developed, small 
projects, information sharing 

Consultation (genuine) Evaluations and program development, 
access & equity, policy input 

Being asked about care needs before 
decisions are made by others 

Consultation 
(tokenistic) 

Minor contributions, consultation after 
decisions are made, inputs not 
acknowledged or used 

Being told about care decisions after they are 
made by others 

Exclusion No involvement Involuntary assessment or treatment, unable to 
access services 

Adapted from: Daya, I. (2012). I Have a Dream: Enabling consumer leadership in the community managed mental health sector. New Paradigm: The 
Australian Journal on Psychosocial Rehabilitation, Spring, 9-14. 
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Proposed principle: Family and carer inclusion 
‘Carers and family members are involved in service developments and delivery.’ 
 
We agree that the needs of carers and families must be a principle of the strategy, however we 
think that the current wording needs strengthening: 
 
a) Carers and family members should be entitled to support services in their own right. 

This point is missing from the current draft principles, and is important. The impacts of a caring 
role can be significant, as evidenced by the high rate of mental health problems experienced by 
carers. Too often carer and family support is tied to the support of the consumer, whereas we 
argue strongly that carers require specialist support services in their own right as individuals. 
Support should be mentioned in the name of this principle along with inclusion. This is 
particularly important in the context of NDIS where carer support may be less available. 

b) Systemic and individual involvement. Similar to the issue raised for the consumer-centred 
principle, we argue that carers and family members should be involved in both systemic and 
individual care service development and delivery. That is, involvement in how services for 
carers and families are designed, developed and delivered, and in how their own personal 
support services are planned and delivered. 

c) Involvement with consumer care. We highlight the common and long-standing issue 
experienced by many family members and carers of not being involved in, or informed about, 
the services received by the consumer that they are in a caring role for. Privacy laws are often 
used as an excuse for lack of good practice in this area. Naturally consumers have, and should 
continue to have, the right to privacy and choice about who is involved in their care. However 
all too often the opportunity for carer/family involvement is lost through poor practice.  
Consumers are often not adequately informed about available options for carer and family 
involvement, or provided with a range of choices for how they might like to have carers and 
family involved. 

 
Proposed principle: Co-production 
We support this principle but strongly recommend that the final strategy takes care to define what 
this means in practice as co-production is often misunderstood, and without a clear definition this 
principle could become tokenistic. 
 
Proposed principle: Recovery orientation 
We strongly support this principle. We urge for continued work to clearly define personal and 
clinical recovery within the sector and community to ensure a more shared understanding. 
 
Proposed principle: Equity and responsiveness to diversity 
We strongly support this principle but suggest it needs more consideration.  
 
Consultation with consumer and carer participants of our services indicates that many believe this 
principle is not strong enough. Participants have told us that they already see this type of principle 
often, but that in practice it doesn’t happen. Specific suggestions from our participants in this area 
include: 
 

 Add more categories to the list, including dual disability, dual diagnosis, aged and young 
carers. 

 Programs like individual support packages do not take account of people from collectivist 
cultures that want and need to work with whole families and communities. 

 This principle must be followed through with specific requirements or measures to make it 
work. 
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Proposed principle: Population based planning 
We strongly support this principle but suggest it needs more consideration. Consultation with 
consumer and carer participants of our services indicates concerns that: 

 Investing where we get the greatest benefit could leave smaller regional and remote 
communities without services. This is already an issue for many communities. 

 There was agreement about the need to focus on the most intense and urgent needs, but 
concern that this could mean failing to address current issues such as: 

 Focusing so much on crises that we don’t do enough to prevent crisis happening 

 Addressing the needs of people with mild to moderate distress, who may become more 
severe without the right services 

 A lack of graduated pathways in and out of services  

 
Proposed principle: Social model of health 
We strongly support this principle but suggest that the section on ‘required focus’ needs more 
inclusions. If Victoria is to acknowledge a social model of health, which we support, then the 
principle must not just acknowledge multiple factors, but indicate a response to those factors. We 
would suggest including: 

 Increased psychological, counselling and social interventions within existing clinical service 
options, most likely through a targeted increase in the use of additional allied health and peer 
services 

 Increased linkage of services between mental health and: 

 Housing 

 Drug and alcohol 

 Trauma specialist  

 Family services 

 Employment and education 

 
Further, we suggest rewording the introductory line to say ‘social, psychological and biochemical’. 
 
