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Audit overview
There are many different
terms used for children
and young people in
different contexts. In this
report:
• 'infants' are 0–4 years
of age
• 'children' are 4–12
years of age
• 'adolescents' are 13–18
years
• 'youth', 'young people'
or 'young persons' are
13–24 years, ending on
the individual’s 25th
birthday.
'Children and young
people' is used in this
report as a generic term
that has no specific age
grouping or may refer to
several different
groupings that are later
specified.

Mental health problems are the most common health issues facing young
people worldwide, according to the Global Burden of Disease Study 2017.
Mental health problems encompass mild and short‐term problems to severe,
lifelong and debilitating, or life‐threatening problems.
Three‐quarters of all mental health problems manifest in people under the age
of 25. One in 50 Australian children and adolescents has a severe mental health
problem. Severe mental health problems include acute psychiatric disorders,
such as schizophrenia, that are persistent and make daily tasks difficult. Some
severe mental health problems can be triggered by trauma such as abuse or
neglect, or by developmental disorders or physical trauma that leads to
disability.
The likelihood of mental health problems increases exponentially where there
are other indicators of vulnerability such as unstable housing and poverty,
neglect and abuse, intergenerational trauma or developmental disabilities.
Intervention early in life, and early in mental illness, can reduce the duration
and impact. Early intervention is especially important for children and young
people because many mental health problems can affect psychosocial growth
and development, which can lead to difficulties later in life.
Victoria's public mental health services focus on the treatment of more severe
mental health problems and support infants, children, and young people
through a mix of community, outreach, and inpatient hospital services. They
also provide education, upskilling and leadership on managing mental health
problems to the services and agencies that involve children and young people,
which include schools, child protection, and disability services.
There has never been an independent review of clinical mental health services
for children and young people in Victoria, despite significant changes in the
service system with the introduction of the National Disability Insurance
Scheme (NDIS) and headspace centres (youth‐specific community mental health
services).
This audit assessed the effectiveness of public child and youth mental health
services (CYMHS) in one regional and four metropolitan health services. After
our planning process identified the most significant risks for CYMHS, we focused
on whether the services have been designed appropriately, and whether the
Department of Health and Human Services (DHHS) is administering them
effectively. The audit did not investigate the clinical effectiveness of individual
patient care.
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Conclusion

Not all Victorian children and young people with dangerous and debilitating
mental health problems receive the services that they and their families need.
This can lead to ongoing health problems, increasing the risk that children and
young people will disengage from education and employment and be more
likely to be involved with human services and the justice system.
Specialist child, adolescent and youth mental health services do improve many
of their clients' outcomes, but they do not meet service demand or operate as a
coordinated system. This can lead to significant deterioration in the health and
wellbeing of some of Victoria's most vulnerable citizens.
DHHS has neither established strategic directions for CYMHS nor set expected
outcomes for most of its CYMHS funding. This key issue inhibits service and
program managers from realising efficiencies and improvements to service
delivery such as working to a common purpose, sharing lessons or
benchmarking progress.
Problems with the CYMHS performance monitoring system create oversight
gaps for DHHS, which leaves it unable to address significant issues that require a
system‐level response. These issues include clinically unnecessary stays in
inpatient mental health wards, and the admission of children and young people
to adult mental health beds.
Health services express that due to DHHS's limited engagement with them, and
monitoring systems that do not accurately reflect services' performance, DHHS
does not sufficiently understand the CYMHS system and the challenges it faces.
DHHS's lack of understanding contributes to a climate of uncertainty and
distrust, which inhibits systemic improvement and creates significant variability
and inequity in the care that children and young people receive.
DHHS has predominantly taken a one‐size‐fits‐all approach to the mental health
system's design and monitoring, which does not adequately identify and
respond to the unique needs of children and young people.

Findings

Design of child and youth mental health services
There is no strategic framework to guide and coordinate DHHS or health
services that are responsible for CYMHS, which is evident in a range of issues
with the CYMHS design:
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DHHS lacks a rationale for the programs and services it funds and there has
been a lack of transparency in how some programs and services have been
funded.



Some health services receive funding for programs that technically have
ceased, and health services that provide similar activities receive different
funding.



DHHS does not set expectations for service delivery for most funded
programs and does not monitor what programs and activities health
services deliver.

Child and Youth Mental Health
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DHHS has not adequately considered the geographic distribution of services
relative to the population, which creates inequities in service provision.



