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A STRATEGIC ANALYSIS OF THE RECOMMENDATIONS AND FINDINGS
OF THE ROYAL COMMISSION INTO VICTORIA’S MENTAL HEALTH SYSTEM (RCVMHS)
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August 17th 2021
PLEASE NOTE: This Report is intended to be read independently of the five volumes of the Royal

Commission’s Final Report, although several references are made as appropriate to various of the volumes
by page number. However, a reading of the Royal Commission’s Summary and Recommendations volume
will enhance understanding; references to specific Recommendations are systematically included in the
summary of the architectural structures comprising the reformed Mental Health and Wellbeing System.
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EXECUTIVE SUMMARY
This Executive summary outlines the content of this Report and briefly states recommendations for VPA
advocacy during implementation of the Royal Commission reform. It is noted that the Royal Commission has
set in train a process of reform, to be completed within 10 years, requiring the Victorian Government to
implement its Recommendations by staged timelines. Therefore, while an overall shape of a new system is
prescribed, many details of structures, and the steps by which they will be introduced, are left to the
Government to work out through collaborative discussions with the stakeholders it deems relevant.
The Aim of this Report
The Royal Commission into Victoria’s Mental Health and Wellbeing System has produced an overall plan for
re-building the system, with implications for all mental health professionals. At this stage, Government
implementation has well begun. The VPA contracted Stewart Consultancies to conduct a Strategic Analysis
of the Royal Commission’s Final Report and Recommendations, to elucidate the form of the new system and
its implications for Psychologists. The timeline was necessarily short.
Process of the Strategic Analysis
As time did not permit full reading of the Royal Commission’s output (well over 3000 pages, with five volumes
of its actual Report), the Analysis focused upon understanding as deeply as possible the 65
Recommendations, often seeking further explanation of meaning by referring to sections of the Report. In
addition, the five volumes were searched for key words relating to various of the VPA’s concerns. Because
of the time imperative, Dr Rosemary Kelly, Secretary of the VPA, conducted the part of the Analysis taking
in Workforce issues. expanding upon issues of employment and conditions for public mental health
professionals, including Psychologists.
Philosophy of the Reforms Recommended by the Royal Commission
The Royal Commission aims to reform approaches to mental health and wellbeing in a ”whole of community”
sense, improving treatment, care and support for mental illness and psychological distress at all levels of
society. It calls for a vast range of measures, including with public mental health services other government
entities, non-government bodies and individuals and community members. These measures will emphasise
outcomes for consumers, placing the needs and preferences of consumers and families/carers/supporters
as the centre of the system, in decision-making and indeed in leadership in the system. Another main
principal behind the reforms is the active and monitored use of collaboration and coordination of services.
The Reformed Structure
The structures that will govern, administer and deliver this very complex system are not easy to grasp. Two
diagrams have been constructed that attempt to display, albeit in in two dimensions, the most critical parts
of the multidimensional system as eventually required in the Royal Commission’s Recommendations. One is
a one-page brief summary presented as an Attachment to this Report. The second is a series of ten charts
setting out the new structures, their functions in the system and their general interactions with each other.
This is followed by comment on the governance and administrative structures, service delivery structures,
and structures designed to hold the system to account, and others to inform improvements in the system.
Recommended Models of Care in Service Delivery
Next discussed are models of care in the reformed system as they are articulated by the Royal Commission.
As noted above, details of many of these structures are yet to be determined. Appropriately central is a focus
on the needs of consumers. Step Up-Step Down services are envisaged, involving primary, secondary and
tertiary level services, and these are intended to be easy for the public to see and to access. Most services
will target the various stages of lifespan development, through setting the (slightly flexible) age ranges of 0-
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11, 12-25, 26-64, 64+. The Royal Commission attempts to cater for diversity of needs of different groups in
Victorian Society, including those relating to the justice system who will be offered Forensicare services.
Recommended Monitoring, Evaluation and Research in Service Delivery
The Royal Commission requires service delivery to be monitored and evaluated, from both inside and outside
of the service delivery system. This will determine the need for adjustments in service delivery as a result of
reform implementation and ongoingly in the future. The Royal Commission also charges several bodies with
conducting collaborative, translational research to inform improvements in service delivery. This Report
discusses the unique role Psychologists can have in contributing to monitoring, evaluation and research.
Collaboration between Government and Non-Government Services
Public mental health service bodies will be partnered with non-government service bodies delivering mental
health care and support, and to this end non-government organisations will be commissioned by Regional
Boards of the public system, and funded by them, to provide those complementary services. This is an area
of the Royal Commission’s Recommendations that is particularly open to interpretation. This is probably
deliberate, allowing for regional input about what is needed. Before this whole structure of collaboration is
erected, however, it is anticipated that the Department of Health will need to set guidelines.
The Royal Commission’s Attention to Psychologists
Mentions are scanty of the terms “Psychologist” and “psychological” as related to Psychologists or
Psychology. This is true for all the mental health professions. Most references occur in the Final Report’s
material on Workforce issues (covered below). However, aside from this, Psychologists are recognized for
their specialized expertise in delivering certain forms of psychotherapy, and they are routinely mentioned
as part of multidisciplinary teams, which the Royal Commission sees as essential to tertiary services.
Implications for Workforce Issues
This section of the Report, prepared by Dr Kelly, covers the workforce implications of the Final Report and
Recommendations, particularly for Psychologists. Issues of employment, including recruitment, retention
and career path are discussed, as are those relating to professional development entitlements and like
conditions. It is clear that much negotiation in relation to the reformed structure is in store. Dr Kelly reports
on the inclusion of the VPA in implementation discussions that are already underway.
Conclusion re Advocacy: Issues for the VPA
The development of a flexible Strategic Agenda, which can be vigorously pursued, is suggested to the VPA.
It is further recommended that the following matters be included in such an agenda for advocacy:
supporting members to align with the manifest philosophy of the Royal Commission which privileges
aligning with (a) the interests of people with lived experience, and (b) with processes of collaboration with
all other stakeholders (eg other mental health professionals and mental health administrators);
strengthening roles of service providers in governance, including Psychologists;
strengthening the service delivery roles of Psychologists in assessment/formulation, as well as in
evidence-informed therapeutic interventions and in secondary/ tertiary consultation to other services;
strengthening psychologist roles in evaluation and research in the system; and
addressing overall industrial issues.
It is advised that the VPA anticipates risks inherent in the implementation of the new system, and takes a
lead in suggesting ways to manage these risks. Perhaps developing information papers on certain key topics
to share with others would continue to be helpful. In addition , the VPA needs to remain alert to potential
sudden changes in directions in implementation, and ready to pivot action accordingly.
--00--
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1.BACKGROUND TO THE STRATEGIC ANALYSIS
The Royal Commission ran from February 2019 to February 2021, charged by the Victorian Government with
reforming the State’s mental health system. This system was deemed by the Premier to be broken. His
opinion was shared by many Victorian residents and by many Victorian mental health professionals,
including many VPA members, as was revealed by the data gathered in preparation for the VPA submission
to the Royal Commission in 2019. The Victorian Government publicly committed itself to implementing every
single Recommendation the Royal Commission would make.
The Interim Report was delivered in November 2019, together with urgent Recommendations relating to
responses to suicide attempts, Aboriginal social and emotional wellbeing, an expansion of bed-based
services, involving consumers in such an enterprise, and founding collaborative research infrastructure.
The Final Report and Recommendations were delivered on February 3rd 2021 and, although the wholesale
reform recommended was envisioned to take 10 years to achieve, the Royal Commission set timelines for
implementation commencing on July 1st 2021.
Discussion of the proposed Project began toward the end of March 2021, when Stewart Consultancies was
informally asked to commence investigation. After some delays, Terms of Reference were finalized on June
28th, with a Final Report to be submitted for the VPA Committee Meeting scheduled for August 19th.
1.1 Objects of the Strategic Analysis
The agreed aim of the Project was to provide a strategic analysis of the Royal Commission’s
Recommendations and Final Report to inform the VPA’s response to changes in the organisation and
functions of public mental health services, and to provide a basis for advocacy by the VPA in relation to the
provision of public mental health services and specifically of the role of specialist skills such as those of
psychologists in the new structures, services and models of care within that context.
The analysis would involve clarification of the implications of the Recommendations by recourse to finer
detail in the Final Report of the Royal Commission as the need for this became apparent. It was considered
important to establish how much attention was given to the public provision of specialist professional
services, especially those of Endorsed Psychologists, in that Final Report.
It was agreed that the analysis should begin by addressing the structural and functional context
recommended for specialist practitioners in the new, recommended public mental health system. In other
words, description and explanation of the governance and administrative structures of the new system was
required. This was to include:
•
analysis of the shape and functions of the proposed governance structures and their potential
implications for the reorganisation of public mental health services, including Regional Mental Health
Services, Statewide Services such as Forensicare, and specialist services including (but not limited to),
Mother-Baby Units, child and adolescent services, eating disorders services and rural/regional mental health
services;
•
the potential place and roles of specialist practitioners, including psychologists, in the recommended
organisational structures within public mental health (potentially partnering with non-government mental
health services); and
•
the potential place and roles of specialist practitioners, including psychologists, in the recommended
model/s of care and governance structures for public mental health and interfaces between systems in the
new mental health structures across the lifespan.
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The Project would then consider the implications of the Royal Commission’s Recommendations for service
delivery and for models of care in the new system, especially their implications for:
•
specialist professional services, including those of psychologists;
•
the practice of psychology within public mental health services, whether as part of a multidisciplinary
team or otherwise;
•
models of care in response to public need;
•
the employment of psychologists by mental health services;
•
workforce generally, including attracting, training, developing and retaining the mental health
workforce, particularly as relating to psychologists;
•
data collection and research strategies, designed to advance quality of treatment and care, together
with opportunities these present for advocacy for psychology and psychologists; and
•
any other relevant thematic that emerges during the course of the analysis.
Strategic analysis of the implications of the Recommendations relating to specific workforce issues was
removed from the above listing due to circumstances arising in late July which required the VPA itself to very
quickly formulate responses to the Recommendations for a meeting on July 30.
1.2 Outputs required of the Project
•

•

Written Report of Strategic Analysis, including:
i. Overall report of Project
ii. Recommendations for VPA re advocacy
iii. Executive Summary
to be submitted for the VPA Committee Meeting on 19/8/21.
Provision of VPA Professional Development Seminar on RC Implications for VPA on 23/9/21

1.3 Process of the Strategic Analysis
While Stewart Consultancies was informally asked to conduct this Project in late March, the Project proper
did not commence until the Terms of Reference were approved by the VPA Committee on 6/7/21. However,
in that preliminary period, which included a fortnight’s pause prior to the VPA’s formal approval,
considerable work was conducted, as listed below.
•
On 3/6/21, the VPA asked Stewart Consultancies to conduct a literature search (covering 2019-2021),
with accompanying analysis, to assist preparation for a meeting concerning the specialist skills of
psychologists in direct mental health provision – delivered 15/6/21.
•
At the request of the VPA on 21/5/21, Stewart Consultancies also proposed Draft Terms of Reference
for the Project for the approval of the VPA – delivered 27/5/21.
•
Before the Terms of Reference of the Project were agreed, Stewart Consultancies conducted their
own overall analysis of the 65 Recommendations of the Royal Commission and set them in a chart under
convenient headings (presented as APPENDIX A). It was anticipated that this would serve several purposes,
including those of the present Project.
•
On 7/7/21, a preliminary chart of the Royal Commission’s new governance structure for the public
mental health system was requested by the VPA – delivered 15/7/21 as a draft to be polished for the
Project’s Final Report.
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On 28/6/21, at a joint meeting, it was decided that Stewart Consultancies’ strategic analysis would proceed
under the direction of a VPA Steering Committee, and three meetings were scheduled for 16/7/21, 30/7/21
and 9/8/21, with Stewart outputs specified to be delivered in advance of each of these meetings. This
process was followed successfully.
A Step-Wise Plan for the Project, together with estimated hours and costings, was then designed and
proposed by Stewart Consultancies on 3/7/21. As these were agreed by the VPA, Stewart Consultancies drew
up a formal Agreement for the Project which incorporated aims and the Step-Wise Plan. This was sent to the
VPA on 20/7/21, and signed by both parties on 10/8/21.
On 16/7/21, an initial/draft summary of the new governance, administrative, service delivery and oversight
structures and functions of the public mental health system was presented to the Steering Committee. This
included information from both the Interim Report Recommendations and the Final Report
Recommendations of the Royal Commission. In discussion at the meeting, the Steering Committee gave
feedback on certain aspects of the system they were particularly concerned about and would like addressed.
On 30/7/21, a plan for the Final Report of the Strategic Analysis was presented to the Steering Committee.
This was based upon more detailed work on the Final Report Recommendations and on reading of Volume
One of the Final Report. It was noted that the Royal Commission’s five-volume Final Report comprises
approximately 3,000 pages, and is too long to allow thorough, detailed reading by Stewart Consultancies in
the timeframe available. It was agreed that the process of familiarisation would involve targeted reading of
sections of the Report relating to Recommendations of greater relevance to the VPA’s interest in professional
service provision, combined with targeted word-search procedures that may elucidate more hidden aspects
of same.
On 30/7/21 it was also noted that the section of the present Report relating to Workforce issues, discussed
Chapters 23 and 33 of the Royal Commission’s Final Report, would be prepared by Dr Rosemary Kelly,
Secretary of the VPA, who was required to respond to these issues at a meeting later that day (30/7/21), and
that her summary would be inserted in this, present Report at the relevant point. Dr Kelly’s analysis appears
as Section 8 below.
On 9/8/21 and again on 17/8/21, successive drafts of the present Report were presented and discussed at
Steering Committee meetings. Suggestions for amendment or addition are included in the present Final
Report, submitted to the VPA as arranged on 17/8/21.

2.OVERALL THRUST OF THE RC FINAL REPORT AND RECOMMENDATIONS
2.1 The Shape of the Royal Commission’s Final Report
The Final Report, together with its preliminary Summary and Recommendations, is written in a coherent and
consistent way, largely using lay language, and reads as if authored by the one mind. The Summary and
Recommendations volume includes the all-important (because urgently needed) Interim Report and
Recommendations. The five volumes of the Final Report, each comprising several chapters, can be
summarized as follows:
•
Volume 1: A new approach to mental health and wellbeing in Victoria: Chapters
-covers basic philosophy behind the wide-ranging reforms to achieve a responsive, community-based, integrated system that
facilitates easy access, swift crisis response and adequate bed-based services
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•
Volume 2: Collaboration to support good mental health and wellbeing
-covers support in everyday settings (including workplaces and educational settings); the shape of services at each age level; and
system responses to trauma, housing difficulties and suicidal ideation
•
Volume 3: Promoting inclusion and addressing inequities
-covers involvement of and valuing of consumers and their families, carers and supporters; system responses to Aboriginal
communities, diverse communities, substance abuse or addiction, forensic mental health and youth justice, rural and regional
communities; addressing stigma and discrimination
•
Volume 4: The fundamentals for enduring reform
-covers the new Mental Health and Wellbeing Act; governance and implementation of the new systems; commissioning nongovernment entities and encouraging partnerships; ensuring safety/quality of treatment at all levels; ensuring a sustainable
workforce
•
Volume 5: Transforming the system—innovation and implementation
-covers new information technology and management; ensuring innovation and research; implementation of the RC
Recommendations; description of the establishment, detailed work and operations of the RC; working Appendices.