Proposed principle: Evidence based practice 
We strongly support this principle and our organisation is an advocate for evidence based practice. 
However we also acknowledge that evidence about mental health is an ever-evolving field and 
therefore we believe this principle should also support creating new evidence in required areas. 
 
We recommend that:   

Proposed principles are reworded to be more aspirational and specific. We suggest the following 
examples for consideration. 

Consumer centred:  ‘The self-determined needs, preferences and active leadership of consumers 
drives all aspects of systemic service development and delivery, and their individual experiences of 
care.’ 

Family and carer support and inclusion: ‘Carers and family members are able to access support 
in their own right, and are involved in systemic service developments and delivery, and their 
individual experiences of care. Every effort is made to ensure that consumers understand and can 
choose a range of options for involving family and carers in their care.’ 
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Outcome Area 1:  Enabling genuine choice 
 

What do you think about including this outcome as a priority in the next 
10-year strategy for mental health in Victoria? 
 
We agree that:   
 
Enabling genuine choice should be included as a central outcome of Victoria’s mental health 
strategy. 
 
It is important that human rights and supported decision making have been included in this section. 
Enabling greater human rights for people affected by mental health problems should be an ongoing 
aim of mental health strategy, while supported decision making is an essential process which can 
help to enable people to make choices about their lives. Both areas have been strongly supported 
by our participants. 
 
In terms of what genuine choice actually means, four areas were identified in the discussion paper: 

 removing the limits of catchment areas 

 service range and coordination 

 what choice means in the context of compulsory treatment 

 a greater range of clinical therapeutic interventions  
 
In principle we agree with all four areas being included. 
 
However:   
 
We highlight the following challenges to maintaining genuine choice: 
 
a) The NDIS and implications for choice.  

The rollout of the NDIS has a range of implications for genuine choice. While ‘choice and 
control’ are legislative intents for the scheme, in practice this choice and control occurs within 
some important boundaries, including: 
 

 Permanent impairment: An assumption of permanent impairment, and what this implies in 
terms of personal recovery and hope, and what it means for those with mental health 
support needs who are not deemed eligible and therefore unable to access NDIS support. 
This concept is contrary to the best current evidence about mental health recovery and is 
an area of significant concern for our participants; 

 Reasonable and necessary limits: The limitations of ‘reasonable and necessary supports’ 
(NDIS Act 2013), within the context of assuming ‘permanent impairment’. That is, if you 
assume an impairment is permanent, you are less likely to provide services which provide 
for the possibility of change; 

 Lower paid, lower skilled staff: The funding levels for NDIS support ‘clusters’, which are 
currently set at less than 40% of MHCSS funding levels. In terms of choice, it is likely that 
NDIS supports will not be able to offer the same skill set or complexity of service that many 
consumers are currently used to receiving. Because of current block funding arrangements 
in Barwon most providers have been able to retain previous workforces – for now. 
Consumers are yet to see the real implications of this change but it is likely to be significant. 
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b) Mental health rehabilitation and the implications for choice. 
The strategy speaks about improving the range of available services – and yet the provision of 
mental health rehabilitation services is at serious risk of being lost within Victoria. 
 

 The NDIS is not equivalent to MHCSS. Current plans for Victoria are to roll MHCSS 
funding into the NDIS. As highlighted in previous sections, the NDIS will only offer support, 
and not rehabilitation. This means that Victorians are at risk of losing access to mental 
health rehabilitation services.  

 Why rehabilitation matters. This gap has important implications in terms of choice. It 
means that people will only be able to choose treatment or support – but not services in 
that important space which actually provides for improved self-management of mental 
health, and for the prevention and reduction of disability. Imagine if rehabilitation were no 
longer available for people who had experienced stroke or car accidents? Why is mental 
health any different? 

 
c) Aim for individuals to ‘lead’ making their own choices, rather than just be ‘involved’ in 

them. 
Being involved in making choices is not enough. Self-determination is an important element of 
recovery of good quality mental health practice. 
 