There is a confusing mix of age eligibility arrangements across services—
some treat young people up to the age of 25 and some up to 18. This is
because in 2006, DHHS began increasing service eligibility to 25, but
stopped the rollout midway through when the government changed.



DHHS has not considered CYMHS's particular workforce challenges and
needs that can vary from the adult sector, and the recent DHHS mental
health workforce strategy does not specifically address CYMHS workforce
issues. DHHS advises that the new Centre for Mental Health Learning is now
mapping workforce needs, including for CYMHS.

While the cause of this lack of a strategic approach to CYMHS is unclear, high
staff turnover in leadership roles and lack of specific performance oversight of
CYMHS are likely contributing factors.
DHHS's commitment to reform the mental health funding model into
activity‐based funding has not progressed for CYMHS. DHHS has taken no action
to address the known problems with transparency and equity in the current
funding model.

Monitoring performance, quality and outcomes
DHHS's performance monitoring of CYMHS comprises seven separate systems
that are conducted in silos. The different areas that hold responsibility for
monitoring within DHHS do not coordinate to identify common or systemic
issues, nor do they share the information they collect. The current arrangement
offers significantly limited oversight of CYMHS:


The Mental Health Branch's program meetings discussed CYMHS only once
in four years for four health services.



Key performance indicators (KPI) to measure CYMHS differ from the
national mental health performance framework limiting performance
benchmarking.



The two CYMHS KPIs that inform DHHS’s quarterly performance discussions
with chief executive officers (CEO) only concern services provided to
patients who have had an inpatient admission.



There are no KPIs or monitoring of some significant issues in CYMHS, such
as long inpatient stays, accessibility, service coordination or family
engagement in care.

The lack of service performance expectations and the limitations of DHHS's
performance monitoring systems for CYMHS also hinder its ability to accurately
advise government on how this important system performs, or what
improvements are needed.
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Monitoring the quality and safety of service delivery
The Chief Psychiatrist has legislated responsibilities to monitor service quality
and safety in CYMHS. The Office of the Chief Psychiatrist (OCP) has delivered a
large program of activities to review and improve service quality across mental
health services; however, there has been no attention to the unique issues in
CYMHS. Rather, the monitoring is reactive and crisis‐driven, with limited focus
on systemic issues.
DHHS does not routinely monitor the quality of CYMHS service delivery. Further,
DHHS has commissioned two significant evaluations and reviews of new CYMHS
services that have not been publicly released, and their findings have not been
communicated to the CYMHS that were reviewed. A further nine reviews and
analyses that DHHS conducted internally include information about CYMHS that
could contribute to broader service quality improvement; however, these have
not been provided to health services.

Access for vulnerable populations
DHHS has not identified priority populations or enabled health services to
provide priority access to those most in need. Only one of the five audited
health services has implemented the Chief Psychiatrist's 2011 guideline to
prioritise children in out‐of‐home care. DHHS has not reviewed the guideline or
its implementation since its release. Furthermore, DHHS's data does not record
a client's legal status, which means there is no mechanism to reliably identify
children in out‐of‐home care in the CYMHS system.
DHHS has not reviewed its triage scale since its introduction in 2010. DHHS is
aware that the triage scale is not optimal for children and young people because
it does not consider developmental risks and does not enable prioritisation of
access for high‐risk population groups.

Service coordination around multiple and complex needs
Young people are routinely getting 'stuck' in CYMHS inpatient beds when they
should be discharged, because they cannot access family or carer support
and/or services such as disability accommodation or child protection and
out‐of‐home care. DHHS does not monitor this issue of inpatient stays that are
clinically unnecessary despite health services having raised it repeatedly.
Current data systems prevent definitive monitoring of clinically unnecessary
stays in CYMHS inpatient beds. However, the five audited health services
provided to this audit 29 case studies from the prior 12 months that show at
least 1 054 bed days used by patients without clinical need to be mental health
inpatients. While some of the drivers of this problem are complex social and
family issues, DHHS has not taken strategic action to address systemic issues
with service coordination that they have the authority to resolve.
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Monitoring long inpatient stays would provide a partial indicator of clinically
unnecessary stays. DHHS could not explain why it monitors long stays over
35 days for the adult mental health system, but not for CYMHS, despite our data
analysis showing that there have been 228 long stays in four health services
over three years, of which 107 were children under 18 years.
In one region, there has been a long‐running dispute between two service
providers over referral and discharge processes. DHHS has acted to resolve this
issue, which caused longer inpatient stays for approximately 300 adolescents
per year, by advising the health services to meet monthly and to escalate
matters that cannot be resolved to the Chief Psychiatrist.
Clients with intellectual or developmental disabilities complicated by mental
health problems account for many long and/or clinically unnecessary inpatient
stays. DHHS has not responded adequately to CYMHS’s reports about the
service gap for young people with dual disability and the significant negative
impacts on CYMHS’s resources, workforce and the young people and their
families.
DHHS and the Department of Justice and Community Safety’s (DJCS) shared
Multiple and Complex Needs Initiative (MACNI) provides case management for
people aged 16 and over with mental illness, complex needs, and dangerous
behaviours. Eligibility criteria are too narrow and processes too slow for this
service to assist CYMHS with complex clients who are 'stuck' in inpatient units.
A $5.5 million pilot project that DHHS funded three years ago, and another
CYMHS’s independent service development, have lessons and resources that
DHHS has not shared with other CYMHS. DHHS has not responded to either of
these services’ recommendations to address gaps in accommodation and
service coordination for these young people, nor taken any action to support
other CYMHS with providing services to clients with dual disability who have
complex needs.