At the end of each Volume, a Glossary of technical terms appears. This describes the names of structures
and concepts relating to the new Mental Health and Wellbeing system in lay language, and displays
consistency across the Final Report. It is recommended to the VPA as a highly valuable source in the attempt
to map the reformed system.
Throughout the text, within each chapter, references are numbered in superscript and the numbered
references listed in order and in full at the end of the chapter.
2.2 Relative Force of the Sections of the RC Final Report and Recommendations
The upfront Summary introduces the overall intent and tenor of the reforms being wrought, and should be
read to gain an overall view.
The 65 Recommendations, together with the 9 of the Interim Report, should be read in depth by anyone
wishing to understand the Royal Commission’s intentions and the basic actions which will reform Victoria’s
mental health and wellbeing system. It is these directives that the Victorian Government is committed to
follow.
The accompanying five volumes are clearly intended to explain the reasoning behind, and in many instances
the actual meaning of the Recommendations. They do this for each identified aspect of the mental health
and wellbeing system in a variety of ways, mainly by:
presenting evidence by witnesses/stakeholders re the current system, its shortcomings and any
achievements – often presenting graphs or diagrams of relevant information, quotations or statements from
submissions received, or brief personal stories of witness with lived experience of the system;
presenting suggestions by witnesses/stakeholders/critical literature concerning how the relevant
aspect of the system might be improved to bring better outcomes for the public – often accompanied by
quotations from submissions, and sometimes by details of services in other states/countries deemed to be
examples of excellence;
then possibly discussing some of these suggestions and debating their relative merits;
finally presenting the decision about reforming that aspect of the system (which is enshrined in a
Recommendation), usually together with an attempt to explain in lay terms how the reform might work.
The Strategic Analysis attempts to understand how the Recommendations might be implemented on the
ground have revealed, as should be expected in this profoundly complicated area of human experience, that
many of the Recommendations are open to several, sometimes widely varying, interpretations.
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While there are areas in which the Royal Commission may have failed to understand that varying
interpretations are possible, it is clear that lack of precision is deliberate in many areas, because the reform
is to be entrusted to an evolving process in which stakeholders must join in discussion to canvass
alternatives, debate and come to creative agreements. Such discussions may easily lead to problematic
disruption and disputes in the Victorian mental health field, with various stakeholders competing for
ascendancy of interpretation. Stakeholders will need to approach discussion in a spirit of goodwill, with the
good of the public held explicitly in view, to avoid further fragmentation of this complex system.
2.3 Wholesale Reform
The reform recommended by the Royal Commission is thorough-going, entailing the establishment of new
structures under a new Mental and Health and Wellbeing Act, which must be enacted later in 2021. Being a
wholesale reform, it is recognized it must be staged, and the Royal Commission sets out timelines in relation
to each Recommendation in Volume 4 Chapter 37 (pp. 228-292) in Table 37.1, staggering initiatives across
time. They require the whole reform to be completed within 10 years. Beginning with the announcement of
the Final Report and Recommendations on February 3rd 2021, the Department of Health was charged to
begin active implementation of the Recommendations on July 1st 2021. We have seen that Department begin
to address various issues quite swiftly.
It is noted that the new structures include old structures that are re-named and recommissioned, generally
to serve a different area (since all service boundaries are re-configured). The reformation of the system
appears to reside in unspecified expansion of services, in commissioning more non-government services, in
re-positioning all services so as to improve access by people in all Victorian communities, and above all in
changing the culture of existing mental health services, especially to ensure they amplify consultation with
people with lived experience of mental illness or psychological distress and become more responsive to
community needs.
The Royal Commission requires that all of its Recommendations are implemented. Of course, in many
instances Recommendations must be interpreted, and where different views are possible, discussion
between stakeholders must contribute to the final decision of the individual/body responsible. Once the
initiative is instituted, however, the Royal Commission requires it to be monitored, reviewed and evaluated
and subsequently changed as considered necessary to give effect to the overall intentions of the reform.
Wholesale reform was found to be necessary in view of submissions from service recipients and providers
alike that the existing system was only rarely responding appropriately to the mental health needs of
Victorian communities, with chronic inadequacies in service provision at many levels, accompanied by
stigmatizing and discriminatory attitudes and practices experienced across the whole of society.
2.4 Underlying Philosophy of the RC Recommendations for Reform
The Summary of the Final Report and the Final Report itself make explicit the philosophical principles
underlying the Recommendations to effect reform of Victoria’s public mental health system.
Volume 1 of the RC Final Report begins with a declaration of “compassion” for the suffering brought by what
it calls, throughout the Final Report, “mental illness and psychological distress”. The Royal Commission
clearly recognizes a continuum of mental health need that goes far beyond diagnosable psychiatric disorder
to encompass any experience of distress or anguish for which an individual requires social support. Its
reforms constitute a system grounded in empathy with the challenging experiences of all people and in the
full diversity of circumstances.
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The intention of broadening the relevance of the public mental health system is reflected on the Royal
Commission’s designation of the system as “Victoria’s Mental Health and Wellbeing System”. Not only does
this terminology demonstrate a commitment of the new system to responding to all levels of psychological
distress for which assistance may be sought by Victorians. It also enshrines the idea that good mental health
is not just the absence of diagnosable mental illness, but includes positive mental wellness, and it points to
the inclusion of mental health promotion and mental illness prevention as integral parts of the reformed
system.
Accordingly, the Royal Commission has taken a “whole of government” and “whole of community” approach
to reforming the system. This means that the new Mental Health and Wellbeing System involves not only
initiatives embedded within government mental health structures (traditionally known as “public mental
health”), but also the full range of government health and social service structures and non-government
bodies and groups that provide services that can be seen to bear on individuals’ mental health. This includes,
for instance, the business sector, workplaces and educational institutions, as well as public housing and the
leadership of Victoria’s culturally diverse communities.
In Chapter 2 of the Final Report, the Royal Commission spells out its Systems Theory approach to
understanding the Mental Health and Wellbeing System, and to galvanizing change in that system. Mental
health and wellbeing are seen as entwined with all human activity, and as part of an overall interacting
system of structures and processes, whereby a change in one component of the system has the potential to
force change in other structures, often in exponential ways. The Royal Commission looked for elements in
the system which, when changed for the better, could bring about positive and fundamental system-wide
change. Such elements were called “key levers”.
A significant key lever identified by the Royal Commission is that of the role in the new Mental Health and
Wellbeing System of people with lived experience of mental illness or psychological distress, either as
consumers or potential consumers of services, or as their family, carers or supporters. People with lived
experience who were witnesses in the Royal Commission process had many useful reports, comments and
suggestions to make. The Royal Commission is massively increasing their active contribution to the
functioning of the reformed system and at many levels. This is intended to improve the responsiveness of
the system to community needs, to ensure human rights are upheld at every turn, and to equalize perceived
power imbalances between groups in the system.
A critical principle underpinning the reforms relates to the concepts of monitoring, evaluation and review of
Mental Health and Wellbeing System structures and their functions. Evaluation and oversight are built in
wherever possible, and indeed these are the purpose of the new, independent Mental Health Commission,
which will hold to account the system and its operation in all respects.
2.5 Aims of New System
Mental Health and Wellbeing Promotion and Prevention of Psychological Distress
The Royal Commission recognizes that much mental illness and psychological distress has its origins in early
lifespan experience and that healthy psychological development in childhood must be encouraged and
supported, as must mental health promotion initiatives affecting all stages of life and in all corners of
society. Special attention is given to addressing stigma and discrimination around mental health issues and
how these can severely damage individuals and groups.
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A philosophy of prevention of mental health problems is also adopted, extended to prevention of
escalation of psychological distress when it occurs. This is envisaged as enacted through positive supports
for healthy development, but also through timely provision of an appropriate services once psychological
distress has been identified as emerging by the sufferer or by other surrounding people.
Expanded, High Standard, Integrated and Accessible Service Provision
The Mental Health and Wellbeing System will provide “treatment, care and support” for all levels of mental
illness and psychological distress. Support is intended to be readily available to individuals with even fleeting
and mild distress. At the other end of the spectrum, specialized treatment is to be available to individuals
who need/wish it, and for as long as it is needed. These intentions across the board, if successfully
implemented, will constitute absolutely new opportunities for Victorians.
The Royal Commission aims to expand the public mental health system greatly. However, to what precise
extent this will happen is not specified (as in number of public agencies involving certain numbers of service
providers in within what boundaries). This is because the Royal Commission expects the public system to
expand its relevance and reach by engaging other government agencies and non-government agencies in
coordinated care.
In other words, the aim of extending the concept of challenges to mental health to include all levels of
psychological distress has led the Royal Commission to conceptualise the system as involving the whole of
society, from workplaces, schools and sporting fields to family life and housing, and from parenting, to online
friendship, to criminal justice. Any aspect of community life is considered relevant and may play a part in
addressing mental health and wellbeing needs. The reformed public mental health system is required to
actively seek out collaborations with whatever institutions or community structures may be relevant to
enhancing mental health and wellbeing in the lives of consumers and their families, carers or supporters.
Just as importantly, the Royal Commission has identified ease of access to services as an urgent need.
Services will be set up to be local and community-based as much as possible, and mechanisms for prompt
response will be instituted. The Royal Commission requires that the attitude of all services will be “we are
here to help”, and will not simply deflect people as has been happening to many for decades. Furthermore,
accessible services will be put in place to assist the public in navigating the complexities of the system
Overall, again and again, the Royal Commission’s Final Report emphasizes that the over-riding aim of services
at every level must be to respond with high standard, individualized treatment, care, and support. Services
must be holistic and multidisciplinary where this is appropriate to best practice, especially within the tertiary
services provided to consumers with higher levels of psychological distress. Furthermore, where a
multidisciplinary approach requires the involvement of more than one agency, these services must be well
coordinated through active collaboration between all the relevant service providers; only thus can the
system be said to be “integrated”, which the Royal Commission has determined to be essential.
The philosophy indicated above is likely to be heartily endorsed by anyone with a humanitarian outlook. It
will certainly be endorsed by mental health professionals, including Endorsed Psychologists. However, it is
noted that the specific views of the mental health professions themselves appear not to have featured
strongly in the Royal Commission’s thinking. The opinions of individual expert witnesses are certainly
acknowledged throughout the Final Report, but the painful lived experience of mental health professionals
working at the coal face of a broken system and trying to assist vulnerable members of the public, is not
prominent. The potential implications of this oversight for the Royal Commission’s recommended reforms is
considered in Section 9 below.
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Evaluation of Service Provision: Outcomes Not Outputs
All services will be monitored and accountable. The Royal Commission re-iterates this requirement at every
turn. Effectiveness will be measured in terms of “outcomes” for consumers and their
family/carers/supporters, no longer on “outputs” of the services. This will obviously require a complete
revamping of record-keeping, including associated digital systems, and the introduction of efficient reporting
by users of the services.
It is noted that the trained expertise of Clinical Psychologists, Clinical Neuropsychologists and Forensic
Psychologists is not highlighted by the Royal Commission as relevant to this area. This issue is taken further
in Sections of this Report below.
Holding the System to Account
Not only are services themselves, together with the structures commissioning them, going to be required to
demonstrate effectiveness in delivering appropriate outcomes for the public. In addition, several new
watchdogs are to be put in place. The new Mental Health and Wellbeing Commission is the main one of
these, but there are others positioned within the system, as discussed in Section 3.5 below.
Research and Service Improvement and Innovation
The Royal Commission is aware of research within mental health and that research has led to improvement
and innovation in service delivery. Accordingly, several new institutions are to be added to those already
existing, notably the Victorian Collaborative Centre for Mental Health and Wellbeing, which is charged with
bringing together expertise from across society, including from other research centres.
Flagged here is the issue of the academic discipline of Psychology’s main activity in conducting research in
cognate areas that are central to the Royal Commission’s aims. Outstanding among these are Developmental
Psychology, Social Psychology and the Psychology of Individual Differences. The scientific training of all
Australian Psychologists spans these areas, and includes specific training in how research is conducted in
these areas. Postgraduate professional psychological training in clinical areas (leading eventually to
endorsement) involves specific research training in the mental health domain, including in service delivery
evaluation. This issue is further mentioned in Sections 5 and 9 below.
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3.STRUCTURES OF THE RECOMMENDED MH & W S AND THEIR FUNCTIONS
3.1 Dealing with Complexity
In trying to understand the reformed system recommended by the Royal Commission, it is important to
remember the variability in precision given about new structures. Again, it must be appreciated that the
Royal Commission recognises that this system must actually refine its functioning itself, from the ground up.
It follows that providing full detail of implementation would also be restrictive, inappropriate or otherwise
unhelpful in many ways. The system is to be supported by the structures recommended, and its development
over time is to be allowed to evolve, in an adaptive way. The Royal Commission realises that details will need
some trial and error. This is obvious in its requirement that reforms be reviewed after various periods of
being instituted, with a view to adjustment. One example of this flexibility in conceptualisation is defining
the nature of non-government structures to be more centrally included in the new system. Non- government
may best be understood as non-public sector, because the RC does not appear to exclude for-profit
organisations from participation in the system as non-government organisations (or NGOs).
Even so, the Royal Commission’s vision of the architecture of the new holistic system is necessarily
complicated. It is deliberately complex and multidimensional, and therefore difficult to present on the two
dimensions of a document. The Final Report of the Royal Commission attempts to convey the complexity of
its meanings by the use of multiple Figures, Tables and Boxes throughout the five volumes.
For the purposes of this Strategic Analysis, Figure 1 below is a bird’s eye snapshot of the most prominent
structures. It is followed by Figure 2, a series of 10 charts listing structures in more detail, with accompanying
comment on the functions of each structure in so far as they are delineated by the Royal Commission.
In approaching the shape of the reformed system, it should be noted that the Royal Commission’s Interim
Report (Recommendation 8) recommended the establishment of the Mental Health Implementation Office.
This is set up under Public Administration Act 2004 in relation to the Department of Health and Human
Services (now the Department of Health), to exist for two years from the Interim Report (November 2020),
in order to found the Victorian Collaborative Centre for Mental Health and Wellbeing, and to see to
expansion of (a) acute mental health beds, (b) responses to suicide attempts, (c) Aboriginal mental health
services, and (d) initiatives involving people with lived experience of mental illness or psychological distress.
After November 2022, then, the Department of Health will need to continue with the reform agenda itself,
aided by continuing parliamentary and interdepartmental oversight.
3.2 Diagrams to Portray the Reformed System
Levels conceptualised in the Reformed System
Explanation of two types of level in the system as follows may assist in considering this overview.
Levels of mental health treatment, care and support
First is the Royal Commission’s distinctions between the three types or levels of treatment, care or support
addressing mental illness or psychological distress:
Primary Care: services universally available without a need for referral;
Secondary Care: services requiring referral from a primary provider; and
Tertiary Care: services requiring referral from a primary or secondary provider.
These types of service are described in more detail in Section 4.2 below. These distinctions are well known
in the mental health field, where they also imply the probable intensity and/or complexity of distress being
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experienced by people who end up being served at each level, such that tertiary services respond to
severe/more complex mental health problems. The Royal Commission certainly adopts this latter common
view of tertiary services.
Overall levels of service affecting community mental health
Secondly, the Royal Commission recognises levels and types of services affecting mental health and
wellbeing that extend beyond mental health services as such. To encompass this whole-of-community view
of the system, the Royal Commission distinguishes the six different layers of:
families, carers and supporter, informal supports, virtual communities and communities of place,
identity and interest;
a broad range of government and community services
primary and secondary mental health and related services
Local Mental Health and Wellbeing Services
Area Mental Health and Wellbeing Services
Statewide services.
This conceptualisation relates to the breadth of the Recommendations, and to the recognition that individual
consumers often require services at many such levels. It is described in more detail in Section 5 below.
Essential to understanding Figures 1 and 2
Figures 1 and 2 below attempt, as diagrams, to convey an impression of the main structures that the Royal
Commission specifies to be involved in Victoria’s reformed Mental Health and Wellbeing System, as well as
something of the prescribed relationships between them. They relate of course to many such diagrams
appearing throughout the RC Final Report.
In delving into the Final Report, it becomes apparent that such diagrams can be misleading. Not only do they
unsuccessfully compress a multidimensional system into two dimensions, such that relationships between
structures actually criss-cross each other in complicated ways which are necessarily hidden. They also create
the impression that the relationships shown between structures are directly comparable, which is not the
case. This is obviously important to keep in mind in trying to grasp the meanings of governance relationships.
The blue arrows in Figures 1 and 2, drawn between structures, convey something of the nature of the
relationship between structures, but the arrows do not all mean the same thing. Firstly, the degree of
oversight, control or interaction varies across the system, with some structures being more autonomous
than others. Secondly, the precise type of oversight, control or interaction also varies from case to case. This
is further complicated by the facts that (a) the Royal Commission indicates that in numerous instances the
relationship between structures is designed to change over time as the reform develops (so a dimension of
time is built in), and (b) the precise nature of the relationship is designed to evolve/change significantly,
although in ways that are as yet unknown.
Added to this is the fact that the Royal Commission, despite its best efforts to guide the reform, has clearly
not been able to specify every single aspect of every single relationship within this whole of society system
At several points in the Final Report, the Royal Commission states that this lack of precision is actually
desirable, as it leaves room for better responsiveness of the system to local conditions and allows for creative
collaboration between the stakeholders needing to plan and implement the details of the system. This point
is further mentioned in sections below,
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3.3 A Bird’s Eye View: Figure 1
Figure 1 is a sketch portraying on one page the major structures involved in the reformed system.
A one-way blue arrow pointing from one structure towards another conveys the direction of governance or
control. A two-way blue arrow conveys closer interaction between the structures, with the one higher in the
chart bearing administrative oversight or even responsibility. As explained above, the arrows must be
understood as very rough indicators of the nature and strength of the relationships indicated.
FIGURE 1: BRIEF SUMMARY OF STRUCTURES IN REFORMED VICTORIAN MENTAL HEALTH SYSTEM
(Stewart Consultancies)
SEE ATTACHMENT (because Landscape orientation)
3.4 Organisational Charts: Structures and Their Functions: Figure 2
Figure 2 comprises 10 organisational charts that are an expansion of Figure 1. They attempt to include all
major public mental health structures/entities. Due to the complexity of the reformed system, embracing
the Royal Commission’s intentions (a) to magnify elected governmental governance and interdepartmental
oversight, (b) to introduce new structures, including an independent Commission to hold the system to
account and (c) to expand the resourcing and reach of public mental health services across the State, the
charts are divided into seven distinct levels. The charts include the structures/entities recommended by the
Royal Commission’s Interim Report that were put in place as permanent fixtures (such as the Victorian
Collaborative Centre for Mental Health and Wellbeing).
As well as listing structures, the charts show the direct, ongoing interactions between the entities/structures
in the public system, as they can be understood from the Final Report Recommendations. However, given
the holistic, collaborative approach the Royal Commission requires, it is assumed that interactions between
structures are potentially more flexible and complex than portrayed here. The charts also indicate the main
function/s of each entity, mainly on the basis of relevant Recommendation/s, but of course other functions
will be performed at each level as the system gradually develops.
Finally, active collaboration of public mental health service-delivery structures with non-government entities
that also provide relevant services affecting mental health – whether at primary, secondary or tertiary levels
of service – must be kept in mind. The charts show where “commissioning” of such services is recommended.
How the Royal Commission envisions such collaboration is discussed separately, in Section 5 below.
The charts present the system as it should exist once the Mental Health Implementation Office entirely hands
over to the Department of Health in November 2022. The carts cover:
•
Governance oversight structures
•
Central administration of service delivery structures
•
Regional administration of service delivery structures
•
Statewide services
•
Statewide compulsory treatment
•
Structures holding the system to account
•
Structures informing improvements to the system
In the “entity” column of each chart appears the most relevant Final Report Recommendation number, for
example as (42). If an Interim Recommendation is relevant, it appears as (IR 2).
A one-way blue arrow pointing from one entity towards other structures conveys a governance direction. A
two-way blue arrow conveys important interaction envisaged between structures, with the one higher in
the chart bearing administrative responsibility.
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FIGURE 2: ORGANISATIONAL CHARTS OF REFORMED PUBLIC MENTAL HEALTHWELLBEING SYSTEM

