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Mental Health Accountability Paper
Recommendation
For discussion
Background
At the request of Minister Roxon, the MHCA Secretariat has prepared a couple of papers in relation to new accountability measures, attached here:

Attachment 1 (with Appendix 1 also attached) – is a paper outlining a new mechanism for independent accountability and advice in the mental health sector.  This paper is an updated version of one sent to the previous government which led to their adoption of the ‘Australian National Mental Health Council’ during the 2007 election campaign.
Attachment 2 – is a paper making recommendations for accountability measures to be included in the new Australian Health Care Agreements.  This paper was prepared in consultation with the MHCA’s research committee which provided input and suggestions.
Sebastian Rosenberg
Attachment 1

Briefing to Minister Roxon

A New National Mechanism to Engage the Mental Health Community Sector:

The National Mental Health Reform and Accountability Committee (NMHRAC)

Introduction

Over the next four years, around $4bn will flow into Australia’s mental health system and there no effective mechanism to monitor and evaluate this expenditure. 

The aim of this paper is propose a national mechanism to engage the burgeoning community sector in a new and effective system of mental health accountability.

Significant changes and investment was made by COAG in the mental health field in 2006.  However, there was an almost total failure to develop any new, effective accountability mechanisms.  In acknowledgement of this, in 2007 the previous government committed itself to the establishment of a new mechanism to engage the community sector in system oversight. The chosen model was based largely on the Australian National Council on Drugs (ANCD), with similar structures and processes and named the Australian National Council on Mental.  They proposed funding (approximately $700,000 per year), based on the work patterns and costs of the ANCD.
Rationale

There are few areas in health where there is so little input from experts and the rapidly developing community sector.  This is in stark contrast to similar areas such the alcohol and other drugs field where input from key stakeholders in the hallmark of effective national policy grounded in the best evidence and taking into account the experiences of consumers and carers, as well as a broad range of expertise.

The need to reform decision-making structures has long been a key aspect of mental health reform policy in Australia.  Bringing together some of the best strategic thinkers and directly engaged stakeholders from the Australian mental health field can only add value to government policy making.  It is also acknowledged as best practice policy making within Australia and internationally.

In summary, the proposed new advisory structure provides an option for improving the quality of policy making and increasing accountability for national mental health policy.

The National Mental Health Reform and Accountability Committee (NMHRAC)

NMHRAC would be established to oversee the Australian Government’s commitment to improving the lives of Australians affected by mental illness.

An important component of the Committee’s work would be to ensure that policies, strategies and directions in the mental health field are consistent with the COAG National Mental Health Action Plan 2006-11 and related national mental health and other policies.

The COAG Action Plan recognises the importance of building partnerships and cooperation between a very broad range of sectors.  The Committee occupies a unique position by virtue of its role in enhancing the partnership between government and the community.  It is planned to have a pivotal advisory, advocacy and representative function, with a significant role to provide government Ministers with independent, expert advice on matters related to mental health.

The Committee brings to the national effort expertise from consumers and carers, community organisations, research and health and social welfare fields.  The cooperation of these fields is vital to the comprehensiveness of Australia’s policy response to mental illness in our community.

Some key tasks facing NMHRAC would include:

1. To provide independent advice to the Prime Minister, the Minister for Health and other Australian Government Ministers on national mental health strategies, policies, programmes and emerging issues.

2. To provide independent and strategic advice on mental health policy and services to the Australian Government and other bodies and parliamentary committees, as appropriate.

3. To consult and liaise with the mental health and related sectors, and in particular the non-government sector.

4. To inform and educate public knowledge and discussion on mental health related issues.

5. To build and maintain partnerships across the range of sectors concerned in dealing with and addressing mental health issues.

6. To report annually to the Prime Minister and the Minister for Health on the work of the Committee.

The composition of NMHRAC should include a prominent Australian as Chair assisted by expertise in the following broad areas:

· Consumer and Carer experiences of care

· Research 

· Aboriginal mental health expertise

· Youth mental health

· Community awareness and social stigma

· Community mental health service provision

· Mental health workforce

· Rural mental health issues

· Suicide prevention

The Secretariat for this new committee could be provided by an organisation independent of government, as with the ANCD, such as the Mental Health Council of Australia.
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Appendix 1 to Attachment 1

Strengthening the role of NGOs / experts in mental health policy 

development and implementation

An MHCA Options Paper

Introduction 

This paper has been prepared to address a key issue: how to enhance the role of Non Government Organisations and other experts in the new national mental health initiatives.