Recommendations

Victorian Auditor‐General’s Report

We recommend that the Department of Health and Human Services:
1.

in conjunction with child, adolescent and youth mental health services and
consumers, develop strategic directions for child, adolescent and youth
mental health services that include objectives, outcome measures with
targets, and an implementation plan that is supported by evidence‐based
strategies at both the system and health service levels (see Section 2.2)

2.

when implementing the six recommendations from the VAGO audit Access
to Mental Health Services, ensure that the needs of children, adolescents
and young people as well as child, adolescent and youth mental health
services are considered and applied, wherever appropriate (see Section 1.4)

3.

establish and implement a consistent service response for 0–25 year‐olds in
regional Victoria that need crisis or specialised support beyond what their
local child, adolescent and youth mental health services’ community
programs can provide, including reviewing the extent to which the six
funded regional beds are able to provide an evidence‐based child and
adolescent service (see Sections 2.4 and 3.2)
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11

4.

establish and implement a transition plan towards achieving a consistent
service response for 19–25 year‐olds with moderate and severe mental
health problems (see Section 2.5)

5.

develop and implement a child, adolescent and youth mental health
workforce plan that includes understanding the specific capability needs of
the sector and specifically increasing capabilities in the area of dual
disability, that is, intellectual or developmental disabilities complicated by
mental health problems (see Section 2.7)

6.

refine, document and disseminate the performance monitoring approach
for child and youth mental health services so it consolidates current
disparate reporting requirements and includes:


measures that allow monitoring of long inpatient stays, priority client
groups, clinical outcomes and accessibility of child and youth mental
health services



introducing quality and safety measures of child and youth mental
health services community programs in the Victorian Health Services
Performance Monitoring Framework



the role of the Chief Psychiatrist in performance monitoring, and how
the information it receives from mandatory reporting informs the
Department of Health and Human Services' performance monitoring



documenting in one place all reporting requirements for child and
youth mental health services from all areas of the Department of
Health and Human Services, including administrative offices Safer Care
Victoria and the Victorian Agency for Health Information



how the Department of Health and Human Services will respond to
performance issues (see Sections 3.2 and 3.6)

7.

ensure that six‐monthly mental health program meetings occur and
information received is consolidated to identify systemic and persistent
issues (see Section 3.4)

8.

initiate negotiations with the Department of Treasury and Finance during
the state budget process to ensure that Budget Paper 3 performance
measures include monitoring of child, adolescent and youth mental health
services (see Section 3.6)

9.

disseminate evaluations and reviews of child, adolescent and youth mental
health service projects and services to all child, adolescent and youth
mental health service leaders (see Section 3.7)