GOVERNANCE OVERSIGHT
Entity

Mental Health and Wellbeing Act

Function

(42)

Mental Health and Wellbeing Cabinet Subcommittee
(46)
Chaired by Premier

Mental Health and Wellbeing Secretaries’ Board
Chaired by Department of Premier and Cabinet;
includes all relevant Department Secretaries

(46)

and Chief Officer of Mental Health and Wellbeing

Suicide Prevention and Response Secretaries
Board Committee
(46)
Co-chaired by Department of Premier
and Cabinet and Secretary Department of Health;
includes Suicide Prevention and Response Adviser
Interdepartmental Committee on Mental Health
and Wellbeing Promotion
(46)
Co-chaired by Department of Premier
and Cabinet and Secretary Department of Health;
includes Mental Health and Wellbeing Promotion Adviser

Department of Health and all Public Mental Health
Service Delivery structures
ADMINISTRATION continued on next page

To set up basic structure of overall public
system
To determine procedures for compulsory
treatment
To implement Act by making policy/plans
To monitor overall system using the
Mental Health and Wellbeing Outcomes
Framework
To foster trials of mental health promotion
in workplaces
(16)
To develop/publish/endorse a statewide
mental health and wellbeing service and
capital plan (- to be updated every 3 years,
? by whom)
To develop/publish/endorse 8 regional
mental health and wellbeing services and
capital plans
(47)
To advise Mental Health and Wellbeing
Secretaries’ Board as appropriate

To advise Mental Health and Wellbeing
Secretaries’ Board as appropriate

To respond to the Mental Health and
Wellbeing Cabinet Subcommittee and the
Mental Health and Wellbeing Secretaries’
Board
To administer policy and service delivery in
the public mental health system
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SERVICE DELIVERY ADMINISTRATION AND SERVICE STRUCTURES
Entity

Function

Mental Health and Wellbeing Act

(42) To set up basic structure of overall public system
To determine procedures for compulsory treatment

CENTRAL ADMINISTRATION – MANAGES REGIONAL AND STATEWIDE SERVICES
Responsible to Mental Health and
()??? Wellbeing Secretaries Board for
governance and administration

Department of Health
Head: Secretary

To administer overall system
To end of 2023/6, plan, develop,
coordinate/fund/monitor services,
advised by Interim Regional Boards
(4)
From mid 2021, Chief Officer
implements RC reforms (45)

To be informed by
and to implement:

Mental Health and Wellbeing
Promotion Office
Head: Mental Health and Wellbeing
Promotion Adviser
(2)

To coordinate statewide approach
to promotion and prevention

Workforce Strategy
and Implementation
Plan
(57)

Suicide Prevention
and Response Office
Head: State Suicide Prevention
and Response Adviser

To establish system-based strategy
linking with all stakeholders

Victorian Mental
Health and Wellbeing
Workforce Capability
Framework
(58)

Mental Health and Wellbeing Division
Head: Chief Officer for Mental Health and
Wellbeing (at a Deputy Secretary level)
(4, 45)

(26)

Mental Health and Wellbeing Committee To work with all stakeholders
on OH and S
(59)
To address risks emerging
Co-chaired Dept Health & Worksafe Vic
To develop tailored monitoring

DIVISION
8 Interim Regional Boards
to become, by end of 2023:
8 Regional Mental Health
and Wellbeing Boards
fully functional by 2026

Mental Health and
Wellbeing Outcomes
Framework
(1)

REGIONAL ADMINSTRATION
To advise Division re planning etc. services in each region

(4)

By end of 2023, to undertake workforce, service and capital
planning plan
By end of 2023/6, to commission, coordinate and evaluate
range of regional services relevant to mental health, both
public and non-government
By end of 2026, to update regional mental health and
wellbeing services and capital plans every three years
To trial funding models
(48)
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IN EACH REGION
1 Family/Carer-led Centre
Probably to be an NGO
Multiagency Panel

(31) To support families/carers/supporters
To run support groups
(4) To coordinate ongoing intensive treatment cases

1 high level Emergency Department (Hospital) (8, 35)

To respond to any mental health crisis

At least 1 highest-level Emergency Department for
To respond to crises BUT such consumers must
Mental Health and Alcohol and Drug Treatment (35) not be excluded from any service
100 acute beds-across Victorian Regions
adding to 170 required by Interim Report

2 Demonstration Projects
- NB not time-limited pilot projects

(11) To assist adults needing a bed-based service
(IR 2) To include full range from hospital to hospital-inhome, and private providers
(51)

To provide services for(a) ongoing intensive
needs & (b) short-term needs
To be evaluation-oriented

IN EACH REGION: Adult and Older Adult Mental Health and Wellbeing Services
Includes Older Adult Mental Health and Wellbeing Stream

22 Adult and Older Adult Area Mental Health and
Wellbeing Services- 26+ years
(3,5)

50-60 Adult and Older Adult
Local Mental Health and
Wellbeing Services

(3,5)

Older Adult
Specialist Team– 65+ years

(22)

Up to 3 Trauma Specialists per Area

(24)

Area Crisis Outreach Team

(8)

1 Drop-in /Crisis Facility and
a Crisis Stabilisation Facility

(9)

Perinatal Mental Health Team

(18)

Support for Young Carers (collaborating
with NGO such as Satellite Foundation) (32)

To provide high-intensity, complex,
multidisciplinary treatment, care, support
To collaborate with/consult to primary and
secondary providers
To provide high-intensity, complex,
multidisciplinary treatment, care, support
To collaborate with/consult to primary and
secondary providers
To include telehealth, home visits, outreach
Specialist multidisciplinary team
To provide Area service functions
To consult to primary and secondary care,
including aged care sector
To work with peer support workers in Local
services
To include both professional and peer
workers
To be led by people with lived experience,
partnering with NGOs
To provide Area functions (and perinatal
screening) to prospective and new parents
To consult to primary and secondary services
To support and help fund practical needs
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IN EACH REGION: Infant Child and Youth Mental Health and Wellbeing Services
Includes: Infant, Child and Family Mental Health and Wellbeing Stream
Youth Mental Health and Wellbeing Stream

13 Infant, Child and Youth Area Mental Health
and Wellbeing Services - 0-25 years(3)

To provide high-intensity, complex,
multidisciplinary treatment, care, support
To collaborate with/consult to primary and
secondary providers

Infant, Child and Family Area
Mental Health and Wellbeing
Services
- 0-11 years (3,5)

Ditto
To include specific streams for 0-4 year-olds and for
5-11 year olds

Infant, Child and Family Local
Mental Health and Wellbeing
Services

To provide high-intensity, complex,
multidisciplinary treatment, care, support
To collaborate with/consult to primary and
secondary providers
To include telehealth, home visits, outreach

(3,5)

3 Infant, Child and Family Area Health
and Wellbeing Community-based Hubs
(19)

Seem to actually be the same thing as the Local
level services?!!!!
By 2022, partnered with Commonwealth
To provide multidisciplinary assessment, especially
of developmental issues

Youth Area Mental Health
and Wellbeing Service
- 12-25 years (3)

To provide high-intensity, complex,
multidisciplinary treatment, care, support
To become providers of Headspace wherever
possible
(20)
To collaborate with/consult to primary and
secondary providers

Youth Local Mental Health
and Wellbeing Services

To provide high-intensity, complex,
multidisciplinary treatment, care, support
To collaborate with/consult to primary and
secondary providers
To include telehealth, home visits, assertive
outreach

(3)

Youth Forensic Mental Health Program
(37)

Statewide model to be included in Area Youth
Mental Health and Wellbeing Services

Up to 3 Trauma Specialists per Area
(24)

To work with peer support workers in Local
services – not clear if 3 per stream???
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CENTRAL ADMINISTRATION
STATEWIDE SERVICES – MAY NEED REFERRAL FROM AREA SERVICES (6)
(A NON-GOVERNMENT AGENCY
led by people with
lived experience

(29)

Statewide Bereavement Program

(27)

Set up by Division but then to be independent:
To train people with lived experience for MH workforce
To support Lived Experience Organisations
To deliver some services to consumers
To address suicide prevention

Statewide system to support Young Carers
(32)

By end of 2022, Division to fund an NGO (eg Satellite
Foundation) to expand supports across Victoria

Substance Use/Addiction Service

To research mental illness and substance use
To provide education/training for mental health and
addiction clinicians
To provide secondary consultation in this area
To provide primary consultation to public

(36)

Peer Call-back Service re Suicidal issues (31)

Includes for families/carers/supporters

2 Family Residential MH Centres – subacute
family admission centres in the community
(19)

One in Melbourne, one regional
To provide tertiary 5 day residential service
Networked with family’s Area service

Youth Prevention and Recovery Centre
– 16-25 years
(21)

Part of system of 100 new beds across Victoria
(IR Rec) ( – to be run by Orygen in Parkville)

Youth Residential Rehabilitation Program
(21)

To be reviewed, consulting people with lived
experience

4 Safe-Space Facilities for Youth across
Victoria
(9)

Co-designed with young people, & feature peer workers
To be drop-in/crisis response centres

2 Social and Emotional Wellbeing Centres
for Aboriginal people
(33)

To provide healing services, co-designed with
Aboriginal communities
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STATEWIDE SERVICES continued

1 Family-oriented Aboriginal service for
VACCHO to be resourced in partnership with one Area
infants and children needing intensive social Infant, Child and Youth Mental Health and Wellbeing
and emotional wellbeing supports
(33) Service to establish this
Aboriginal Health Services generally to be
resourced to deliver mental health and
wellbeing services to children and youth
(33)

Area Infant, Child and Youth Mental Health and
Wellbeing Services to be resourced to provide primary
and secondary consultation and shared care

Switchboard Victoria – Rainbow Door
Program

To support access LGBTIQ+ individuals to system
(45)

Liaison with the Vic Housing Register for
Special Housing Needs
(25)

To ensure housing system is expanded to provide
adequate dwellings (2500 )
for people 18+ years
To involve consumers in designs
To ensure audits of outcomes

1 or 2 Legal Services to address
discrimination

Existing Legal services identified with mental health
connection
To initiate legal claims/test cases re systemic
discrimination

(41)

IT SYSTEMS
To be used throughout the MH &W System
for:
- Publicising services and resources
- Making step-up, step-down referrals
- Providing online services
- Recording all consumer information

Expert Panel
New Mental Health and Wellbeing Record

(64)
(62)

New Mental Health Information and Data Exchange
(with public portal)
(62)
Website – to include info for families

(31)

Online parenting programs

(19)

Helpline organisations

(??)

By end 2022, trial 2 digital mental health services for
rural/regional communities
(39)
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Mental Health and Wellbeing Act

FORENSICARE
-

(42)

(37,38)
Minister for Mental Health

Allied with the Institute

A Statewide service allied with the Department of
Health

Continuing to administer/deliver
overall Statewide forensic services:
o
Prison based services
o
Thomas Embling Hospital

AND….
To conduct research at Swinburne University
To include new/expanded services below

Youth Forensic Mental Health Program (37) Statewide model to be included in Area Youth Mental
Part/all run by Orygen in collaboration with Health and Wellbeing Services
FORENSICARE i
Behavioural Response Team
Run by FORENSICARE

(37)

To support Area services to respond people at risk of
dangerous behaviour – intervenes physically if needed
Provides consultation/education to Areas

Assessment and Referral Court
Run by FORENSICARE

(37)

To be expanded and available to more people with
mental illness/psychological distress who are facing
court

Transition Program for Prisoners Upon
Release
(37)
Run by FORENSICARE
Thomas Embling Hospital
Run by FORENSICARE

To ensure continuation of intensive mental health and
wellbeing treatment, support and care received in
prison

(38) Expansion of beds

STATEWIDE COMPULSORY TREATMENT
Mental Health and Wellbeing Act

(42)

Independent Review:
Including of Chief Psychiatrist and Mental Health
Tribunal roles
(43)

To set up basic structure of overall public
system
To determine procedures for compulsory
treatment
5-7 years after enactment, to assess
effectiveness/ responsiveness to
needs/preferences of consumers/carers
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STRUCTURES HOLDING THE SYSTEM TO ACCOUNT
Mental Health and Wellbeing Act

(42)

Mental Health and Wellbeing Commission
Independent statuary authority comprising XXXXX
Commissioners
Chaired by Commissioner
(all approved by Governor in Council)
(44,53 58)

Mental Health Improvement Unit
Within Safety Care Victoria
(42, 45, 52, 54, 55)

Mental Health Workforce Wellbeing Committee (59)
Co-chaired by Department of Health and Worksafe
Victoria

To set up basic structure of public system
To set procedures for compulsory treatment
To monitor progress of reform
To conduct independent enquiries
To hold the system to account
to support consumers, including receiving and
pursuing complaints
To elevate people with lived experience to
leadership positions in the system
To actively address stigma and discrimination
in community (eg. anti-stigma grants program)
(28, 41)
To monitor and develop quality and safety in
mental health services statewide
To issue practice guidelines/frameworks
To work on non-coercive treatment options
To ensure Chief Officer of Mental Health and
Wellbeing develops and leads strategy to
reduce seclusion/restraint
To work with people with lived experience to
co-design services’ priorities, workforce
training, and to embed Safewards Program
To monitor and develop occupation health and
safety for public mental health workforce