 We address the reasons for this argument in the section above. 

 This outcome says that ‘people with mental illness, families and carers are involved in and 
have genuine choices about decisions that affect them’. This is better than what we have 
today. But the outcome would be greatly improved if it went beyond people ‘being involved’ 
and actually aimed for people ‘to lead’ decisions about their own mental health.  

 ‘Supported Decision Making’ (SDM) should help enable people to make choices about their 
care, but to be successful, all mental health practitioners must be trained in SDM, and 
service processes must be adapted. 

 
d) Improve the use of legal mechanisms to build choice.  

The discussion paper speaks about more widely utilising and embedding legal mechanisms for 
choice from the Mental Health Act (2014) into public mental health services.  
 
We argue that these mechanisms should also be more widely utilised and embedded into the 
community mental health sector. 
 
Once people reach a public mental health service, it is probably too late to enact an advance 
statement. By embedding mechanisms for advance statements into the community sector, 
consumers and their families are more likely to have the opportunity to create advance 
statements prior to hospital admissions. Again, the question of how to do this if all community 
mental health support is provided through disability support, is relevant. 
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What else could be done to achieve this outcome 

 
We recommend that:   

 

a) Community-managed specialist mental health rehabilitation services are retained for Victoria 

b) Rehabilitation services must be delivered through community-managed organisations 

c) The wording of the outcome be changed to reflect that people should lead decisions which are 
made about them, rather than just be involved in them. 

d) That implementation of choice mechanisms from the Mental Health Act (2014) be embedded 
across the community sector as well as the clinical sector, particularly for the completion of 
advance statements and selecting nominated persons. 

e) That consumers and carers play a central role in measuring information about experiences of 
choice and care. 

f) That training for supported decision making be implemented across the entire mental health 
sector, and measures established. 

 

What measures or indicators would demonstrate this outcome is being delivered? 
 
Consumers and carers are best placed to decide for themselves whether or not genuine choice 
has been enabled and improved.  
 
We recommend a co-design process for developing measures and indicators for choice, and that 
the scope of these measures include a potentially wide range of variables such as: 
 

 Clinical, rehabilitation and support services 

 Related social and community support services 

 Service access, service types, service quality and recovery outcomes 

 Range of choices, types of choices, quality of choices 

 Use of supported decision making processes 

 Use of legislated mechanisms such as advance statements, nominated persons and second 
opinions 

 Choice in relation to diversity and equity 
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Outcome area 5: Reducing disadvantage and increasing social and 
economic participation 

 
What do you think about including this outcome as a priority in the next 
10-year strategy for mental health in Victoria? 
 
We agree that:   
 
The reduction of disadvantage and the increase of social and economic participation are both 
critical outcomes for Victoria’s future mental health strategy. 
 
However:   
 
a) The strategy should clearly identify that many of the socioeconomic disadvantages identified in 

the discussion paper can equally be a consequence of mental health problems as well as a risk 
factor for mental health problems. This has consequences for how we respond to these 
disadvantages. 

b) The discussion paper could make it clearer that addressing disadvantage and participation is 
not just an outcome in itself, but a strategy to promote mental health recovery. 

c) Significantly, more strategies are needed to address the reduced life expectancy of people with 
mental health problems. This is a critical issue. Addressing smoking rates is a useful strategy, 
however there are many more strategies that can and should be implemented about 
preventable disease and a more proactive approach to physical health. We encourage 
development of more comprehensive strategies and targets to improve mortality rates. 

d) The section about what can be done to reduce disadvantage is mostly too vague and needs to 
be much more specific and active.  

e) We agree that the gaps between commonwealth and state funding streams are a major issue 
and we strongly support addressing this. In the case of the NDIS and state-funded community 
services, it is still unclear about who will provide rehabilitation services. The strategy must 
provide clarity about who is responsible for funding mental health rehabilitation. 