10. formally respond to all recommendations made in the 2016 review of the
role of the Chief Psychiatrist and advise the Minister for Mental Health on
intended actions (see Section 3.7)
11. in consultation with health services, ensure that the Chief Psychiatrist's
guidelines and directions are effectively communicated to those
responsible for their implementation in child, adolescent and youth mental
health services and that their implementation is supported and monitored
(see Section 3.7)
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12. benchmark the performance of child, adolescent and youth mental health
services in Victoria at the system level against other jurisdictions, and
national and international targets, and report the findings and
opportunities for improvement subsequently identified in the Mental
Health Annual Report (see Section 3.8)
13. ensure that the data that the Department of Health and Human Services
and/or health services need to collect about child and youth mental health
services for their reporting and monitoring obligations, including the
outcome measures and targets developed through Recommendation 1, is
consistent with what is collected and recorded in the Client Management
Interface database and develop a single and comprehensive source of
guidance and business rules about data reporting requirements (see
Section 3.9)
14. update the triage scale and process so it is developmentally appropriate for
children, adolescents and young people, and considers how triage can be
provided at peak periods of demand such as evenings and weekends (see
Section 4.2)
15. ensure the registration forms that the Department of Health and Human
Services issues to health services can record a child, adolescent or young
person’s legal status with regards to guardianship, out‐of‐home care, and
restrictive interventions or compulsory treatment under the Disability Act
2006, that the information can be entered into central databases, that
business rules exist for doing so and data entry is monitored to ensure it is
occurring (see Section 4.2)
16. provide written guidance to child and youth mental health services’ leaders
about both the Department of Health and Human Services' Complex Care
Panels and the Multiple and Complex Needs Initiative, which includes how
to refer clients to each, how to contact the necessary staff in each
Department of Health and Human Services geographic area for information
and advice, which clients are eligible for each, and is updated at least
annually (see Section 4.3)
17. consider establishing a High‐Risk Complex Care Child and Youth Panel, with
executive representation from out‐of‐home care, disability services, and
mental health areas of the Department of Health and Human Services, with
remit to:

Victorian Auditor‐General’s Report



allow health services to rapidly escalate cases to the panel when a local
service response is not meeting a young person’s needs, to prevent a
clinically unnecessary inpatient stay that may cause deterioration of the
young person's health and wellbeing



identify and address service gaps and service coordination challenges
that are contributing to clinically unnecessary inpatient stays



liaise with the National Disability Insurance Agency, as required
(see Section 4.4)
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18. create a channel for the Chief Psychiatrist to independently brief the
Minister for Mental Health or the Secretary, if they deem it necessary (see
Section 4.4)
19. establish and implement a consistent service response for 0–25 year‐olds
who have intellectual or developmental disabilities and moderate to severe
mental health problems (see Section 4.5)
20. establish a mechanism for operational and clinical leaders of all child,
adolescent and youth mental health services to collaborate with each other
and with the Department of Health and Human Services to improve service
response consistency, and strengthen pathways between services for clients
and families, including reviewing catchment boundaries and access to
specialised statewide programs (see Section 4.5).

Responses to
recommendations

We have consulted with DHHS, Albury Wodonga Health (AWH), Austin Health,
Eastern Health, Monash Health and the Royal Children’s Hospital (RCH) and we
considered their views when reaching our audit conclusions. As required by
section 16(3) of the Audit Act 1994, we gave a draft copy of this report to those
agencies and asked for their submissions or comments. We also provided a copy
of this report to the Department of Premier and Cabinet.
DHHS provided a response. The following is a summary of its response. The full
response is included in Appendix A.
DHHS accepted each of the 20 recommendations, noting that implementation
of the recommendations will be informed by the outcomes of the Royal
Commission into Mental Health, particularly recommendations relating to
system design. DHHS will develop strategic directions and refine the
performance monitoring approach for services, share reviews and evaluations,
update triage and registration processes, provide guidance around complex care
panels, consider establishing a High‐Risk Complex Care Child and Youth Panel,
establish a mechanism for health services to collaborate and create a means for
the Chief Psychiatrist to independently brief the Secretary or Minister for
Mental Health.
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Audit context
Mental health problems are the most common health issues facing young
people worldwide, according to the Global Burden of Disease Study 2017.
Three‐quarters of all mental health problems manifest in people under the age
of 25. One in four Australians aged 16–24 years will experience mental health
problems in any given year, while 2.1 per cent of Australian children and
adolescents have a severe mental health problem and a further 3.5 per cent
have moderate mental health problem. One in 10 Australian adolescents
(10.9 per cent) have deliberately injured themselves, and each year
one in 40 (2.4 per cent) attempt suicide.
The Australian Government's national survey of child and adolescent mental
health defines the most common and disabling mental health problems that
children and young people in Australia experience as:


major depressive disorder



attention‐deficit/hyperactivity disorder



conduct disorder



social phobia



separation anxiety



generalised anxiety



obsessive‐compulsive disorder.