STRUCTURES INFORMING IMPROVEMENTS TO THE SYSTEM
Victorian Collaborative Centre for Mental Health
and Wellbeing
(IR 1)
Research centre, subsuming existing Centre for
Mental health Learning
Statewide Trauma Service
Within Collaborative Centre for Mental Health and
Wellbeing
(23)
NB INCLUDES SPECTRUM SERVICE/RESEARCH
Mental Health Improvement Unit
Within Safer Care Victoria
(52, 54, 55, 42, 45)
Regional Boards and Primary Health Networks in
collaboration with Commonwealth
(51)

To bring together expert researchers, mental
health professionals from across public and
non-government system, and people with lived
experience
To conduct research and education/ training
for workforce
To develop/run peer-led digital support
networks
To facilitate access to expert
services/consultation across system
See above in HOLDING THE SYSTEM TO ACCOUNT

To co-commission/co-fund services, including
reference to National Reform Agreement 20202025
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3.5 General Descriptions of Key Reformed Structures
Overall Governance and Administration Structure
Each Recommendation of the Royal Commission requires the Victorian Government to take specific actions.
In this way it ensures that the Parliamentary Government and its relevant Ministers take responsibility for
oversight governance of the recommended reforms. It reinforces this by requiring the new Mental Health
and Wellbeing Act to charge the Premier and Cabinet with ministerial oversight of the new system, informed
by an interdepartmental Secretaries’ Board. This Board is, in turn advised by bodies set up to address two
areas of mental health and wellbeing perceived as critical by the Royal Commission, namely suicide response
and mental health promotion.
Responsible to parliamentary oversight for administering action on instituting the reforms by developing
policy detail and administering service delivery is the Department of Health and its new Mental Health and
Wellbeing Division, headed by the Chief Officer for Mental Health and Wellbeing. The Chief Psychiatrist has
an important advisory role, and of course bears line management responsibility for Compulsory Treatment
orders, answerable to the Mental Health Tribunal.
The Mental Health and Wellbeing Division has direct responsibility for the establishment and in most cases
the administration of very highly specialized Statewide Services. The Division’s responsibility for providing
services close to communities across the State are devolved to the 8 Regional Boards, which must determine
and the service needs of their regional populations, then meet them through Area Mental Health and
Wellbeing Services (22 of these across Victoria for people over 26 years, and 13 across Victoria for people
under 25 years) and less specialized Local Mental Health and Wellbeing Services (50-60 across Victoria
serving people over 26 years, and an unspecified number serving those under 25 years). While this
administration is indeed devolved, the Royal Commission advises that the Department of Health (by
implication the Division) must maintain “strategic stewardship”, such that the Department is aware of how
Regional Boards are fulfilling their functions and how well Local and Area Services are delivering services as
intended by the RC Recommendations (Volume 1, Chapter 5, page 278).
Directly responsible to the Minister for Mental Health is Forensicare, as determined by the Mental Health
and Wellbeing Act. Its governance and administration are separate from the Department of Health, but it is
expected to collaborate closely with all relevant Departmental policy and directions.
As of 2024, the Regional Boards (following the Department of Health and the Interim Regional Boards) will
be required to commission within each Area and each Local Mental Health and Wellbeing System a suite of
service providers that can deliver the services that they (the Regions) have established are needed by the
local population, all being guided by the new cultural philosophy articulated by the Royal Commission. These
service providers may include existing public mental health services (currently under Hospital Area
administrations), community health services and public hospital health services, complemented by nongovernment services that are addressing mental health needs in the community. The latter include private
health and mental health professionals (especially GPs, Psychologists, Psychiatrists, and Paediatricians),
private mental health hospital inpatient, outpatient services and clinics, NGOs providing services relevant to
mental health (both for-profit and not-for-profit organizations). The full nature of the administrative control
of contracted non-government services is not prescribed in the Final Report of the Royal Commission. This
is further discussed in Section 6 below.
A further layer of uncertainty concerning the shape of services on the ground concerns Local and Area
Services themselves. The Royal Commission states that it aims to expand the availability of mental health
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services to the community, because it has found that the current system is drastically under-funded and
under-resourced. Its Recommendations will bring in more, new levels of administration (including the
Regional Boards themselves) and new service facility structures to serve certain specialized needs, including
the many new Statewide Services, and the many new Regionwide Services being required in the reformed
system. Further, expansion of function required by the Royal Commission’s Recommendations will involve
increased and monitored collaboration activity, as well as new checks and balances in the system. Such
expansion is very clear.
Presumably the expansion will involve, in addition, increasing the funding and resourcing of basic specialized
multidisciplinary professional services on the ground. However, the exact detail of how the latter expansion
will look is not made clear. No doubt stakeholders will closely monitor Division planning and funding of Area
(and Local) structures providing direct services to the public. Most will be sorely disappointed if the
community orientation of the reformed system primarily results in essentially re-branding of current
government and non-government services without substantial expansion of workforce capacity or without
the establishment of many new services.
New Administrative Structures?
As suggested above, exactly how the Regional Boards will commission a full suite of services in the reformed
system is difficult to determine. It appears that the structures that will actually deliver the new Area Mental
Health and Wellbeing Services are likely, at least in the short to medium term, to be current ones. That is, it
seems that the current Area administrations under hospital structures will, at least initially, be adjusted,
perhaps quite radically, under the Division of Mental Health and Wellbeing (and later the Regional Boards).
Each new Area Service will be partnered with a non-government organization that provides wellbeing care
and support, in order to provide the full range of mental health and wellbeing services envisaged.
The structures relating to Local Adult and Older Adult Mental Health and Wellbeing Services are even less
clear, since this is a completely new administrative level being introduced into the public mental health
service. It does seem likely that Regional Boards may commission (indeed contract) existing relevant nongovernment services to extend their expertise in mental health treatment, care and support. However, it is
possible that Regions may also need to establish new entities to deliver Local services.
Arrangement of Service Structure
Within a lifespan developmental model which distinguishes separate streams of services for infants, children
and families, youth, adults and older adults, the Royal Commission designates six levels in the community
mental health and wellbeing system, whereby the top level engages with the most people and each
subsequent level supports a decreasing proportion of the population. The central administration of the
Division of Mental Health and Wellbeing is given responsibilities in relation to each of these interacting levels
of the system, as described briefly below.
Families, carers and supporters, informal supports, virtual communities and communities of place:
At this first, community-wide level, the Division must institute mental health and wellbeing promotion,
advised by its Mental Health and Wellbeing Promotion Office, encourage anti-stigma and anti-discrimination
campaigns in educational, workplace and wider community settings, and through its strategic stewardship
ensure the Regions find ways to support families and other groups in the community to improve levels of
mental health
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A broad range of public, private and community sector services:
The Department of Health’s Division of Mental Health and Wellbeing must support formal collaborations
with relevant bodies within other government departments, such as the Department of Education, the
Department of Justice and Community Safety, and the Department of Families, Fairness and Housing, in
order to facilitate the capacity of various aspects of mental health and wellbeing service delivery structures
to meet community needs, and to support the effectiveness of industrial operations relating to the mental
health workforce; to the same ends, the Division must support formal collaborations with non-government
bodies in the community, in both for-profit and not-for-profit sectors.
Primary and secondary mental health and related services:
Again, formal collaborations with primary and secondary mental health and related service providers must
be supported by the Division, both within the Department of Health administration (such as with public
hospital healthcare and community health centres) and in non-government sectors (such as with private
mental health clinics or community sector family support bodies).
Local Adult and Older Adult Mental Health and Wellbeing Services:
Through strategic stewardship of the Regional Boards’ functioning, the Division can be said to bear ultimate
line management responsibility for Local Adult and Older Adult Mental Health and Wellbeing Services, which
relate to Area Adult and Older Adult Mental Health and Wellbeing Services in each of the 8 Mental Health
and Wellbeing Regions.
Area Mental Health and Wellbeing Services:
By the same token, the Division bears ultimate line management responsibility for the Area Adult and Older
Adult Mental Health and Wellbeing Services and the Area Infant, Child and Youth Mental Health and
Wellbeing Services administered by the 8 Mental Health and Wellbeing Regional Boards.
Statewide services:
Finally, the Division of Mental Health and Wellbeing has responsibility for the administration of most of the
bodies delivering Statewide Mental Health and Wellbeing Services, a major exception being Forensicare with
which independent body it collaborates very closely in the new system.
More detail concerning the functioning of the tertiary level Area services and the related Local Services
(intended to provide services at primary, secondary and tertiary levels) appears in Section 4.2 below.
More detail concerning community-wide collaborations appears in Section 6 below.
Holding the Reformed System to Account
The independent Mental Health and Wellbeing Commission is the principal structure created to hold the
system to account and the Royal Commission requires the Mental Health and Wellbeing Act to give this new
statutory body wide powers to enquire, as it deems fit, into any and all operations throughout the entire
system and to support members of the public in pursuing complaints and other matters of concern.
The function of holding the system to account is to be contributed to by several other bodies in the new
system. Most notable are the Mental Health Improvement Unit and the Mental Health Workforce Wellbeing
Committee. The Mental Health Improvement Unit, positioned within Safer Care Victoria will be charged with
monitoring and developing quality and safety in mental health services statewide, issuing practice
guidelines/frameworks, and working with people with lived experience to co-design services’ priorities,
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workforce training and safety. It has particular responsibilities in supporting the Division of Mental Health
and Wellbeing in working on non-coercive treatment options.
At a different level, the Mental Health Workforce Wellbeing Committee has the task of considering the
occupational health and safety of people working in the system. This includes safeguarding workers from
excessive or prolonged vicarious trauma, possibly providing for appropriate debriefing after particular crises.
Structures Informing Improvements to the System
Predominant here is the Victorian Collaborative Centre for Mental Health and Wellbeing, already newly
being established by the Royal Commission’s Interim Report Recommendation 1. This institution is to
facilitate collaboration between other expert institutions and individuals with people with lived experience
of mental illness and psychological distress, in research driving service delivery improvement and innovation.
The emphasis is to be upon translational research, that is research that is geared towards service
implementation, including the application and testing of new models of treatment, support and care.
Other new institutions will focus upon more specific areas of translational research, such as the Statewide
Trauma Service or the Substance Use/Addiction Service, and upon quality and safety of mental health
services, as in the Mental Health Improvement Unit. In addition, the Regional Boards and Primary Health
Networks are expected to collaborate with Commonwealth structures to work towards evidence-informed
improvements in the Victorian system.
As well as conducting and facilitating research, these various groups are charged with communicating the
results of their enquiries to the administrative structures of the system, and just as crucially to all relevant
levels of the multidisciplinary workforce, including peer support workers. Professional development is to be
taken seriously.
4.RECOMMENDED MODELS OF CARE IN SERVICE DELIVERY
In attempting to ensure that the reformed Mental Health and Wellbeing System indeed has “the community
at its heart”, and delivers responsive, holistic, integrated treatment, care and support as needed by all ages
of individuals and their families, carers and supporters, at all levels of mental illness or psychological distress,
the Royal Commission has had to encompass an extremely complex, interacting network of ideas and ideals,
including the models of care to be delivered.
4.1 Focus upon the Needs of Potential Consumers
Again, the Royal Commission’s emphasis upon the individuality of consumers and their families, carers and
supporters, and upon true responsiveness to therapeutic need, must be recognized. Specific programmatic
service provision is certainly appreciated by the Royal Commission at various points, but assigning people to
programs must be individualistically handled, and case management cannot be the main form of treatment,
care or support delivered.
People with lived experience, especially consumers, are to be involved in decision-making about treatment,
care and support at all levels of the system, and asked for their preferences. To facilitate this, access to
employed Peer Support Workers is also to be made possible at all levels. The Royal Commission does
acknowledge that in cases where Compulsory Treatment may need to be considered, or where a Behavioural
Response Team may need to intervene, consumer choice is probably limited. However, Recommendation
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37 is steering this part of the system towards enhancing consumer participation in decision-making in
Compulsory Treatment as well.
People with lived experience of mental illness and psychological distress, and their family members and
carers, are also to be appointed to leadership positions in the system (Recommendations 28 and 30). Not
only is consultation with consumers/families/carers/supporters is expected to be incorporated in Area, Local
and Statewide Services, building upon the concept used in the old system, but people with lived experience
are also to be placed in leadership roles in Statewide Service, Regional Board, and Area, and Local Service
levels. The potential governance capabilities of people with lived experience, who are family members or
carers of consumers, is referred to in Recommendation 30.
As well, there are at least 2 bodies to be established that will be led by people with lived experience of
mental illness and psychological distress or by family members or carers (Recommendations 29 and 31).
The expert opinions of mental health professionals on various aspects of the system are cited across the five
volumes of the Final Report. Furthermore, the Royal Commission does mention the problematic experiences
of professionals working in the current system, experiences flowing from the pain of being under-resourced
to provide adequate services to individuals and families. Nevertheless, mental health professionals may well
feel that, in so prominently elevating the perspective of consumers/families/carers/supporters, the Royal
Commission has not placed sufficient emphasis upon the centrality of best practice by professionals in the
delivery of mental health services at secondary and tertiary levels, and upon enabling the workforce to act
on this. However, it is entirely possible that the Royal Commission simply assumed that mental health
professionals must simply be supported to deliver effective services as they know how to do. References
made throughout the Final Report to promoting evidence-informed interventions and the like may well be
demonstrating such an assumption.
4.2 Step Up/Step Down Services
The Royal Commission envisages consumers moving smoothly between the different levels of the overall
system (Section X above), now primarily using digital portals of various kinds or relying upon professionals
encountered along the way to do this. It attempts to ensure this by conceptualizing service delivery much as
previous systems have done, in terms of primary, secondary, and tertiary levels of the system, in terms of
lifespan developmental stages (now more flexible around limits), and in terms of certain discrete groups of
individuals who require certain specific or more specialised kinds of treatment, care and support.
Primary, secondary and tertiary levels of the overall system
These three levels are seen as integral to the overall reformed Mental Health and Wellbeing System. While
some may be at least partially funded by the State, clearly not all of the services entailed are funded and
administered by the Victorian Government, and these cannot be said to be part of the “public system”.
However, it is intended by the Royal Commission that these are to be considered part of the overall System
in the sense of having responsibilities to the community.
Primary level services are defined in the Final Report as services accessible in most local communities across
Victoria, without needing a referral or to meet eligibility criteria. They include general medical practices,
community health centres (both state and independently funded) and some allied health services. Care
professionals include GPs and some allied health professionals such as Social Workers or Mental Health
Nurses, and some include others such as Psychologists, Paediatricians or Maternal and Child Health Nurses.
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Secondary level services are defined in the Final Report as services requiring referral from a Primary care
provider (usually a GP). Such referral would usually be for psychological distress requiring a degree of mental
health specialist attention. The Royal Commission repeatedly cites as an example referral to a private
Psychologist by a GP under the Better Access scheme, or to a private Psychiatrist.
Across the Royal Commission’s Final Report emerges a little confusion concerning the meaning and
availability of tertiary level services. requiring referral from a primary or secondary provider.
Tertiary level services are defined in the Final Report (Vol 1, p 675) as services providing “highly specialized
medical care usually over an extended time involving advanced and complex procedures and treatments
performed by medical specialists in state-of-the-art facilities”. This suggests a strict medical model steering
tertiary services. However, Area Mental Health and Wellbeing Services are clearly described by the Royal
Commission (Vol 1, Chapter 5, p 227) as being tertiary services and as comprising multidisciplinary services,
which has actually been considered best practice in the mental health field internationally for the past 50
years. This latter meaning of the tertiary level is the one that the Royal Commission promotes more often,
indicating that tertiary services provide multidisciplinary treatment, care, and support for more severe
and/or complex mental health problems.
Area, Local and Statewide Mental Health and Wellbeing Services
The main structures relating to these levels of service, as specified in the Royal Commission’s
Recommendations, together with their associated functions, are outlined in Figure 2 above. Area Mental
Health and Wellbeing Services, and in some respects Local Mental Health and Wellbeing Services, are
designed to provide tertiary level services. Like the Local Services, most (though not all) Statewide Services
will provide a range of services requiring a range of skills. Many Statewide Services will heavily depend on
the Peer Worker workforce that is to be greatly strengthened.
Area Services. Notwithstanding the anomaly concerning the definition of tertiary services mentioned above,
Area Services must provide, across the lifespan, high-level tertiary services that deliver the following three
core functions (Recommendation XX):
Core Function 1: integrated treatment, care and support proportionate to consumers’ needs,
consisting of:
o
Treatment and therapies – including a broad range of psychological and psychiatric therapies, other
therapeutic interventions, support for physical health, and support for substance use or addiction;
o
Wellbeing supports – including supports for community connection and social wellbeing, building life
skills, securing and maintaining housing and education, training and employment supports;
o
Education, peer support and self-help – through education, peer self-help and guided self-help; and
o
Care planning and coordination – to ensure that treatment, care and support is proportionate to
needs and to provide continuity of care.
Core Function 2: services to help people to find and access treatment, care and support and in Area
Mental Health and Wellbeing Services to respond 24 hours a day, seven days a week to people experiencing
a mental health crisis.
Core Function 3: support for primary and secondary services (for example, GPs), including primary
and secondary consultation and comprehensive shared care.
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Local Services. Distributed equitably within Area boundaries, they are to be readily accessed in communities.
They are less clearly defined by the Royal Commission than are Area services as is seen by reference to the
Final Report’s Glossary of terms. In one place, Local Services are described as first access services supported
by some tertiary level responses, and in another places are defined as fulfilling the exact same Core Functions
as those of Area Services, described above. The degree of uncertainty generated here is obviously an
important issue for the VPA, as it affects the numbers of Psychologists to be involved in Local Services.
Statewide Services. These are of several different types. They can involve distinct direct services for particular
consumer or family/carer/supporter groups (for example the Statewide Bereavement Program) or a
specialist support program providing consultation and/or support to other levels of the system (for example
the Substance Use/Addiction Service). The newly set up Statewide services vary in the level of specialised
professional input involved. All are specialised in relation to a particular field mental health treatment, care
and support, requiring highly skilled mental health professional direction if not practice, and all require
referral from the Area level; so they should be regarded as tertiary level services.
Responses to Crisis and Suicide Prevention Components
The disturbing suicide rate in Victoria has made responding to crisis a major focus for the Royal Commission.
Its Recommendations put in place a range of measures here. They tackle the all three levels of first response,
of appropriate follow-up treatment, care and support, and of recovery and rehabilitation. First responder
services are incorporated in Figure 2. Such services, including the existing online or telephone services often
involve peer workers and volunteers, possibly under the supervision of mental health professionals. The
Royal Commission seeks to ensure training and development for peer workers.
Clearly, striving to enhance psychological wellbeing through the reform agenda it sets can be hoped to help
prevent mental health problems from developing. Nevertheless, the specific widespread seriousness of the
implications of suicidality appears to be missed by the Royal Commission. There is a sense in which all mental
health services can be seen as directly addressing life and death outcomes, even when the service is engaged
in mental health promotion work. This is because successful suicide and first suicide attempts often come as
a surprise to those surrounding the person concerned, and clinical practice tells us that suicidal ideation is
far more common in society than is openly acknowledged. Very little is known about the factors in successful
suicide, for obvious reasons. This area of the link between the need for the mental health system and
individuals’ experiences around crisis and suicide is one in which the research role of Psychologists can be
emphasised. This aspect of public mental health is seriously under-researched.
4.3 Access to services
Providing easy access to services at the appropriate level is a big challenge for any mental health and
wellbeing system, since members of the public rarely know what the system is, what it does, how it works
or at what level they should approach it for what type or intensity of psychological distress. Mental health
professionals are often made aware of the gigantic struggles that lie behind the first approach for help. The
Royal Commission makes plain that many witnesses with lived experience, at all levels of severity and
chronicity of distress, reported access as a major, if not the major barrier they have had to confront. Barriers
have confronted both people in major crisis and those seeking help for more mild problems.
The Royal Commission tries to create pathways for easier access to a system of services they describe as
“community-based”. These include:
A community-appropriate Website explaining the System and how to navigate it;
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Referrals in writing (digital) by services to other services, stepping up and stepping down levels of
specialization;
Frontline public emergency services that take psychological distress seriously – in Public Hospital
Emergency Departments, and through a 24 hour/7 day telephone and telehealth response by each Area
Mental Health and Wellbeing Service; and
Consumer-led referral service.
4.4 Lifespan Developmental Levels of the System
The Royal Commission acknowledges (a) that age levels do not necessarily correspond to developmental
levels, and (b) that continuity of service can be critical for individuals engaged in receiving a course of
treatment, care or support. Therefore, age limits can be varied a little as professional and their clients see
fit.
The levels distinguished are:
Adult and Older Adult Area, Local and Statewide Services for people over 26 years;
-