 
What else could be done to achieve this outcome? 
 
We recommend that Victoria’s mental health strategy:   

a) Ensures that government strategies to improve social and economic disadvantage are planned 
as both preventative strategies for mental health problems, and as recovery strategies from 
mental health problems. Outcome measures should identify both preventative and recovery 
impacts. 

b) Works towards breaking down silos between services that support people.  

 Strategies such as the Housing First model utilised in programs like MI Fellowship’s 
Doorway program provide innovative and evidence based solutions to bring together 
housing and mental health services in ways which improve recovery outcomes. 

 Greater provision of services which provide dual diagnosis services for mental health and 
drug and alcohol needs. These areas are predominantly two sides of the same coin. Mental 
health problems can lead to substance use, and substance use can result in mental health 
problems. These issues must be addressed together rather than separately.  

 Provide designated funding streams for specialist services in mental health, AOD, criminal 
justice and child protection to collaborate in co-delivering services that wrap around client 
needs, rather than remain in silos. 
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c) Substantially improve the life expectancy of people with mental health problems: 

 Identify targets to improve life expectancy outcomes. 

 Raise the profile of life expectancy gaps through publicly available data which compares 
the parity of consumer life expectancy with the general public. This data should be reported 
to parliament annually, with a stated intention of showing improvement over time. 

 Implement more comprehensive strategies to improve health outcomes that extend beyond 
reducing smoking rates. This must include strategies for primary health services, and 
clinical and community mental health services. 

 Obesity as a consequence of medication side effects is a widespread contributor to health 
problems and a range of preventable disease for people with mental health problems, 
particularly for those diagnosed with psychotic disorders. This can and should be 
addressed through greater provision of allied health services which promote dietary health, 
exercise and improved self-managed physical health skills. We strongly recommend the 
widespread implementation of physical health programs which target obesity, diabetes and 
cardiovascular disease across mental health services. We wonder how this might be 
available under NDIS. 

 Identify and address barriers to physical health which are a result of poverty experienced by 
many mental health consumers. 

 Physical health screening for common preventable disease should become standard 
protocol for consumers. 

 Investigate health coaching as a strategy for mental health consumers, and the potential for 
the use of peer work in this strategy. 

 

What measures or indicators would demonstrate this outcome is being delivered? 
 
Measure the gap in life expectancy and improvements over time: Report on mortality rates for 
mental health consumers, broken down across major diagnostic categories, and compared to data 
for the general public. Of relevance, is the increasing trend to downgrade, or not require, Incident 
Reports relating to the death of consumers living in the community due to physical health issues. 
 
Measure the causes of gaps in life expectancy and improvements over time: Report on the major 
causes of death for mental health consumers, broken down across major diagnostic categories, 
and how these differ to the general public. 
 
Measure the delivery of new strategies: 
 

 Report on increases in comprehensive physical health screening for mental health consumers, 
through primary health services and within mental health acute services 

 Report on increases in the provision and uptake of physical health services which target 
obesity and common consequential health problems such as diabetes and cardiovascular 
disease. 

 Report on the range and type of physical health services offered by mental health service 
providers 
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Outcome area 6: Responding to need with effective and coordinated 
treatment and support 
 

What do you think about including this outcome as a priority in the next 
10-year strategy for mental health in Victoria? 
 

We agree that:   
 

There is a need for improvements to effective and coordinated treatment and support for people 
with mental health problems and for families and carers. 
 

People require seamless access to services and supports throughout the lifespan. 
 
People need new access platforms for the entire mental health system that make it easier to 
navigate. 
 

The public mental health system is under increasing pressure. 
 
However:   
a) We note that treatment and support are insufficient for this outcome and we note the significant 

exclusion of rehabilitation services. 

b) We disagree with an increase of investment in bed-based, clinical services. By the time that 
people reach inpatient services then many opportunities for prevention and community based 
wellbeing initiatives have been missed. 

 We argue that Victoria should reduce demand for expensive bed-based services by 
increasing focus on prevention, and opportunities for support and rehabilitation in 
community settings. 

 Recovery-oriented rehabilitation is a better investment for individuals, families, communities 
and the economy.  