Figure 1A summarises the most recent data on children and young people's
mental health problems. This data references various years and sources, and
highlights that some children and young people are at higher risk of having a
mental health problem. For example, children and young people from
socio‐economically disadvantaged families have higher rates of mental health
problems. Children living in out‐of‐home care experience two to five times
higher rates of mental health problems and more than double the rate of
serious suicide attempts.
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Figure 1A
Prevalence of mental health problems in Australian children and young people

Note: A serious suicide attempt is a suicide attempt that required medical treatment.
Source: VAGO with information from Lawrence D, et al, (2015), The Mental Health of Children and
Adolescents: Report on the second Australian Child and Adolescent Survey of Mental Health and Wellbeing;
Department of Health, Canberra; Sawyer, M. et al (2007), ‘The mental health and wellbeing of children and
adolescents in home‐based foster care’, Medical Journal of Australia, 186:4; Kessler RC, et al, (2005),
Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the National Comorbidity Survey
Replication; Australian Institute of Health and Welfare, (2007), Young Australians: their health and
wellbeing; DHHS (2018), Mental Health 2018–2023 Services Strategy analysis – Draft, Linkage, Modelling
and Forecasting Section.
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Services used by children and young people with mental
health problems
For children and young people, intervention early in life and at an early stage of
mental health problems can reduce the duration and impact of the problems.
Services that recognise the significance of family and social support are
particularly important for children and young people. These principles informed
the Australian Government's National Mental Health Plan, published in 2003.

In 2017–18, there were
11 945 registered clients
of CYMHS, 331 058
contacts and 2 014
inpatient stays.

A national survey by the University of Western Australia and Roy Morgan
Research for the Australian Government in 2013–14 (published in 2015) on
mental health of children and adolescents estimated that 3.3 per cent of
Australian children and young people with mental health problems access
clinical mental health services. However, 12 per cent with severe mental health
problems do not access any services, including those provided through schools,
general practitioners, telephone helplines or online. For children and young
people with moderate or severe mental health problems, this figure rises to
27.5 per cent. Service use varies by age as well as the severity of problems, as
shown in Figure 1B.
Figure 1B
2015 Australian Government report of service use by 4–17 year‐old Australians with mental health
problems by age group and severity of problem
Percentage of
population
100
90
80
70
60
50
40
30
20
10
0
4–11 yea rs
Mild

12–17 yea rs
Moderate

Severe

Note: Services include any service provided by a qualified health professional regardless of where that service was provided including in
the community, hospital inpatient, outpatient and emergency, and private rooms; school or other educational institution; telephone
counselling; online services that provided personalised assessment, support or counselling.
Source: VAGO based on information from the Australian Government’s 2015 report, The mental health of Australian children and young
people: Report on the second Australian child and adolescent survey of mental health and wellbeing.
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1.1 Agency roles
and responsibilities

Department of Health and Human Services
DHHS is responsible for ensuring the delivery of good‐quality health services to
the community on behalf of the Minister for Health and the Minister for Mental
Health. DHHS plans services, develops policy, and funds and regulates health
service providers and activities that promote and protect the health of
Victorians.
The Secretary of DHHS is responsible for working with, and providing guidance
to, health services to assist them on matters relating to public administration
and governance.
The Mental Health Branch of DHHS has 84 staff who carry out the duties
prescribed to the Secretary.

The Chief Psychiatrist
The Secretary of DHHS appoints a Chief Psychiatrist, who has legislated
responsibilities under the Victorian Mental Health Act 2014 (the Act) for:


providing clinical leadership and advice to public mental health services



promoting continuous improvement in quality and safety



promoting the rights of persons receiving treatment



providing advice to the minister and the Secretary about the provision of
mental health services.

The Chief Psychiatrist is subject to the general direction and control of the
Secretary of DHHS in the exercise of their duties, functions and powers under
the Act. The Secretary has specific powers to request the Chief Psychiatrist take
action, for example, to conduct a clinical audit. The Chief Psychiatrist also has
statutory obligations to the Secretary to provide a report of any investigation
undertaken. Operationally, the Chief Psychiatrist reports to DHHS's Director of
Mental Health.
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Child and Youth Mental Health Services
Clinical mental health
services targeting people
up to 18 years only are
known as child and
adolescent mental health
services (CAMHS) and
those who have expanded
their models to 0–25
years refer to themselves
as child and youth mental
health services (CYMHS).
The subtle difference in
terminology creates
frequent confusion in
discussions around these
services.
In this report, 'child and
youth mental health
services (CYMHS)' is used
to refer to all clinical
services that the Victorian
Government funds to
support children,
adolescents and youth
aged 0–25 years who
have moderate to severe
mental health problems,
and includes services
named CAMHS.