Older Adult Stream of Area, Local and Statewide Services for people over 65;

-

Infant, Child and Youth Area, Local and Statewide Services for people 0-25;

-

Infant, Child and Family Area, Local and Statewide Services for people 0-11; and

-

Youth Area, Local and Statewide Services for people 12-25.

These levels apply to bed-based services as well as community -based services. The one exception to the
split-up of ages ranges is noted by the Royal Commission is the hospital residential service stream for
Youth, where the Royal Children’s Hospital will run the Banksia Unit for 13-18 year olds.
It should be noted that the entire specialisation of infant mental health is subsumed under Infant, Child
and Family services, in a special service stream for 0-4 year olds. However, perinatal mental health and
wellbeing services are a dedicated program within adult services.
The Royal Commission is establishing up some more specialized services for age-ranges through relevant
programs that will be seated:
within each Area (for example, the Older Adult Team within each Adult and Older Adult Mental
Health and Wellbeing Services);
within each Region (for example a Family/Carer-led Centre); or
on a Statewide basis (for example the 2 Family Residential Centres and the Youth Residential
Rehabilitation Program).
These more specialized services, insofar as they appear in the Royal Commission’s recommendations,
appear in Figure 2 above.
Orygen is a special unit delivering a range of services for youth aged 12-25, a unit which intersects with a
number of dimensions of the system. In the reformed system, it seems that Orygen will deliver community
based mental health services separate from Melbourne Health, integrated with headspace and with its own
research and innovation processes, within north-western Melbourne (Vol 1, p247). It will also run bed-based
services, including 15 Hospital in the Home beds across the north-west (Vol 1, p 608), as well as the Statewide
40 bed Youth Prevention and Recovery Care Unit in Parkville (Vol 2, p 258.) Orygen will partner with the
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Victorian Collaborative Centre for Mental Health and Wellbeing for research purposes (Vol 1, p 245) and part
or all of the Statewide Specialist Youth Forensic Mental Health Service will be based on a formal partnership
between Orygen and Forensicare (Vol 3, p 412). Furthermore, consideration is being given to a Statewide
rollout of Orygen’s moderated online social therapy (MOST), to all state-funded child and youth mental
health services, including headspace (Vol 3, p 493).
4.5 Forensicare
A Statewide Service commissioned by the Mental Health and Wellbeing Act and directly responsible to the
Minister for Mental Health, Forensicare will continue to provide mental health services to the justice sector,
operating independently but in collaboration with the Department of Health Division of Mental Health and
Wellbeing. It will continue to oversee forensic services in for those in custody, for those attending community
forensic facilities (including Court services), and for residential clients in the specialist Thomas Embling
Hospital. In addition, new Statewide Forensicare services will be established and integrated with the overall
reformed system, as recommended by the Royal Commission, and as listed in Figure 2 above. Further, there
is to be an expansion of the capacity of Thomas Embling Hospital. Forensicare will also continue in
partnership with Swinburne University of Technology through the Centre for Forensic Behavioural Science
and collaborate in forensic mental health research.
It is to be expected that the expansion of Forensicare will necessarily involve an increase in the employment
of Psychologists – Forensic Psychologists, Clinical Psychologists and Clinical Neuropsychologists, as well as
other groups of mental health professionals.
4.6 Catering for Particular Groups in Society
As part of its commitment to the needs of the public across society, The Royal Commission attempts to cater
specifically for many diverse communities, who may require services that recognize their more particular
mental health needs. Of special note are Aboriginal, culturally diverse, disabled, LGBTIQ+, and rural/regional
communities. Regional Boards are charged with the responsibility to be sensitive to the whole range of
groups within their boundaries and to plan the shape of their services accordingly, especially the shape of
the partnerships they commission with community organisations.
As well, the Division of Mental Health and Wellbeing is to establish new Statewide services that cater
appropriately for these various groups and these new initiatives are listed in Figure 2 above.
5.RECOMMENDED MONITORING, EVALUATION AND RESEARCH
5.1 From Inside the Service Delivery System
The Royal Commission displays keen awareness of the fact that mental health service delivery, as well as
being scrutinized ongoingly by its clientele, is under constant review and discussion by mental health
professionals themselves. It also recognizes that the general under-resourcing of the system over decades
has meant that it has been difficult for service providers to conduct adequate service monitoring, evaluation,
and adjustment by its staff. Nor have professionals in the public system ordinarily had time to devote to
trials of innovations. The Royal Commission now recommends that monitoring, evaluation and review
become regular activities within services, focusing upon outcomes fore consumers and their families, carers
and supporters.
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Furthermore, the Regional Boards and the Division of Mental Health and Wellbeing are all also required to
conduct regular reviews of these data, and to be ensuring adjustments to services as information comes to
and. There will need to be a great deal of time and effort put into this enterprise at Division level, where it
can be expected that consistency of approach in monitoring and evaluation across the system will be
favoured. Evaluation of various workforce issues will no doubt be evaluated by the Mental Health and
Wellbeing Committee on Occupational Health and Safety, within the Division.
It is also to be expected that, in a developing evaluative culture, interest in and enthusiasm for participation
in research could develop, provided of course that service providers are indeed adequately resourced.
5.2 From Outside the Service Delivery System
The Royal Commission also recommends that the system be open to evaluation from without. Its main
measure to achieve this is the establishment of the Mental Health and Wellbeing Commission which is
encouraged to conduct its own enquiries, as well as charged to examine situations about which consumers
bring a complaint.
Outside evaluation will also presumably be conducted by the Mental Health Improvement Unit, as it
investigates the quality and safety of services as they develop.
At the very top, the Mental Health and Wellbeing Cabinet Subcommittee and the interdepartmental
Secretaries’Board and its committees on suicide prevention and response and on mental health and
wellbeing promotion are specifically expected to monitor the overall system at a macro-level.
Finally, several mental health research bodies are recommended by the Royal Commission – the Victorian
Collaborative Mental Health and Wellbeing, the Statewide Trauma Service, the Centre for Forensic
Behavioural Science, and of course the Mental Health Improvement Unit. These bodies are expected to
conduct translational (or implementation) research, which focuses upon enquiry that is expected to have
immediate implications for service delivery. They will need to engage the participation of services
themselves in research if their work is to have relevance.
5.3 Role of Specialist Disciplines, including Psychologists
Evaluation and empirical research are specialized activities, each with a long history, particularly in mental
health service delivery, with evaluation being a particular form of empirical research. In Australia, Psychology
is the only mental health profession that has specific scientific training in psychological areas generally, in
the theory and practice of research methodologies, and (among clinically endorsed Psychologists) specific
training in mental health research.
Psychologists are trained in the application of scientific methods in individual and group psychology. They
are trained in the testing of competing theories in human experience and behaviour, in the development
and use of assessment or evaluation techniques for gathering reliable and valid information about people’s
experiences and views, and in the application and interpretation of statistical methodologies. Many are
experienced in collaborating with specialists in Information Technology, essential in today’s world. These are
the basic skills involved in psychological research. These same skills are required for setting up any robust
enquiry that might produce evidence useful for service evaluation.
Other mental health disciplines, particularly Psychiatry, Social Work and to some extent Nursing, certainly
have familiarity with mental health evaluation processes, and reports of mental health research, but
conducting and interpreting their own research data in psychological areas is not their undergraduate
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training and not their basic postgraduate training. Of course, some have pursued such training at a further
postgraduate level and are well equipped.
If the Government is serious about evaluation and research, it should be employing Psychologists as leaders
in carrying out these functions.
6.COLLABORATION BETWEEN GOVERNMENT AND NON-GOVERNMENT SERVICES
6.1 The Conceptualization and Potential Shape of Multi-Agency Service Delivery
Each of the 8 Regional Boards, once fully functional, will commission several Area level service systems
comprising a partnership between mental health and wellbeing services provided within a public hospital
and a non-government organization or agency that offers wellbeing care or support. Commissioning of these
partnerships will involve Regional Boards in selecting from a range of different contractual and funding
models. The former range is shown in Figure 29.4 (page 206, Chapter 29, Volume 4).
These partnerships, and the service integration and collaboration they are intended to support, should have
profound impacts upon referral pathways, case conferencing and multidisciplinary teamwork to determine
and pursue service outcome goals.
To coordinate as required the delivery of multiple mental health and wellbeing services to people living with
mental illness or psychological distress (including children and young people) who may require intensive,
ongoing treatment, care and support, each Regional Board must establish a Multiagency Panel.
6.2 Funding, Evaluation and Accountability Arrangements
In requiring Regional Boards to commission non-government agencies to partner with public service
structures, it suggests several funding models as alternatives that may be used to resource particular
programs or services. These models have implications for evaluation and accountability (ultimately to the
Division). They can be found on page 497 of Volume 4. The Royal Commission favours shared accountability
by the service providers in a partnership, to reinforce service integration and collaboration
7.RCVMHS ATTENTION TO INVOLVEMENT OF PSYCHOLOGISTS IN NEW SYSTEM
7.1 Mentions of Relevant Terms
Certain words central to the interest of the VPA were searched across the Summary, Recommendations and
the five volumes of the Royal Commission’s Final Report, to determine their importance in the thinking of
the Commissioners, and their potential place in conceptualising the reformed system. The results of this
procedure are mentioned below; however, please note that the number of mentions in each case, while as
accurate as possible, may not be exact.
Searching for the word “Psychologist” found some 249 mentions, Clinical Psychologist just a handful (mainly
occupational descriptions of witnesses), Forensic Psychologist none, and Clinical Neuropsychologist or
Neuropsychologist none (although one mention of Clinical Neuropsychology was noted in the course of
reading, occurring in a description of effective services within the custodial youth mental health service,
p406, Volume 3). Surprisingly the relevance of Clinical Neuropsychology to assessment of Dementia is
missing.
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Of the overall 249 mentions of “Psychologist”, over 2/3 relate to Psychologists working clinically in the
private sector, generally stating their (rebated) availability under the Medicare Benefits Scheme or Better
Access (MBS or BA).
The Final Report’s acknowledgement of Psychologists in the public sector (less than 1/3 of mentions of
Psychologist) is in the context of describing:
•
workforce issues relating to Psychologists (some 21 mentions), indicating specialist skills provided,
shortfalls, trouble in recruiting and retaining, regulation by AHPRA and supervision requirements;
•
the composition of multidisciplinary teams (some 17 mentions), where Psychologists are often cited
first;
•
the range of relevant allied health professionals (about 7 mentions), or part of the diversity of services
that must be available in the system (about 5 mentions).
Otherwise, acknowledgements of Psychologists touch upon Psychologists as possibly relevant to particular
mental health services, involved in case studies cited, or as Witnesses to the Royal Commission.
Psychologists in the private sector are seen by the Royal Commission as an important component of
secondary level of services in the Mental Health and Wellbeing System, along with GPs, Psychiatrists, some
other medical specialists such as Paediatricians, and occasionally along other allied health professions.
Private Psychologists are often mentioned as being funded by the MBS or BA, and there is also recognition
that paying “the gap” between the fee and the rebate is not always possible for consumers. No recognition
was found in the Final Report, however, of the relatively limited, and indeed very frequently inadequate
number of Psychologist sessions that the MBS partially rebates.
“Psychological” as a descriptor was found to be used 1,321 times. In approximately 83% of instances, it
appears in the context of the recurring terminology “mental illness and psychological distress” (or very
occasionally simply “psychological distress”), used to identify the lived experience of potential consumers of
mental health and wellbeing services. Otherwise, in at least 19 cases across the five volumes of the Final
Report, the Royal Commission mentions Psychological “treatment”, “therapy/ies” or “intervention/s”. Other
uses of the term qualify:
•
other conceptualisations of psychological distress, for example “symptoms” or“trauma” (some 10
mentions);
•
psychological services provided, , for example “support” or “rehabilitation” (some 9 mentions);
•
the experience or functioning of individuals, for example “development” or “change”(some 10
mentions);
•
academic use of the term, for example “explanation” or “interpretation” (some 8 mentions);
•
the term Psychological “health” (very few mentions).
“Multidisciplinary” appears roughly 277 times in the Final Report in the context of the term
“multidisciplinary teams” or descriptions of the approaches or activities of such teams, as in
“multidisciplinary care”. Most of these uses relate to tertiary services responding to more severe and
complex mental illness and psychological distress, and many mention the inclusion of Psychologists.
However, there are also mentions of multidisciplinary approaches in secondary services, for example in
Community Health Centres or Local Mental Health and Wellbeing Services, where primary care providers,
Peer Support Workers, Housing specialists or others may join with mental health professionals to address
less complex mental health and wellbeing needs.
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7.2 Implications of specific mentions of these terms
“Psychologists” and “psychological”
The Royal Commission is clearly concerned to be inclusive and even-handed in relation to the groups covered
by the term “mental health professional”. Psychologists are not alone in being rarely mentioned, with little
detailed acknowledgement of their roles.
It is also important to note that the Final Report, when it does mention Psychologists in the context of
multidisciplinary teamwork, often cites Psychologists up front as an example of the type of professional
comprising such a team. In other words, the Royal Commission clearly sees Psychology generally as essential
to tertiary level services in the Mental Health and Wellbeing System. For that matter, it also sees Psychology
as prominent in secondary level services, as evidenced by the frequent reference to Psychologists in the
private sector.
Psychologists in public mental health are almost always, however, not acknowledged by the Royal
Commission as endorsed as Clinical Psychologists, Forensic Psychologists or Clinical Psychologists. The
impression conveyed is that specialized training was not understood by the Commissioners – possibly an
impression gained from Australian Psychological Society submissions (which may have been linked to
submissions to the Medicare Benefits Scheme and Better Access which carry the assumption that nonendorsed Psychologists are equipped to deal with the full range of mental illness).
While there is some recognition of the specialized skills of psychologists in delivering evidence-informed
psychological treatments/therapies, only one mention of psychological assessment was found. It may be
that the Commissioners rightly felt they were not equipped to comment on the full scope of the skills of the
range of professionals involved. In Recommendation 58, the Department of Health is actually charged to
“define” the skills and attributes of a diverse multidisciplinary workforce - by the end of 2021.
Alarmingly, no mention was found of the specialised skills of Psychologists in the Royal Commission’s very
great emphasis on research and evaluation in the new system. This is despite the fact that Psychology is the
only mental health profession actually trained and experienced at university in these scientific areas of
mental health, which training is rigorously overseen by the Australian Psychology Accreditation Council,
followed up by the Australian Health Practitioner Regulation Agency.
“Multidisciplinary”
Although the term multidisciplinary is not used very frequently in the Final Report, the multidisciplinary
conceptualization of mental health and wellbeing is clearly fundamental the Royal Commission’s
Recommendations. In particular, multidisciplinary teams, in actual function as well as name, are seen as
forming the basis of the reformed contemporary, integrated treatment, care and support delivered at the
tertiary level deemed to be the backbone of the tertiary Area Mental Health and Wellbeing Services,
responding to more severe and complex mental illness and psychological distress. As mentioned above,
Psychologists are often a first example of the type of professionals involved.
A multidisciplinary approach is also specified in Core Function 1 of Local Mental Health and Wellbeing
Services, although it is not actually made clear how this must be constructed at the Local level. In other
words, it is not clear whether Psychologists are envisaged as being part of all Local level services.
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8.IMPLICATIONS FOR WORKFORCE ISSUES AFFECTING PSYCHOLOGISTS
(written by Dr Rosemary Kelly)
In this commentary, observations about the implications of the Royal Commission’s Interim and Final
Report are shown in text boxes.
The Royal Commission recognises that the mental health workforce is the heart of the mental health and
wellbeing system, and the workforce will be critical to achieving reform and improvement to the system.
The Commission states that a capable, skilled, empathetic and consumer-driven workforce will be the key
enabler of the reform of the Victorian mental health system (Interim Report page 452).
The Commission also acknowledges workforce factors that are inhibitors in the current system include
budget constraints and limited resources; excessive and unstainable workloads; burnout; occupational
violence; vicarious trauma; lack of education and training support; lack of access to supervision and
professional development; lack of career progression, deskilling and low morale; poor pay and conditions;
unclear accountability structures; high administrative burdens as well as health professionals not being able
to work to their scope of practice; and for psychologists and psychiatrists , the attraction of private
practice (Interim Report pages 125 -132; Final Report Vol 4 page 473).
A number of its findings and recommendations in relation to the mental health workforce are summarised
by the Royal Commission in the Workforce Fact Sheet (attached).
In its Final Report the Royal Commission describes its vision for the future workforce as follows:
The mental health workforce will be strengthened and supported. More people with diverse
experience and expertise will join the workforce to provide new and enhanced services.
People working in the system will receive professional and wellbeing supports to provide highquality treatment, care and support in safe and therapeutic environments. Multidisciplinary teams
will share skills to respond to individuals’ needs, supported by technology. Through the Collaborative
Centre for Mental Health and Wellbeing, the workforce will have access to a high standard of
professional learning.
(Final Report Vol 4 page 6)
The Royal Commission identifies three major focus areas for workforce reform: (i) instituting
workforce strategy and planning; (ii) workforce capability development; and (iii) support for the
safety and wellbeing of the workforce to sustain them into the future (Final Report Vol 4 page 489).
The Royal Commission acknowledges that structural change will have major implications for the
size, structure and composition of the mental health and wellbeing workforce, as well as its
collective and specific capabilities (Final Report Vol 4 page 492).
The Commission made no findings regarding the appropriate size or composition or the knowledge,
skills and attributes of the future mental health workforce.
The Royal Commission is largely silent on models of care and the composition of the workforce at the level
of service delivery. However, it does recommend that the Department of Health, by the end of 2021, define
the knowledge, skills and attributes required of a diverse, multidisciplinary mental health and wellbeing
workforce, starting with the priorities as described by the Royal Commission (Recommendation 57 1.).
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The Royal Commission has not addressed the skill and discipline mix of the ‘diverse, multidisciplinary mental
health and wellbeing workforce’ that it envisions, except for particular emphasis on the expansion of lived
experience workforce or peer workforce.
The priorities for the Royal Commission are (Vol 4, page 497):
•
•
•
•