This paper provides a very brief outline of five possible options for increasing the role of community organisations, researchers, consumers, carers, and other key stakeholders in the development and implementation of national mental health policy and the active monitoring of government expenditure. 

Rationale

All Australian governments have made a major commitment to improving mental health across Australia through the COAG mental health initiatives.  This initiative is largely being managed by Federal and State bureaucracies with limited input from the NGO sector, including carer and consumer groups.  While this level of government to government funding and negotiations are commendable, there is still a huge gap in terms of active involvement of the community sector and other key stakeholders.  This relative exclusion of direct community and expert input is in contrast to the way the governments have previously sought to engage with the community sector through direct input into the funding and monitoring processes (e.g. the role of the Australian National Council on Drugs as a peak NGO advisory group). 

It is also important to note that investment in quality services and strengthening the community sector is seen as a positive step forward by the broader mental health field.  There is almost universal agreement that one of the more cost effective ways of responding to people with mental health issues is to strengthen individual and family connections within local communities.  This includes supported access to general services such as housing, employment, primary health care, drug and alcohol treatment, recreation, and other services.

Increasing NGO input in the mental health field is a difficult challenge, largely because State and Territory governments have a primary interest in supporting their own (government run) mental health services.  Most of the options listed below would be opposed by bureaucracies, especially at a State and Territory level.

Options

The following five options are very briefly outlined as a starting point for discussions.  They may require additional explanation and refining in terms of how they might be best be structured and operate.  They are not all mutually exclusive.  Some expand the role of existing structures while others support the creation of new entities.  All the options aim to increase the role of NGOs and strengthen community responses to mental health issues across Australia

1.  Minimum 50% target for all new COAG mental health expenditure to NGOs

This option would create a clear target that all Australian governments would have to comply with, while still allowing individual jurisdictions flexibility in deciding which NGOs to support around individual initiatives.

Strengths:  
A clear and decisive message, real support, local flexibility, real national reform

Weaknesses: 
Difficult to administer, more applicable to some initiatives than others,          


difficult to monitor

2.  MHCA monitoring of all COAG mental health expenditure 

The Mental Health Council of Australia is the peak body for the mental health field with over 50 national members representing key interests and expertise from across Australia.  As the lead NGO it could play a critical policy implementation role in monitoring all COAG expenditure through establishment of appropriate research and monitoring activities and be given direct input into COAG deliberations.

Strengths:  

A single existing entity with broad NGO support, strong expertise, 
                    

able to produce quality reports, use media and pressure jurisdictions

Weaknesses: 
Single entity may be seen as exclusive, strong government (bureaucratic) opposition to such high level empowerment of an NGO

3.  National Mental Health Reform Committee oversight of all expenditure 

This option would establish a new advisory body (similar to the Australian National Council on Drugs) comprised primarily of NGO representatives (including consumers and carers) and key non government experts.  The new Committee would be appointed by the Prime Minister to provide advice directly to the Minister for Health and the Prime Minister on issues such as the allocation and monitoring of COAG mental health funding.  It would work in collaboration with existing government processes and peak bodies.

Strengths:  

Strong representative NGO input, clearly supporting NGO role, building
                     

on a successful model of government operations (ANCD)

Weaknesses: 
Difficult to establish (new entity and bureaucratic resistance), cuts across the role of a number of groups, needs appropriate leadership

4.  A new COAG Monitoring NGO Group 

This option would create a new national subcommittee of COAG to oversight implementation of the new mental health funding with a particular focus on strengthening the role of NGOS and ensuring ongoing monitoring of implementation.  It would be appointed by the Prime Minister and made up of leading NGOs and eminent NGO experts.  This option similar to option 3, but would operate largely within the COAG structure rather than as a separate independent advisory group.

Strengths:  

Increased NGO input supporting NGO role, building on the COAG
                     

processes and structures, allowing broader advice and input

Weaknesses: 
Difficult to establish (bureaucratic resistance), limited impact if 
           

too captured by the government to government process

5.  The Mental Health Roundtable – six monthly report

This option would create a six monthly national roundtable of NGOs, carers and consumers from all jurisdictions to report on COAG process and identify issues that need to be addressed.  It would be informed by workshops in each jurisdiction prior to the roundtable and could be administered under the auspice of the peak NGO (MHCA).  Membership of the roundtable could be determined by the Prime Minister in consultation with MHCA and other groups.  The Roundtable would also be able to provide advice directly to the Minister for Health and the Prime Minister.