 More focused utilisation of residential rehabilitation services, community care units and 
PARC services can help to reduce the pressure on bed based services. 

 Consumer feedback, also evidenced in many popular strategy website comments, is that 
people would like more access to psychological therapies. While this is currently federally 
funded through Medicare, there is potential for access to psychological and related 
counselling services to be made more accessible in community settings and which may 
reduce demand on bed based services. 

c) Monitoring NDIS service gaps is insufficient – many major service gaps are already known and 
are significant in terms of the difference between support services versus rehabilitation 
services, and the many people who will simply miss out altogether. These gaps must be 
proactively addressed now, not just monitored later. 

 Carer support is an area under significant risk with the upcoming NDIS. After more than a 
year of the Barwon NDIS trial, only one of the 41 carers that we have previously been 
funded to support has received direct support funding through the NDIS. 

 The difference between support and rehabilitation is critical and must be addressed. 

 The impacts of lower funding levels and subsequent impacts on staff skills and service 
quality must be addressed. 

 Support services for people who are not eligible for the NDIS must be identified. 

d) We caution that new intake services in MHCSS that were introduced last year have had many 
issues – and is not an ideal model. Any solution must include many different types of ‘front 
doors’ and modes of access that address the different needs of different people.  
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What else could be done to achieve this outcome? 
 
We recommend that:   

a) Rehabilitation services be included in this outcome, along with treatment and support. 

b) Future investment be focused on increasing opportunities for prevention, early intervention, 
support and rehabilitation in the community, rather than investing in increased bed-based 
services, including initiatives like: 

 Peer-led programs such as MI Fellowship’s Wellways, or Voices Vic’s hearing voices 
groups 

 Increased investment in greater choice of treatment options which stretch beyond 
medication and build enhanced coping skills, family and communication connection and 
inclusion, and trauma informed treatment  

c) NDIS implications are proactively addressed now, including: 

 Identifying service options for people not eligible for the NDIS 

 Identifying carer support service options for people who miss out on NDIS support 

 Advocating to the federal government and NDIA to access greater data detail about mental 
health NDIS trial data 

 Ensuring that NDIS funded services are paid at a rate which guarantees to meet the service 
quality, safety and outcome standards for Victorian mental health 

d) In planning for a more streamlined, centralised access to mental health services, we 
recommend: 

 Multiple access mechanisms including phone, in person, email and via agency referral 
and/or via an advocate or carer/family member 

 Access across all mental health and related services, including community mental health 
support and rehabilitation, clinical inpatient and outpatient services, housing, AOD, justice, 
employment and family services. 
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Outcome area 8: Developing a capable and supported workforce 

 
What do you think about including this outcome as a priority in the next 
10-year strategy for mental health in Victoria? 
 
We agree that:   
 
A capable, supported workforce is a prerequisite for effective, recovery-oriented mental health 
services. 
 
We agree that lived experience by consumers and carers is bringing an increasingly valuable 
contribution to our mental health workforce, and that this should be recognised, supported and 
enhanced. 
 
The safety of our workforce, like any other, is important. 
 
However:   
a) It is disrespectful to talk about safety for staff without also talking about safety for 

consumers and carers. 
When speaking about safety and violence within mental health, we must take care to never do 
so without reference to the experience of violence and trauma which is also experienced by the 
many people who use this sector.  
 
Violence and stress affects consumers and carers, not just workers. 
 

 In 2013 a research project by the Victorian Mental Illness Awareness Council examined the 
safety of women as inpatients in public mental health services, and found that 67% had 
experienced sexual or other forms of harassment during hospitalisation, and that 45% had 
experienced sexual assault during an in-patient admission (VMIAC, 2013) 
 

 An overwhelming majority of consumers have past experiences of trauma and violence, 
with prevalence data ranging from 66% to 87% (Consumer Workforce Partnership 
Dialogues Forum, 2015). 