•

more collaborative, person-centred approaches to working with consumers, families,carers and supporters and time
for positive, therapeutic connection
approaches to supported decision-making practices and human rights frameworks
enhanced service delivery approaches including mental health and wellbeing services led by people with lived
experience of mental illness or psychological distress
enhanced service delivery approaches such as work that involves consumers’ families, carers and supporters; as
articulated in Chapter 19: Valuing and supporting families, carers and supporters, positions will be funded so there is
capacity to deliver intensive therapy models that involve consumers’ families, carers and supporters in each mental
health and wellbeing service area
increasing the role of workforce development and wellbeing through reflective practice, professional practice and
clinical supervision and professional development.

In Recommendation 57 of the Final Report, it recommends that the Victorian government
undertake that work.The Royal Commission further states that addressing workforce implications should
be overseen by the Mental Health and Wellbeing Secretaries’ Board and Mental Health and Wellbeing
Cabinet Subcommittee.
The Royal Commission has decided that Department of Health and Regional Boards will make
decisions about funding distribution in the new system. The Royal Commission has developed
service standards to guide the selection of providers, including newmental health service providers
and ‘provider partners’.
These ‘service standards’ will apply to Victorian Government–funded non-government mental
health and wellbeing services, including bed-based and community-based services, Local Mental
Health and Wellbeing Services and Area Mental Health and Wellbeing Services, as well as statewide
services. (Final Report Vol 4 page 131-132). The service standards are mandated for selecting
and funding providers across a number of domains, including workforce matters – refer to the
Table on the next page.
The Workforce service standards do not address the terms and conditions of the mental health
workers who will be employed by, and deliver, these funded non-government mental health
services. Rather the minimum standard is that the provider will ‘strive to’ attract, recruit and
support a diverse workforce and monitor culture, safety and wellbeing, as well as offering
workforce training and development. Refer table below.
The Royal Commission observes that the structural reforms may mean that existing employees will
be required to work in new ways, across different settings and for different organisations (Final
Report Vol 4 page 513). With the establishment of new structures, the Royal Commission considers
that existing employees, including psychologists, may be required to move from employment by a
public health service, public hospital or area mental health to employment by another provider,
which may not be a public sector provider, or indeed to move geographically as ‘resources’ are
redistributed to rural and regional areas.
This will have significant implications for psychologists and other workers delivering public mental
health services.
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Domains

Workforce

Minimum service standards

Additional service standards at full
maturity

• Strives to attract, recruit and support the
• Operates in accordance with
diverse workforce needed to meet serviceevidence-based guidelines and
standards
protocols to recruit and support a
• Strives to monitor and improve workforce diverse workforce
capacity, culture, safety and wellbeing
• Commits to share workforce flexibility
• Offers continued workforce learning andacross providers to meet demand
development in defined priority capability areas
• Implements high-quality workforce
wellbeing supports
• Embeds priority capabilities
(knowledge, skills and attributes)
across the workforce

(Final Report Vol 4, page 131)

8.1 Implications of System Change for Psychologists Employed in Public Mental Health
Implications of Systems Change for Psychologists Employed in Public Mental Health – Terms and Conditions of
Employment
From the point of view of employment rights, the biggest impact on the existing workforce will be the restructuring of the
system itself, with the introduction of Local Mental Health and Wellbeing Services, Area Mental Health and
Wellbeing Services and Statewide Services, to replace existing public mental health services, plus the
introduction into the public mental health systems of organisations providing public mental health services
under service contracts.
It will be critically important for psychologists that the terms and conditions of the Victorian Public Health Sector
(Medical Scientists, Pharmacists and Psychologists) Single Interest Enterprise Agreement (the Public Sector
Agreement) continue to apply to Psychologists who take up employment with another agency, service or
organisation that sits outside public mental health services as they are currently constituted.
And to newly recruited psychologists in the future as the public mental health system is reformed.
This may be achieved by requiring the new employer entity to agree to be bound by a new Agreement that
mirrors the terms and conditions including rates of pay of the Public Sector Agreement – or there may be other
strategies than could achieve the same result.

The identity of the Employer, Employment Rights re Transfer and Consultation
It is not clear who the relevant employer will be in the restructured system of local, area and statewide services. It is
implicit that some services will be delivered by public mental health services and some by collaborative partnerships or
funding agreements with non-government organisations.
Questions: Will Area Mental Health and Wellbeing Services remain part of existing public health services, and therefore
the employer remains the public health service? What about statewide services? Will they be auspiced by a public health
service? Will Local Area Mental Health and Wellbeing Services employ staff?
Question: Will a transfer of employment to another entity and/or geographic relocation occur with or without
the consent of the employee?
Prima facie, a psychologist employed by a public mental health service would need to consent to being
employed by another entity. Redundancy entitlements are relevant in any termination of employment by a
public mental health service.
The Public Sector Agreement contains provisions that mandate consultation over organisational change,
including a change in location, but these provisions relate to organisational change proposed by an individual
employer, not system-wide change.
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8.2 What Does the Current Public Mental Health Workforce Look Like in Victoria?
The Royal Commission identifies lack of good baseline workforce data as a problem in planning for the
implementation of the new system. There is no consolidated data set that captures workforce data,
particularly for community mental health workers, wellbeing support workers or lived experience workers
(Final Report Vol 4 pages 458 - 459).
The Royal Commission recommends that the Department conduct ongoing workforce data collection,
analysis and planning, and establish a dedicated workforce planning and strategy function (Recommendation
57 3. a. and b.).
Figure 33.2 from the Royal Commission’s Final Report (reproduced below) shows the estimated specialist
mental health workforce in 2018-2019 by discipline. (Final Report Vol 4 page 458)
Figure 33.2: Fulltime-equivalent staff in specialised mental health care facilities, by staffing
category, Victoria, 2018–19

Source: Australian Institute of Health and Welfare, Mental Health Services in Australia: Specialised mental health care facilities 2018–19, Table FAC.34
<www.aihw.gov.au/reports/mental-health-services/mental-health-services-in-australia/report-contents/specialised-mental-health-care-facilities> [accessed 6
December 2020].

The Interim Report found that workforce shortages were affecting the capacity of the public mental health
system to meet service demand and to deliver high quality treatment. Likewise, in 2019 the Victorian
Auditor-General’s Office found that ‘recruiting, retaining and managing the mental health workforce was a
major obstacle to service provision in area mental health services’ (Final Report Vol 4 page 471).
There are shortages of psychologists, including in rural and remote Victoria, and of other professions
including psychiatrists, mental health nurses, social workers and occupational therapists.
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Figure 33.9 from the final report (reproduced below) shows the estimated the supply gaps in public specialist
mental health services.
The Royal Commission has a view as to what the workforce might look like across the three major
components of service delivery, (i.e., at Local, Area and Statewide levels), as represented in Figure 33.10
below. There are no absolute numbers attached to supply or indeed distribution of the ideal mental health
workforce, although the Royal Commission has noted the difficulty in attracting mental health workers to
regional, rural and remote areas of the state (Final Report Vol 3, Chapter 24).

8.3 Generic Case Management v Multidisciplinary Teams
The Royal Commission considers that the skills of psychologists in particular are underutilised in a system
where generic case management, rather that multidisciplinary teams, is the norm (Final Report Vol 4, page
503; 512)
The Commission observes at Volume 4, pages 483-484:
Genuine multidisciplinary treatment, care and support aims to optimise a range of generalistand
specialist skill sets within teams and across professional groups to give consumers a holistic and
targeted service response.134 However, the Royal Commission has heard that increased service
demand, coupled with insufficient resourcing and funding pressures, has often not allowed the
workforce to deliver multidisciplinary care effectively.135 Over time, an emphasis on more generic
roles, and the employment of skilled specialist professionals into them, appears to have limited the
ability of those professionals to meaningfully apply their skills as part of multidisciplinary
approaches.136
The Royal Commission is concerned that in the current system, an absence of discipline-specific
roles has meant that opportunities for some allied health professionals to deliver best practice
therapeutic treatment are at times limited… this leads to poorer service outcomes for consumers,
families, carers and supporters across the system.143Having their skills underused and being unable
to work to their full scope of practice … can leave workers feeling undervalued, with a loss of
professional identity.144
Two psychiatrist witnesses noted that the employment of generic clinicians means that consumers do not
get the benefit of specialist disciplines, including clinical psychology and clinical neuropsychology, and has
left out the availability of these highly specific discipline skill sets to consumers, particularly in rural services
(Final Report Vol 4, pages 481-482).
Further, psychologists and allied health professionals are underrepresented in mental health teams
compared to psychiatrists and nurses.
The underrepresentation of psychologists, allied health professionals or lived experienced workers in these
teams is attributed, in part, by the Chief Psychiatrist to the lack of senior positions in the Department of
Health for these disciplines. There is a Chief Psychiatrist and Deputy Chief Psychiatrists and a Chief Mental
Health Nurse, but no equivalent positions for senior psychologist, occupational therapist, Social Worker,
speech pathologist, or lived experience advisers (Vol 4, page 272).
Dr Coventry (the Chief Psychiatrist) observes that ‘this gap in multidisciplinary representation
limits our ability to obtain advice from allied health experts in the field and does not model a best
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practice approach for the sector’.
The Royal Commission states that ‘with a greater emphasis on community-based treatment and
a broader range of treatment,care and support options available to consumers in the new mental
health and wellbeing system, it will be increasingly important for there to be greater diversity of
professional, clinical and practice leadership’. (Final Report Vol 4 page 272).
The Royal Commission has placed an emphasis on increasing the role of the lived experience
workforce and peer workers/peer support roles in the new system (Vol 4, pages 454;497-500). It
notes that in a survey it Royal Commissioned that 66% of the professional workforce had lived
experience of mental illness or psychological distress either personally (43%) or through caring for
a friend or family member (Vol 4, page 464).
The Royal Commission talks about defining new roles, composition, skills and values in the future
system (Vol 4, page 454) but does not name them.
This will be the responsibility of the new Mental Health and Wellbeing Division of the Department
of Health, and in particular in developing the workforce strategy and planning function (Vol 4, page
508) and workforce capability (Vol 4, page 514) as discussed earlier.
The Commission notes that there are currently shortages of consumer and careers peer workers,
social workers, psychologists and occupational therapists (Final Report Vol 4 page 503).
The Commission includes a table of estimated supply gaps from 2021-2021 to 2035 – 2036, based
on data sources stated at the end of the table – Figure 33.9 (Final Report Vol 4 page 503).
The data in Figure 33.9 and the footnotes which are reproduced below shows that in 2021 there was a
surplus of nurses and psychiatrists, and an undersupply of social workers, psychologists and occupational
therapists.
The shortages of full time equivalent social workers, psychologists and occupational therapists are
startling.
Figure 33.9 shows that in 2021 there is a shortage of 30 social workers, 426 occupational therapists and 79
psychologists.
Elsewhere in both the Interim Report and the Final Report the Royal Commission refers to shortages of
mental health staff in most professions (Interim Report Chapter 6, Final Report Vol 4 Chapter 33)
The Victorian government submitted that there were difficulties in attracting and retaining psychiatrists,
social workers and psychologists, and therefore there were shortages in these disciplines, and subdisciplines.
The Commission referred to the national shortage of psychiatrists and a shortage of mental health nurses,
with an average shortage of mental health nurses across the state of 10% (Interim Report page 457).
In the Interim Report the Commission refers to many public mental health services have trouble filling
rosters on a day-to- day basis, and that some services use locum and agency staff, and overtime in
inpatient units to fill staff shortages (Interim Report page 454) and that some services try to recruit
internationally to address nursing and psychiatry shortages (Interim Report page 468).
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Services reported being unable to open new units due to staff shortages. One example is the opening of
Forensicare’s Apsley Unit was delayed due to the shortage of nurses and of psychologists with clinical and
forensic endorsement (Interim Report page 454).