Strengths:  
An inclusive process, actively monitoring COAG implementation,         engagement of NGOs in reporting directly to government

Weaknesses: 
Could be difficult to manage (size and scope), issues of credibility, 
                      
 potential to be overly critical, no input into funding decisions

Conclusion

There is no doubt that the potential of key stakeholders and the NGO sector to make a positive contribution to the mental health and well being of all Australians is not being realised under the current systems and processes.  
Each of the above options would increase the role of key stakeholders and NGOs, and improve government access to the best possible services and policy advice.  As long as the COAG processes are largely dominated by government to government negotiations and service agreements, there is only ever limited opportunities for real advancement in the provision of community based services.

It is hoped the above listing of options will provoke enough interest and questions to enable further discussions in this area of great importance to the whole issue of mental health and well being in Australia.


Attachment 2

National Health Reform - Mental Health Measures

Introduction
The Mental Health Council of Australia (MHCA) has prepared this paper to inform government in relation to accountability in the provision of mental health services across Australia.  This paper has been the subject of full membership consultation by the MHCA, as well as drawing upon some of Australia’s leading specialist mental health researchers, consumers, carers, and other key stakeholders.

The aim of this paper is to outline a set of measures to assess progress in mental health across Australia.  The paper is prepared in two parts:

1. Specific measures recommended by the mental health sector for collection that should be included under the Australian Health Care Agreements; and

2. A proposal to establish a new and independent process to collect, analyse and publish other vital measures.  

Without both sets of measures, mental health policy makers and investors will continue to fumble in the dark, running the risk of investing in failure and punishing success.  Perhaps just as importantly, the provision of quality services is dependent on having appropriate measures in place - ‘What gets measured gets done’.  

Background

15 years after the first National Mental Health Strategy, the mental health sector has no confidence in any existing process of accountability in relation to mental health in Australia.  The Report on Government Services, the COAG National Action Plan, the National Mental Health Report and the work of the Australian Institute of Health and Welfare constitute a confused and fundamentally flawed approach to mental health accountability.  Put simply, it is not possible using any of these data sources for consumers, carers and the general community to know if the mental health system is helping people get better or not.

The focus of the COAG National Action Plan on Mental Health 2006-11 was, quite properly, new services for people with a mental illness.  The new MBS items for psychology services and the personal helpers and mentors scheme were the largest components of the new Commonwealth expenditure.

In addition to the array of new services, some of which are yet to commence, the National Action Plan committed COAG to assessing progress against a new set of outcome measures.  It is important to note that while these COAG measures would be very useful, so far there has been little planning and no resources allocated to their collection.  

The Report on Government Services (ROGS) 2008 acknowledges that the data collection needed to inform many key indicators is not yet in place and states:

Key challenges for improving the reporting of mental health management are similar to those of previous years:

· Improving the reporting of effectiveness and efficiency indicators for Indigenous, rural/remote and other special needs groups

· Revising the performance indicator framework to account for the Third National Mental Health Plan and the COAG National Action Plan on Mental Health, to ensure report remains consistent with government policy objectives for mental health

· Improving the reporting of effectiveness/efficiency indicators for community-based mental health care.

After 15 years, the key challenges as outlined in the ROGS report above can no longer go unmet. 

The data necessary to demonstrate real progress in mental health comes from areas broader than health, including community services, housing, employment, education and so on.  Obtaining useful data from just one of these areas across governments is extremely difficult.  Government and other systems have over many years demonstrated they are unable to collect and collate the mental health information required to provide this holistic analysis. 

This paper does not therefore attempt try to re-fashion these systems or insert new data items for collection by these systems.  Instead, it is suggested that a new and effecting means of securing real accountability in mental health can be achieved by committing resources in two ways, as described below.

1. Specific measures recommended by the mental health sector for collection and reasonably included under the Australian Health Care Agreements

Table 1 outlines the basic measures which should be collected routinely under the AHCAs.  
The MHCA would like to see many measures as part of the Australian Health Care Agreements (AHCA) process, but recognises both the reluctance of jurisdictions to enter into new reporting requirements and the inadequacy of existing information and reporting systems.  
For this reason, the MHCA has restricted the AHCA accountability requirements to only five key measures that are all easily collected by each jurisdiction.  