Victorian Auditor‐General’s Report

CYMHS support children and adolescents through a mix of community‐based or
outpatient programs and inpatient treatment in hospitals, as well as a small
number of community residential programs. They also provide education,
upskilling and leadership on managing mental health problems to the services
and agencies that care for children and young people, which includes schools,
child protection and disability services. Health services manage CYMHS and are
responsible for ensuring compliance with relevant legislation, regulations and
policies.
DHHS provides $11.4 million per year for an early psychosis program to target
young people aged 16–25 who are experiencing their first episode of psychosis.
The program provides case management, medication, psychological therapies,
social, educational and employment support, and family work.
In addition to accessing CYMHS, some young people in Victoria use adult mental
health services because eligibility for the adult stream commences at 16 years.
DHHS funds specialist perinatal mental health services, mother and baby units,
and a statewide program that aims to reduce the impact of parental mental
illness on family members through the adult mental health system. While these
programs directly impact children and young people, this audit does not
examine them.
Mental health problems have many causes, including abuse and neglect in
childhood, developmental disorders, and physical disability. Children and young
people who access clinical mental health services commonly also need services
such as child protection or disability support. Coordinating these different
services is an important and complex part of best‐practice care for many
children and young people with mental health problems.

Child and Youth Mental Health
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Figure 1C shows one CYMHS's description of the service system for its clients
and their role within it.
Figure 1C
Other services that clients of CYMHS routinely require

CAMHS/CYMHS

Early Childhood
Intervention
Services

Education

Disability

Child &
Family
Services
Child
Protection

Community
Service
Organisations

Health incl.
Maternal &
Child Health

Source: RCH response to DHHS's 10-Year Mental Health Plan, 2016.

Commonwealth‐funded services
There are 27 headspace
centres around Victoria
that offer enhanced
primary care services,
which include mental
health, physical and
sexual health, and life skill
support around work and
study in an accessible,
youth‐friendly
environment.

Children and young people can access Commonwealth‐funded services to
support their mental health needs. The Australian Government funds Primary
Health Networks (PHN), which provide early‐intervention services for young
people with, or at risk of, severe mental illness, alongside its funding of primary
care through general practitioners and headspace centres. Victoria has six PHNs
that provide 28 different services. CYMHS are involved with supporting some
Commonwealth‐funded initiatives. Many CYMHS have active roles in managing
and supporting their local headspace centres.

Workforce challenges
Attracting, training and retaining a sufficient and appropriately skilled mental
health workforce, and making mental health services safe places to work, is a
major challenge for health services and DHHS.
The Royal Australian and New Zealand College of Psychiatrists’ (RANZCP) review
of workforce issues, which it publicly reported in 2018, noted a shortage of
Victorian child and adolescent psychiatrists (CAP). Victoria has 31 CAP training
positions, of which two are in regional areas. RANZCP says that Victoria urgently
needs 12 additional CAP training positions.
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A 2016 study by the University of Melbourne and the Health and Community
Services Union, published in the International Journal of Mental Health Nursing,
found that 83 per cent of 411 surveyed staff in Victoria's mental health
workforce had experienced violence in the prior 12 months, mostly comprising
verbal abuse (80 per cent) followed by physical violence (34 per cent) and
bullying (30 per cent). One in three victims of violence rated themselves as
being in psychological distress, 54 per cent of whom reported being in severe
psychological distress. The survey did not report on these matters specific to
CYMHS.

1.2 Relevant
legislation

In 2014, the Act came into effect. The Act prescribed many changes to the
mental health system including ensuring that treatment is provided in the least
restrictive way possible.
Under the Act, mental illness is defined as 'a medical condition that is
characterised by a significant disturbance of thought, mood, perception or
memory’.
The Act mandates that health services report to the Chief Psychiatrist on the use
of electroconvulsive treatment (ECT), results of neurosurgery, the use of
restrictive interventions, and any deaths that meet the Coroners Act 2008's
definition for a reportable death.
The Act sets out roles and responsibilities for the Chief Psychiatrist and the
Secretary of DHHS.
The 'Mental Health Principles' in the Act state that:
Children and young persons receiving mental health services should
have their best interests recognised and promoted as a primary
consideration, including receiving services separately from adults,
whenever this is possible.
The Act does not specify an age grouping for children and young persons to
which this principle would apply.