 
We agree that it is important to look at violence and stress in mental health workplaces. 
Everyone has the right to be safe at work. However we urge the department to include 
reference to the violence and stress that is often experienced by consumers and their families, 
both within and outside of the mental health sector. We also urge the department to consider 
research which indicates that the less we can reduce violence and restrictive practice towards 
consumers, the safeer that inpatient staff are likely to become. 

 
b) The NDIS is threatening community workforce skill and sustainability. 

We agree that we need a public specialist mental health workforce (clinical and non-clinical) 
where all people are valued and professionally supported throughout their careers. 
We fail to see how this will be possible in the non-clinical sector with current NDIS funding 
models paying less than 40% of MHCSS funding models.  
 
If these NDIS funding models do not change we are likely to see wide ranging problematic 
impacts for the non-clinical mental health sector workforce, including: 
 

 Potentially large scale redundancies 

 Widespread casualization of the workforce 

 Reduced access to supervision and support, increasing the personal impacts of work stress 

 Reduced training and qualifications increasing a range of risks 
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We urge the development of strategies for how the community mental health sector can retain 
a skilled and supported professional workforce under NDIS funding models. 
 
We highlight the long term implications of potentially losing decades of experience and skill 
through the NDIS reforms, which could be almost impossible to recover once gone. 

 
c) Peer workforce needs more detailed strategy 

We absolutely support greater investment in and development of the lived experience 
workforce within mental health, however we think the strategy needs much stronger and more 
specific strategies. 
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What else could be done to achieve this outcome? 
We recommend that:   

a) Impacts of the NDIS on the non-clinical community managed mental health workforce 
must be addressed: 

 A comprehensive analysis be made of the likely risks of substantial and potentially 
irreparable losses to the non-clinical mental health workforce as a consequence of NDIS 
reforms.  

 A comprehensive response to the above analysis is required to be developed urgently by 
the department in collaboration with the community managed sector to protect this valuable 
and specialist skilled workforce for the future. 

 Continued funding of community managed rehabilitation services would address these 
issues. 

b) Development of the lived experience workforce requires: 

 A comprehensive peer workforce strategy for Victoria. This type of work was commenced 
by Health Workforce Australia, and is underway in other states, and models also exist 
overseas.  

 An expert reference group of leaders from the peer workforce should oversee this work for 
Victoria. 

 In recognition of the emerging nature of this workforce and its professional disciplines, 
targeted investment is required to enable sustained growth before the workforce is 
embedded. This investment should target scholarships for training in the Certificate IV in 
Mental Health Peer Work, including scholarships for regional areas, access to centralised 
resources for organisations, targeted research funding, and funding innovative initiatives to 
build the capacity and integration of peer work, and training for non-peer supervisors of 
peer workers. 

 Targets and protocols for peer workforce integration into different types of mental health 
services are required for Victoria to provide guidance to services. The NSW Mental Health 
Commission is developing a guide for implementing peer work within mental health 
services, which may of use for Victoria. 

 Recognition that: 

 Peer work includes both consumers and carers 

 Peer work is an emerging discipline of professional practice that is based on the 
intentional and purposeful use of lived experience.  

 Having lived experience as a consumer or carer is insufficient to be a peer worker. The 
role also requires lived experience of recovery and training in peer work practice. 

 While further research into peer work is required, there exists a good evidence base for 
the benefits of peer work. 

 Peer work is a discipline rather than a job role, and therefore there are many types of 
different roles, at many different levels of expertise, that peers may work in. 

 That some of the core elements of peer work differ significantly from other types of 
practice, such as a very different interpretation of professional boundaries and use of 
personal experience. This can make supervision of peer workers challenging for non-
peers.  

 That peer workers face a number of challenges as an emerging workforce, with an 
emerging practice, and primarily coming from disadvantaged backgrounds. Combined 
with the majority of current roles being in part time or casual entry level positions, there 
is the potential for peer workforce exploitation, and some challenges in career 
advancement. We encourage the discussion paper focus on career progression. 
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Additional considerations 
 

We recommend the development of some additional technical papers to support the mental health 
strategy. These would include: 

 Economic participation and employment 

 Best practice in recovery-oriented treatment, rehabilitation and support services 

 Mental health peer workforce 
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