Figure 33.9: Estimated workforce supply gaps in the public specialist mental health system, by
workforce discipline, Victoria, 2020–21 to 2035–36

Sources: Commission analysis of the Department of Health (Commonwealth), National Mental Health Service Planning
Framework; Department of Environment, Land, Water and Planning. Victoria in the Future 2019; Australian Institute of Health and
Welfare, Mental Health Services in Australia: Specialised Mental Health Care Facilities 2018–19. Table FAC.34.
Notes: For the purpose of this analysis, it is assumed there is no growth in the workforce from 2018–19, the most recently available
data.
For the workforce category Registrar, there is a surplus in the current workforce until 2027–28. The surplus in 2020–21 is 57 fulltime
equivalents. For the workforce category Junior Medical Officer, there is a surplus in the current workforce beyond 2035–36. The
surplus in 2020–21 is 19 fulltime equivalents. For the workforce category Psychiatrist, there is a surplus in the current workforce until
2021–22. The surplus is three fulltime equivalents in 2020–21. For the workforce category Nursing, there is a surplus in the current
workforce until 2021–22. The surplus in 2020–21 is 56 fulltime-equivalents.
The National Mental Health Service Planning Framework workforce category Medical unspecified has been grouped to
Psychiatrists. The workforce category Tertiary Qualified unspecified is split evenly across Social Workers, Psychologists and
Occupational Therapists. The workforce category Nursing includes all enrolled nurses, registered nurses and nurse practitioners.
The workforce category Other Tertiary Qualified, including pharmacists, has been excluded due to limitations in workforce data
available.
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How Robust are the data on Workforce shortages/oversupply/ supply gaps in Figure 33.9?
The accuracy of the data in Figure 33.9 is doubtful.
Elsewhere in the Interim Report and the Final Report the Royal Commission refers to shortages of
mental health staff in most professions including mental health nursing and psychiatry (Interim Report
Chapter 6; Final Report Vol 4 Chapter 33) .
The data in Figure 33.9 shows an oversupply of nurses and psychiatrists is at odds with the evidence
presented to the Commission of shortages in both professions.
Nowhere in either the Interim or Final Report is there any indication of a massive shortage of
occupational therapists.
The Victorian government refers to a shortage of psychiatrists, social workers and psychologists, not
occupational therapists.
The figure of a current shortage of 426 occupational therapist is not credible, particularly relative to
the claimed shortage of 30 social workers and 79 psychologists in 2020-2021.
Figure 33.2 (reproduced above) shows that there were 507 full-time equivalent psychologists, 407 fulltime equivalent occupational therapists and 673 full-time equivalent social workers employed in 20182019in Victorian specialist mental health services.
It is not credible that there was a 50% vacancy rate for occupational therapists in 2018-2019 in special
mental health services, which is what the data in Figure 33.9 implies.

The Royal Commission's analysis and the evidence presented to the Commission also shows that the workforce
is poorly distributed across rural and regional areas in Victoria, and that the workforce average age is
increasing across many core professions. The Commission specifically calls out the challenges facing
Victorian public mental health services in retaining Victoria’s most experienced psychiatrists and
psychologists, due to the attraction of private practice. The Commission also draws attention to the
underutilisation of psychologists’ skills in public mental health services (Final Report Vol 4 page 504).
There is also evidence that non-government and community organisations are facing ‘workforce challenges’
(Final Report Vol 4 page 505).
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8.4 What Might the Future Workforce Look Like?
The Royal Commission’s vision is for a supported workforce that provides the best possible care through:
•
•
•
•

encouraging and supporting excellence and valuing all types of expertise in delivering mental
health and wellbeing services
enabling the workforce to use their existing capabilities (knowledge, skills and attributes)
effectively and to develop their skills and knowledge to continually improve the quality of
treatment, care and support they provide
ensuring the workforce feels safe, trusted, respected and valued
ensuring the Victorian mental health and wellbeing system is an attractive, contemporary and
sustainable place to work by supporting workforce wellbeing andcareer progression.

8.5 Supply Constraints
The Royal Commission has recognised that there are supply constraints in relation to the current, emerging
and future workforces, and this is an issue facing mental health services across Victoria.
Victoria does not control the tertiary education system in which psychiatrists, psychologists, and other health
professionals train – the levers of supply, to use the Commission’s terminology. The Commonwealth is
responsible for university funding and therefore the pipeline of graduates. Other relevant actors in the
system include the Australian Health Professional Registration Authority (AHPRA) and the relevant boards
which influence curriculum and professional requirements. (Vol 4, page 501).
The Royal Commission encourages the Victorian Government to advocate for the Commonwealth
to take a more active role in developing new supported places and pathways to deal with workforce
shortages, to ensure the workforce grows into the future, and to work with professional bodies,
unions, employers and other organisations around supply issues, which is sees as critical to
workforce reforms.
The Victorian government does control the levers of the state-based TAFE system and therefore can
influence the supply of workers holding vocational certificate and diploma level qualifications (Vol 4,
page 505).
The Commission includes a Figure which shows indicative workforce supply considerations (Figure
33.10 reproduced below) across three domains of the proposed system - local, area and statewide
(Final Report Vol 4 page 504).
There is no analysis of what these considerations mean in practice in terms of future workforce
shortages – in fact the Figure might better be described as workforce demand.
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Figure 33.10: Indicative workforce supply considerations

The ‘new workforces’ will include specialist trauma practitioners and other specialist roles as set out in Figure
33.1. The Commission refers to new roles, capabilities and ways of working. It gives as an example of the
multidisciplinary approach that will be needed the infant, Child and Family Mental Health and Wellbeing
Services referenced in chapter 12 of Volume 4. This will need a range of professional disciplines to support
cohort-specific services (Final Report Vol 4 page 431).
8.6 Workforce Shortages: Graduate Placements
In November 2019 the Royal Commission recommended in its Interim Report that the Victorian Government
to address workforce shortages by, inter alia, funding an additional 60 new graduate placements for allied
health and other professionals including pharmacists (Recommendation 7) .
No money was allocated to this program in the 2020-2021 state budget.
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In the 2021-2022 budget the Victorian government allocated $8.25m to this program for the 2022 academic
year, which will be funded recurrently.
This program will fund occupational therapy, social work and psychology clinicians who have graduated in
the last 12 months to be employed in designated mental health services. Graduates will be supported
through structured learning and time release for learning and development. For psychology, this means the
funding of registrar positions for postgraduates with general registration in order to obtain an area of
practice endorsement. The funding will extend to additional resources for supervision and psychology
educators.
8.7 Workforce Strategy and Implementation Plan
Recommendation 57 3a of the Final Report requires the Mental Health and Wellbeing Division of the
Department of Health to develop, implement and maintain a Workforce Strategy and Implementation Plan
and, by the end of 2021, establish a dedicated workforce planning and strategy function.
In its Final Report, the Royal Commission says that the Victorian Government should develop a Workforce
Strategy and Implementation Plan by the end of 2021, to ‘support workforce reform’ and ongoing workforce
monitoring, a plan to be reviewed every 2 years (Vol 4, page 506). This includes enabling work with the nongovernment sector to ensure strategic planning and development.
The Royal Commission has high expectations for the strategy and implementation plan including
consideration of:
•
•
•
o
o
o
•
o
o
o
•
•
•
•

priorities for tackling future supply needs and known supply shortfalls
an appropriately skilled, diverse and multidisciplinary workforce including more lived experience and diverse
professional roles – without defining what an ‘appropriately skilled workforce’ means
the workforce capacity necessary to accommodate
new ways of working such as time for family, carer and support consultation
allocated time for professional development and improving skills
provision of wellbeing and practice supports
incentives to attract and retain workers to rural and regional areas including
Part time training positions
Flexible work and career progression
Training opportunities including scholarships, rural and regional placements, supported internships
reflecting the unique skills of each profession
tackling the lack of meaningful professional pathways; ensuring a strong career structure from graduate
entry to advanced practice, leadership, education and research
clarity of roles across professional disciplines
clarity roles of lived experience experts
It is expecting the new workforce strategy and planning function to ‘determine the workforce composition,
role and pathway requirements for the new responsive and integrated service system’ and to work with
Regional Mental Health and Wellbeing Boards to tailor this to geographic and service needs (Vol 4, page
508).
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In relation to professional occupations, the Royal Commission identifies the priority areas for the
Department in developing its workforce strategy as:
•
•
•
•
•

professional roles that have critical undersupply in the current system
professional roles that have known or existing attraction and retention challenges forparticular
professional groups in public mental health and wellbeing settings
professional roles that have known or existing rural and regional supply gaps
professional roles that have known or existing attraction and retention challenges inrural and
regional settings
an expansion of service functions and activities associated with a considerable staffingincrease or
a service function associated with specialist capabilities.
(Final Report Vol 4 page 505)

8.8 Workforce Capability and Professional Development
The Royal Commission has identified workforce capability development as a key responsibility of the
Department of Health (Vol 4, page 514).
By capability the Royal Commission means the ‘core whole-of-workforce skills, knowledge and attributes,
through to specialist and technical capabilities, and discipline-specific requirements such as those necessary
to meet professional accreditation … the collective values, knowledge, skills attributes that [the workforce]
needs to provide consumer-focussed, recovery orientated treatment, care and support’ (Vol 4, page 514).
Professional development and learning activities are recognised as core to building capability, including
taking a multidisciplinary collaborative and coordinated approach to workforce development. A whole-ofworkforce approach must be taken to determining the generalist and specialist capabilities required (Vol 4,
page 515). The Royal Commission recommends the establishment of a central capability entity. It suggests
that the (existing) Centre for Mental Health Learning (CMHL) could take on this role, auspiced by the new
Collaborative Centre for Mental Health and Wellbeing to.
The Royal Commission outlines in detail its priorities for capability development and the capability
framework it envisages on pages 521 – 527 of the Final Report, making specific reference to professional
development as a component of capability development. It sees the capability entity working with the
Department of Health and with education and specialist service providers to:
•
•
•
•
•

help the workforce make the most of high-quality professional learning opportunities to
strengthen priority capabilities and support career and leadership pathways
integrate lived experience expertise in the design and delivery of professional learning
opportunities
coordinate learning and development activities and access to specialist knowledge and expertise
across services, professions and geographic areas
increase the availability of learning and development, including expanding regional training,
supervision and internships, diversifying clinical placement opportunities, andexpanding online
delivery and practice supports
in partnership with service providers and education providers, increase rural and regional access to
learning and development, including expanding regional placement, training, supervision and
professional pathway supports
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•

•

help create learning, development and professional supports (including digitally enabled
communities of practice and reflective practice groups) for senior clinical andspecialist educator
roles in the new service system—this should have an emphasis on allied health professions
(including psychology, occupational therapy and social work),and lived experience experts
develop resources and professional supports for priority workforce groups (in particular lived
experience workforces, rural and regional professionals, Aboriginal practitioners, LGBTIQ+
practitioners and culturally diverse practitioners).
8.9 Supporting the Wellbeing of the Mental Health Workforce
The Royal Commission recognises that it is necessary to provide the mental health and wellbeing workforce
with sustainable and supportive workplaces where staff are valued, feel safe and are supported (Vol 4, page
530).
As discussed earlier, the Commission has recognised a number of health and safety risks to workers in the
public mental health system, and these risks including professional isolation in rural and regional areas;
challenges for workers from diverse identities including from Aboriginal, LGBTIQ+, culturally diverse
backgrounds; emotional impact of therapeutic work; vicarious trauma; burnout and exhaustion.
The Royal Commission considered that the following measures that can mitigate these risks including

•
•
•
•
•
•
•

debriefing in the face of critical incidents
collaborative reflective practice
quality clinical or professional practice supervision
Communities of Practice
a supportive organisational culture
peer support
reflective relational cultures.
The importance of reflective practice, supervision and professional development are also recognised as
important supports. (Vol 4, page 539).
The Royal Commission recommends that the government establish a Mental Health and Wellbeing Safety
Committee by the end of 2021 that is accountable to the Mental Health and Wellbeing Secretaries’ Board.
Its remit will be to, as a matter of urgency and priority, deal with the occupational health and safety issues
identified by the Royal Commission, and to monitor occupational health and safety of the workforce through
the reform process (Vol 4, page 537).
8.10 Industrial Relations and Reform Implementation
The Royal Commission does not directly address the industrial relations issues that will arise from its
proposed changes in the organisation of work. Instead, it refers to the need for the Department to ‘identify
and manage’ the industrial implications of changes in the workforce. As discussed earlier, the effects on the
mental health workforce of the system redesign is going to be profound, as are changes in the organisation
of work.
The Commission recognises that, in order to realise its vision, there will need to be consultation with
stakeholders, which it calls a ‘collaborative approach’ to workplace reform. It identifies the stakeholders as
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unions, other industrial or representative bodies including lived experience workforces (Final Report Vol 4
page 513).
The Commission states that this collaboration should be overseen by the Mental Health and Wellbeing
Secretaries’ Board and the Mental Health and Wellbeing Cabinet Committee referred to in Chapter 27 Effective leadership and accountability of the mental health and wellbeing system – a new system of
governance.
A number of proposed changes to conditions of employment and ways of working have been identified,
including the creation of career paths; career progression; creation of specialist roles; access to advanced
practice, leadership, education and research positions; sufficient staffing to accommodate access to
professional development and workforce wellbeing and practice supports; professional supervision and
flexible working conditions

Public Sector Agreement (including mirror agreements)
The suggested changes to employment practices and conditions will need to be
incorporated into enterprise agreements which apply across public mental health if they
are going to be enforceable and become a reality.
Many are already part of the Public Sector Agreement for psychologists, including time to
access professional development; supervision requirements; and career paths.
Agreement in principle has been reached in the negotiations for the renewal of the Public
Sector Agreement for a process of career progression from Grade 2 (P2) to Grade 3 (P3)
and updated definitions of Psychology Educators and Directors of Psychology. Agreement
to the appointment of Psychology Educators to mental health services is in line with the
Royal Commission’s emphasis on professional development as part of capability building
set out above.
These matters are subject to final agreement by the Department of Health, and funding.
it will be crucially important, as discussed above, that mirror Agreements, which reflect the
Public Sector Agreement, apply to private and non-for-profit non-government providers as
the provision of public mental health services are opened up to these non-government
actors, whether this be via formal contractual arrangements, collaborations or
partnerships.
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Implementation and Consultation – Workforce Strategy
The Mental Health and Wellbeing Division of the Department of Health has begun the
development of the Workforce Strategy and Implementation Plan with the aim of finalising
it by December 2021, as suggested by the Royal Commission, in conjunction with workforce
stakeholders, which include the relevant Unions.
Consultation has already commenced. A Mental Health Workforce Forum has been
established, comprising the VPA, the APS, other Unions and professional associations,
academics, consumer and carer advocates, and representatives of mental health services
and non-government organisations.
An advisory committee has been established – the Mental Health and Wellbeing Workforce
Technical Advisory Group. This will provide input and feedback into the Workforce Strategy
and Implementation Plan. This group is time-limited as the Plan must be completed by
December 2021. The Department has invited the VPA to be represented on the Group.
There have been specific consultations around the workforce capability framework; supply;
rural and regional issues; and health and wellbeing of the mental health workforce. and
the
VPA has nominated representatives to each of these consultations.