 These five measures are the absolute minimum the Federal government should and could expect from each jurisdiction in reporting on mental health service provision.  

Table 1

	AHCA Measures



	Outcome
	Progress Measures

	Reducing the prevalence and severity of mental illness in Australia


	The rate of suicide in each jurisdiction

	
	Death rate <3 months post discharge from hospital

	
	Death rate <12 months post discharge from hospital

	
	The rates of community follow up for people within the first seven days of discharge from hospital

	
	Readmissions to hospital within 1 month and 6 months of discharge


2. A Proposal to Establish the Australian National Mental Health Survey

In addition to the basic AHCA measures listed above, the MHCA suggests that a new and targeted approach be taken to collecting critical mental health measures.  The preferred approach is to conduct localised surveys, sampling users of the mental health system over, for example, a one month period in different sites across Australia. Rather than relying on inflexible and inconsistent jurisdictional information systems, independent researchers would be engaged to purposively collect data in relation to the measures listed in Table 2.  Most of the elements listed in Table 2 are in fact measures called for under the COAG Action Plan, but so far failed to be collected.

Table 2

	Australian National Mental Health Survey Data Elements



	Outcome
	Progress Measures

	Increasing the proportion of people with an emerging or established mental illness who are able to access the right health care and other relevant community services at the right time, with a particular focus on early intervention
	Percentage of people with a mental illness who receive mental health care

	
	Mental health outcomes of people who receive treatment from State and Territory services and the private hospital system

	
	The prevalence of mental illness in the community (National Household Survey every 3 years)

	Reducing the prevalence of risk factors that contribute to the onset of mental illness and prevent longer term recovery
	Rates of use of illicit drugs that contribute to mental illness in young people

	
	Rates of substance abuse

	Increasing the ability of people with a mental illness to participate in the community, employment, education and training, including through an increase in access to stable accommodation
	Participation rates by people with mental illness of working age in employment

	
	Participation rates by young people aged 16-30 with mental illness in education and employment

	
	Prevalence of mental illness among people who are remanded or newly sentenced to adult and juvenile correctional facilities

	
	Prevalence of mental illness among homeless populations

	Increasing consumer and carer participation in treatment planning and service quality enhancement


	Public reporting of consumer and carer satisfaction measures

	
	Level of engagement of consumers in treatment planning

	
	Level of engagement of carers in treatment planning and support

	Reducing the risk factors for families and children of people with a mental illness
	Level of family assessment and support provided to carers

	
	Level of family assessment and support provided to children of consumers

	Active monitoring of outcomes from mental health service providers
	Ongoing program of health care audits involving follow-up patient and carer assessments for GP plans and psychological services 

	
	Ongoing program of health care audits involving follow-up patient and carer assessments for people who receive treatment from State and Territory services and the private hospital system

	
	Ongoing program of health care audits involving follow-up patient and carer assessments for community mental health service providers 

	General health and well being of mental health consumers and carers
	General health assessment including diet, exercise, dental needs, level of alcohol, tobacco and other drug use by consumers

	Employment status
	Access to stable full time or part time employment or training

	
	Access to appropriate vocational assessment and planning services provided

	Stigma and Discrimination in the Community
	Community surveys of attitudes towards mental illness, including target populations such as employer groups, CALD communities and others.

	Housing status
	Access to stable housing

	
	Access to appropriate housing assessment and planning services


Other community mental health sectors, alcohol and drug for example, are able to mine a rich vein of information with regard to changing trends in drug use across Australia.  A cadre of well-informed researchers has developed to conduct this work, publish articles and provide advice.  Services can be and are configured in response to the information developed.  This process is not in place in the mental health sector.  Investing in independent research across these critical measures will not only contribute to changing this situation but make it more likely these critical measures will be collected effectively and routinely.

Cost

The MHCA would estimate that effective localised surveys of the elements listed in Table 2 could be organised at a cost of around $2m per annum with individual elements put out to tender to the research community.

Conclusion

It is impossible to overstate the importance of measuring the impact of health expenditure on patient care.  It is the key to not only monitoring and improving the quality of services provided, but also to developing a real knowledge base around mental health in Australia.  

Given the massive investment in mental health, it would be absurd to perpetuate over a decade of inaction on countless recommendations for better measures.  The investment required for effective measurement is miniscule compared to the massive current investment in systems that are largely outcome blind.
------------------------------------