1.3 Why this audit
is important

There have been considerable changes to the environment in which CYMHS
operate in recent years. The types and complexity of mental health problems
that children and young people seek support for is increasingly challenging for
health services. Demand for services is growing rapidly due to interconnected
factors including reduced stigma around mental health problems, and more
youth‐friendly access points for young people to seek help, such as headspace
centres.
This is the first Victorian Auditor‐General’s Office (VAGO) audit of Victoria's child
and youth mental health system, and there has been no other substantial
public, external review of this topic. VAGO’s 2019 audit Access to Mental Health
Services found that DHHS has not done enough to address the imbalance
between demand for, and supply of, mental health services in Victoria. VAGO
made six recommendations to DHHS about investment planning, monitoring
access, funding reforms, catchment boundaries, and internal governance.
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During VAGO’s audit, the Victorian Government established a Royal Commission
to inquire into mental health, which is due to provide an interim report to the
Governor of Victoria in November 2019 and a final report in October 2020. The
terms of reference released in February 2019 give the Royal Commission an
extensive brief to report on how to improve many matters in the mental health
system, including access, governance, funding, accountability, commissioning,
infrastructure planning, workforce, and information sharing.
The Productivity Commission is currently conducting an inquiry into The Social
and Economic Benefits of Improving Mental Health, which will focus on the
largest potential improvements, including for young people and disadvantaged
groups. This audit adds a detailed review of this particular part of the mental
health system to these larger and broader inquiries.

1.4 What this
audit examined
and how

The objective of this audit was to determine whether child and adolescent
mental health services effectively prevent, support and treat child and youth
mental health problems. We considered whether the services are appropriately
designed and whether DHHS administers them effectively. The audit focused on
clinical mental health services for young people with moderate to severe mental
health problems.
We selected five health services for the audit, alongside DHHS, in order to
sample the varied services in Victoria's devolved health system:


AWH



Austin Health



Eastern Health



Monash Health



RCH.

The audit focused on current service delivery, with some reference to significant
changes over the past three to five years.
We conducted our audit in accordance with section 15 of the Audit Act 1994
and ASAE 3500 Performance Engagements. We complied with the
independence and other relevant ethical requirements related to assurance
engagements. The cost of this audit was $530 000.
In accordance with section 20(3) of the Audit Act 1994, unless otherwise
indicated, any persons named in this report are not the subject of adverse
comment or opinion.

1.5 Report
structure
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The remainder of this report is structured as follows:


Part 2 examines the design of CYMHS.



Part 3 examines how DHHS monitors performance, quality and outcomes of
child and youth mental health services.



Part 4 examines access and coordination of care for the most vulnerable
and complex clients.
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Design of child and youth
mental health services
The Victorian Government funds 17 health services to provide clinical services
to children or young people with moderate to severe mental health problems.
In 2017–18, clinical mental health services in Victoria treated 11 945 children
and young people up to the age of 18 years—an 11.5 per cent increase on the
previous year—and admitted 2 014 to hospital, a 9.8 per cent increase. DHHS
was not able to provide any information about young people aged 19–25 years
in either the adolescent or adult mental health system.
There are six CYMHS in metropolitan Melbourne and eight in regional Victoria,
as shown in Figure 2A. Clients must attend the CYMHS located in the catchment
where they live, unless they require a specialised service that is not provided or
available in their own catchment. Regional CYMHS are attached to one of four
metropolitan services as their primary referral option for specialist or inpatient
support that is not available locally, as illustrated by Figure 2A.
Three provide limited, specialised services to children and adolescents such as
forensic services and treatment of eating disorders. The remaining 14 provide a
general service, often alongside a suite of specialised programs. Eight of these
provide inpatient services, of which two include inpatient services specifically
for children under 12 years of age. One of these services is specifically
'youth‐focused', providing both inpatient and community services to 15–24
year‐olds in its catchment area.

Victorian Auditor‐General’s Report

Child and Youth Mental Health

23

Figure 2A
Location of CYMHS and their partner agencies for inpatient and specialised service referrals

Source: VAGO mapping of DHHS information.

2.1 Conclusion

DHHS has not provided the strategic leadership necessary to effectively plan,
fund and manage CYMHS. Consequently, the system consists of a collection of
fragmented and overstretched health services. DHHS has created a system that
cannot effectively work together even when client need requires it.
DHHS has not met the obligations of its role as a system manager—to set clear
strategic directions and service expectations for CYMHS, to establish a
transparent and equitable funding model, and to ensure service design supports
the infrastructure and service accessibility that children and young people need.
Where health services have made innovative attempts to improve services,
there are no mechanisms for sharing or collaborating.
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This lack of leadership and strong communication and collaboration with the
CYMHS sector has created a culture of distrust, and has impeded knowledge
sharing among health services and between health services and DHHS. All of
this results in a service system that is not meeting the needs of some vulnerable
children and young people.