Implementation and Consultation - Allied Health Graduate Program
The Mental Health and Wellbeing Division of the Department of Health set up an advisory
group for the Allied Health Graduate Program. The VPA was invited join the Advisory Group.
The remit of this group was to consider the Interim Report’s recommendation for the
placement of 60 graduates a year in allied health graduate positions and psychology
Registrars into public mental health services. After initially deciding that only 43 places
would be funded, the number was increased to 60 places as per the recommendations in
the interim report.
Expressions of Interest for the 60 funded graduate placements were circulated to mental
health services in September 2021. Placements will occur in 2022.
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9.CONCLUSION: AREAS POTENTIALLY REQUIRING VPA ADVOCACY
It is during the immediate, initial phase of implementation of the Royal Commission’s reforms that many
decisions will be made concerning workforce issues that will directly impact the numbers, roles and
conditions of Psychologists employed in the public mental health system. The Mental Health Implementation
Office (operative until November 2022) will be working with the Department of Health to plan how to put
together the jigsaw of reforms that are intended to form a coherent, integrated system that will provide
state-of-the-art, high quality service delivery to Victorians. Of course, change will be ongoing for several
years, but because the Royal Commission’s various completion timelines leave a good deal of detail to
emerge in the reform process, exactly when critical decisions will be made is not clear.
The VPA needs to stand ready, on high alert, to take and as possible create opportunities to promote the
interests of Psychologists at all times from now on into the foreseeable future. It may be said of course that
this is always the required stance of a union, but given the wholesale nature of the reform at hand, and given
the Royal Commission’s virtual silence on the appropriate role of Psychologists in such reform, the current
situation does appear especially critical, requiring urgent responses.
The present strategic analysis of the Royal Commission’s Recommendations suggests that a flexible, holistic
and detailed strategic Agenda be devised by the VPA to very actively pursue the interests of Psychologists in
the reform process. Such an Agenda should include using whatever means possible to actively promote the
precise relevance of Psychologists to achieving implementation of the reform Recommendations.
The following initiatives, most already projected by the VPA, are suggested for consideration in devising such
an Agenda.
9.1 Supporting Members to Align with the Philosophy of the Royal Commission
First and foremost, it must be said that the VPA, in planning and enacting advocacy in relation to the
Recommendations of the Royal Commission, must look primarily to the Recommendations themselves. The
Final Report’s Summary and five volumes can assist in interpreting the intent of the Royal Commission, and
it is to be hoped that in the inevitable disputes over interpretation that the spirit of collaboration, to which
the reforms aspire, can prevail.
It is suggested here that the VPA is best placed to participate effectively in discussions necessary to reform
of the system by vigorously embracing and promulgating the philosophy of the Royal Commission. Two
dominant ideas that seem to flow through the Royal Commission’s thinking are:
•
the centrality of the understandings, needs and preferences of consumers and their families, carers
and supporters in determining, alongside mental health professionals and administrators, how high quality,
responsive services should be provided; and
•
the centrality of integration of the service system to the nature of high quality service provision, with
integration being achieved through active collaboration, which must be monitored and evaluated just as are
the service components themselves.
In short, it is suggested that in its advocacy in the rollout of the RC Recommendations, the VPA couch its
suggestions, demands and arguments in terms consistent with those of the Royal Commission itself – in
terms of enhancing the human rights and wellbeing of consumers and their families, carers and supporters
through promoting and offering the highest quality of treatment, care and support, and in terms of the Royal
Commission’s directives concerning the involvement in collaboration at every turn of all stakeholders,
including with those having lived experience of mental illness and psychological distress.
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These two ideas should work in favour of the interests of VPA Members and of VPA participation objectives.
Aligning with People with Lived Experience
Mental health professionals, including Psychologists, prepare for and come to this field of work less as an
occupational choice, and more as a calling. This is particularly true of those who opt for working in the public
system, particularly when this is for more than a few years. Their interest is, through empathic understanding
of psychological distress and its unfortunate consequences for many, in assisting others to more comfortably
manage such challenges. Therefore it is natural to do as the Royal Commission has done - to place outcomes
for the consumer at the heart – and indeed at the heart of all matters relating to employment.
The VPA is advised to consider alternatives about how to join with the concerns of people with lived
experience of mental illness and psychological distress, and their families, carers and supporter, in
opportunities for discussions that arise. It may be possible to encourage Psychologists to find ways of offering
to share information and participate in discussions about mental health and wellbeing in a more general
sense that may be of use to the people with lived experience.
Many individual people with lived experience and associated family members, carers and supporters hold
personal authority in the areas of mental health service delivery with which they have had contact,
particularly when it comes to services being refused, short-lived or otherwise lacking in empathy. Once they
are exposed through leadership responsibilities in the system, and the complexity of mental health and
wellbeing needs across the whole community is forced into focus, they are likely to demand specialized
information about professional approaches to treatment, care and support in areas new to them. Psychology
can be promoted as a (if not the) profession very well equipped to provide such information because:
•
the science of Psychology covers all aspects of everyday psychological development, including diverse
cultural aspects, and all Australian Psychologists are well grounded both in the knowledge that has built up
since the 19th century, and in evaluating the ways in which this knowledge is ongoingly gained and evaluated
through research;
•
Psychologists specializing in mental health and wellbeing (including Clinical Psychologists, Clinical
Neuropsychologists, Forensic Psychologists, Counselling Psychologists and community Psychologists) have
particular information about alternative treatment, care and support models and techniques that are easily
shared with the public; and
•
Psychologists are well placed to highlight the critical importance of the collaboration by the mental
health professional with the consumer, through the understanding of the scientific work supporting this
reality - namely the vast field of research in social relationships, particularly on how human beings are
attached to each other and how this directly influences mental health and wellbeing - a field of research led
by Psychologists.
By offering to share information in a sensitive way, Psychologists may be more easily recognized for what
they have to offer on the basis of eight years of scientific and then professional training and subsequent
supervised experience.
Aligning with Processes of Collaboration with all other Stakeholders
The VPA is recognized as having important roles in collaborating with the Department of Health in discussing
industrial issues, and is already involved in forums discussing implementation of various of the Royal
Commission’s Recommendations. Advice in writing has already been sought from the VPA, and such
collaboration can be expected to continue as the Department goes ahead, and is monitored by the Minister
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responsible to the Royal Commission, even before the new Mental Health and Wellbeing Act is declared in
2022.
Every opportunity to extend involvement in the discussion process will obviously be taken by the VPA, and
being alert to informal chances to work on this will assist.
At any rate, it will be helpful for the VPA, in every communication with the Department (and indeed with
any body/structure associated with the reform process), to continuously underline recognition of the
importance of collaboration and inclusiveness to realising the Royal Commission’s vision of the reformed
service system as an integrated, whole of society one in order that it can be responsive to community needs.
9.2. Strengthening Roles of Service Providers in Governance
Here, the VPA may wish to advocate for the increased participation of Psychologists in governance or
administration of service provision structures and of the structure overseeing them. Possibilities for career
advancement could well include Directorship administration of Statewide, Area and Local Mental Health and
Wellbeing Services.
Psychologists can be particularly helpful in the actual reform implementation process, where they should be
employed to participate in service planning and in planning of evaluation and research activities required by
the Royal Commission Recommendations.
In particular, the VPA can advocate for the establishment of a Chief Psychologist position in the Division of
Mental Health and Wellbeing, to sit beside the position of Chief Psychiatrist and Chief Mental Health Nurse,
as advocated by the Chief Psychiatrist to the Royal Commission, but not taken up by the Royal Commission.
Such advocacy could be considered to be pursued in concert with other relevant professional groups,
particularly Social Work, Occupational Therapy and Speech Pathology, a strategy in tune with the Royal
Commission’s commitment to collaboration between stakeholders.
9.3 Strengthening Service Delivery Roles
The Royal Commission has acknowledged the under-utilisation of Psychologists’ skills in the service delivery
sphere and has determined that this denial of service to the public should cease. No longer can Psychologists,
along with all other mental health professionals be relegated to generic case management as the principal
activity in their treatment, care and support of consumers and their families, carers and supporters. Along
with the necessary modicum of care management, hopefully still shared within specialized multidisciplinary
teams, all Psychologists should be offering to clients the specialized intervention skills they are trained to
provide.
The public mental health system needs to be informed (or at least reminded!) what these specialized skills
comprise.
Assessment and Formulation of Individual Consumers’ and Families’ Strengths and Needs
The advantages to the public of specialist psychological assessment are not acknowledged by the Royal
Commission; this professional role is not mentioned in the Final Report.
The specialist assessments of Clinical Neuropsychologists in circumstances of suspected cognitive
impairment, and those of Forensic Psychologists in evaluating risks of various kinds, are perhaps relatively
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well accepted as necessary. However, more standard Clinical Psychological assessment has largely
disappeared with the under-resourcing of mental health generally.
Psychological assessment goes way beyond simple Mental Status Examination used in psychiatric practice.
It involves the use of specialised, statistically normed assessment techniques in combination with indepth
clinical interview procedures to develop a detailed and integrated understanding of an individual’s cognitive,
emotional and social functioning. This process enables the Psychologist to:
get to know the individual very well;
develop a complex understanding of the client’s complex psychological needs and strength;
formulate how they have come to be present in the client’s psychological life;
formulate how past experience is continuing to steer needs and problems;
make sound, reasoned recommendations about alternative treatments, care and supports that can
be expected to build on those strengths and meet the need; and
produce a written Report summarizing the above.
On this basis the Psychologist can discuss alternative ways ahead with the client, giving that person the best
possible chance to choose preferred options that may be effective. Discussion of the written Report usually
functions as a significant milestone in the consumer’s recovery, and it is a concrete outcome the consumer
can refer to in the future.
This process, while taking a good length of time over several sessions, is found to save a lot of clinical time
in trial and error of different approaches on the basis of clinical “best guesses”. It can be used by the
Psychologist intending to continue to offer a therapeutic intervention, or on a consultative basis within the
multidisciplinary team, such that another clinician offers the treatment.
It should be noted that the use of the aforementioned Psychological Assessment Techniques (sometimes
called “Tests”) is, by law, restricted to the use of Psychologists. This is because their use requires special
training and interpretation of their result requires trained understanding of technique construction and of
the complex limits of interpretation.
The VPA will probably have a particular role in advocating for the participation of Psychologists in using
Psychological Assessment to streamline the provision of public mental health services, thus saving public
money, as well as providing higher quality sercice.
Provision of a Range of Evidence-Informed Therapeutic Interventions
The specialized training of Psychologists in the use of many forms of behavioural and cognitive-behavioural
psychotherapy is better known, and is acknowledged by the Royal Commission, who is recommending that
Psychologists now be charged with delivering such specialised interventions for the benefit of the public in
the context of multidisciplinary approaches to treatment, care and support.
Specialist psychodynamic and psychoanalytic psychotherapy training, and Family Therapy training are
available to all mental health professionals, including Psychologists, and many have well developed skills in
these interventions, again encouraged to be made available to the public by the Royal Commission.
Provision of Secondary and Tertiary Consultation to other Services
Secondary consultation by specialist tertiary level mental health professionals to professionals working
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with consumers at secondary or primary levels of mental health and wellbeing service delivery is
recommended by the Royal Commission in many contexts of the Final Report and Recommendations.
Psychologists have a major role to play here, together with multidisciplinary colleagues.
In addition, tertiary consultation to services is sometimes needed, in terms of advice concerning macro
service delivery planning by that secondary or primary agency, perhaps to a specialized client group.
9.4 Strengthening Psychologist Roles in Evaluation and Research in the System
The trained expertise of Psychologists in scientific activities is discussed in Section 5 above. As this area of
specialization of Psychologists is not acknowledged by the Royal Commission, despite its identification of
these activities as essential to the reformed system at multiple levels. It can be expected that the VPA may
need to press home, in whatever way this can be done, the value of the roles that Psychologists can play in
implementing planning and actual conduct of monitoring, evaluation and research activities in the new
system.
9.5 Addressing Overall Industrial Issues
Clearly, the VPA will continue to advocate for the appropriate employment of Psychologists in the public
mental health system in roles for which they are specifically trained, and for industrial conditions that
support their effectiveness in these roles, as discussed in Section 8 above. The need for allocation of
professional development time (required by AHPRA), as well as funding for same, are especially critical.
Opportunities for similarly advocating in respect of non-government services that are commissioned and
funded either by the Division of Mental Health and Wellbeing or by the Regional Boards are uncertain. This
is an area for investigation by the VPA. Position of Employees in Non-Government “Commissioned” Services
and supported by adequate working conditions to face trauma and provide what the public is needing.
9.6 Input to Managing Risks for Professionals in the Overall System
Risks will abound in the implementation of the Royal Commission’s Recommendations, given the intentional
vagueness in so many areas, and given the strong competitiveness known to exist between the various
stakeholders. It is advisable to anticipate and prepare for facing such risks. A few of these are identified
below, but many more will arise. This is why it is recommended that a Strategic Agenda for the VPA should
remain flexible, able to pivot to attending to risks as they become visible.
The Risk of Further Fragmentation of the Public Mental Health System
A major risk in the reform implementation process will be that of the entire system continuing to further
fragment as stakeholders clamour to gain more control or even ascendency. As part of its Strategic Agenda,
the VPA could choose to position itself as a leader in this process by very actively promoting collaborative
approaches to sharing information and decision-making.
The Risk of Reverting to/Continuing in Dominance of Case Management Roles
Given the uncertainty about funding allocation and the degree of expansion of resources on the ground in
the public mental health and wellbeing services themselves, there is a real risk in the reformed system that
there could be a reversion in practice to a dominating case management model involving minimal specialist
services. Such a situation could easily creep up on services over a long period of time.
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The obvious way to at least try to prevent this is to have the risk acknowledged at the forefront of planning
service structure and funding. Perhaps the VPA may have the opportunity to keep reminding decisionmakers of this risk.
The Risk of Overloading Psychologists
Another risk, specific for the VPA to address, is that of having Psychologist positions overloaded with multiple
roles. The present Report is recommending advocacy for the range of roles Psychologists should be given in
the reformed system. Certainly, in a full-time clinical service delivery position, a Psychologist can be expected
to be delivering assessment, psychotherapy and a degree of case management, perhaps with occasional
secondary consultation responsibilities. However, while that Psychologist’s participation in and criticism of
evaluation and research in the service is most appropriate, it is unlikely that he or she can take a key
evaluation and /or research role. Specific positions are required for Psychologists to design and conduct
monitoring, evaluation and research. Advocating for this would involve a major initiative for the VPA.
This is important, as clinicians can indeed find themselves pushed into, say, evaluation roles that begin to
impinge on time available for their clinical duties.
9.7 Input to Managing Risks for Professionals in the Overall System
Unless caseloads are drastically reduced, with the Royal Commission’s requirements to focus upon consumer
outcomes, improve responsiveness of services, and record electronically all aspects of clinical contacts,
public mental health professionals will continue to be stretched. The stress brought by overwork is magnified
not only by the vicarious trauma necessarily experienced in the course of working empathetically with
consumers, but also by a culture that is traditionally exploitative and often bullying. These risks will prevail
in the new system, and should be called out by mental health professional stakeholders, including the VPA.
It is suggested that again this be approached in a collaborative fashion, working with other professional
groups to try to prevent exploitation of the workforce. It can be expected that Nurses and Social Workers
will be willing colleagues in such an ongoing endeavour.
9.8 Remaining Alert to the Potential Need to Pivot Strategic Direction
As the Royal Commission’s reform rolls out, situations will change unpredictably, possibly very swiftly or
possibly insidiously. The VPA must remain alert to changes occurring and be ready to change tack as needed.
This will be a lot easier to do on the basis of a Strategic Agenda which anticipates as widely as possible the
lines of advocacy that may be needed and different ways and means of effecting such advocacy.
In conclusion, it is suggested that the VPA build on a strategy used so far in the reform process. In tandem
with developing a Strategic Agenda, it is suggested that the VPA consider identifying some key areas of
greatest concern and writing brief papers in each area, with reference to the international literature. Such
papers should be written with a view to engaging the collaboration of people with lived experience of
mental illness and psychological distress, mental health and wellbeing colleagues (especially those
working in tertiary services), and administrators looking for straightforward solutions and fiscal efficiency.
In this way, the VPA could directly align itself with the over-riding philosophies of the Royal Commission.
-FIN-