2.2 Strategic
direction

In 2015, DHHS published Victoria's 10-year Mental Health Plan (the 10‐year
plan), which is a high‐level framework for mental health service reform. There is
one action in the plan that is relevant to child and youth clinical mental health
services:
strengthening collaboration between public specialist mental health
services for children and young people and paediatricians, other social
and community services and schools
The 10‐year plan does not provide a strategic framework for child and youth
mental health. DHHS formed the Mental Health Expert Taskforce (the taskforce)
to advise on the 10‐year plan and its implementation. The taskforce identified
child and youth mental health as one of the highest priority areas for action;
however, no plan was developed on what that action should be.
DHHS's Clinical Mental Health Services Improvement Implementation Plan—
endorsed internally in December 2018—commits to developing a 'child and
youth service framework' with immediate priorities identified by June 2019 and
the framework complete by June 2020. DHHS has not progressed this work and
has not determined the framework's scope, purpose or how it will be
developed. In early 2019, DHHS took a decision to not progress this work until
the Victorian Government's Royal Commission into Mental Health concludes.
During the audit, DHHS became aware of a proposal by RCH for a strategic
direction for CYMHS, which calls for bringing all Victorian CYMHS together into a
network that undertakes shared work on quality improvement, workforce
development and practice innovation. The proposal identified nine priority
areas for this work, which are:
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development with consumers and carers of a central dataset that monitors
clinical needs, accessibility, collaboration with child and family service
providers, and outcome evaluation to allow benchmarking and
collaboration across mental health services



workforce development



establishing a research forum



clinical pathways between services



policy directions to specify the role of public mental health services



expanding targeted interventions for dual disability, gender dysphoria,
eating disorders, Aboriginal and Torres Strait Islander children, trauma,
children in out‐of‐home care, and refugees



clinical guidelines commencing with psychopharmacology, dual disability,
and children involved with child protection



implementation research
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engaging with schools.

Given our observations of a fragmented system and the lack of strategic
direction, RCH's proposal has merit. DHHS should consider this proposal and
provide a response to RCH at the earliest opportunity.
The only evidence that DHHS provided strategic guidance to CYMHS about how
they should operate is the following statement in the Clinical Specialist Child
Initiative program guidelines issued in 2016:
It is expected that the new, expanded and existing services will work
together to form a comprehensive response to the mental health needs
of children aged 0–12. It is expected that the local operation of these
services will interlink and not be delivered in isolation.
Despite giving these directions, DHHS has not taken action to enable services to
achieve them and it has not monitored progress.
There has been significant change in the position of Director of Mental Health at
DHHS. In the three years from 2016 to 2018, eight people have held the role, as
illustrated in Figure 2B. Three permanent appointments covered 15 months out
of the three years. Five other individuals held the role in acting positions, and
two of the permanent appointees began their tenure with temporary
secondments. For 537 days, or 49 per cent, of the three years, there was a
temporary appointee in the role.
DHHS advises that there has not been instability in the leadership of the Mental
Health Branch because the same people rotated through the temporary
appointments, which enabled continuity. However, the temporary, albeit
rotational, leadership of the branch likely impacts its ability to maintain a clear
long‐term vision, and make and follow through on decisive actions.
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Figure 2B
Individuals who have held the Director of Mental Health role at DHHS in 2016–18, by month

Note: Each colour represents a different individual, with an ‘A’ or a ‘P’ indicating whether that individual was in an acting or a
permanent role at that time.
Source: VAGO analysis of information supplied by DHHS from ‘SAP Organisational Management’ database, December 2018.

It is also unclear what resources are dedicated to DHHS's oversight and
monitoring of CYMHS, as this is predominantly embedded within positions
responsible for broader performance monitoring of individual health services
and/or the mental health system more generally. There is one position within
the Mental Health Branch whose responsibilities include the ‘child and
adolescent portfolio’ alongside being the lead contact for monitoring
performance for several health services. Portfolio responsibilities include
program development, service planning and system oversight. These portfolio
responsibilities form approximately 20 per cent of the workload in the position,
dependent on other responsibilities.

2.3 Funding model

DHHS has not acted to address the transparency and equity problems with the
current funding model, and there has been no progress towards introducing
activity‐based funding for CYMHS.
Mental health is funded through a block funding model, where a sum of funding
is provided by DHHS for the health service to deliver an agreed number of
services—a number of 'beds' for inpatient services and 'service hours' for
community‐based services.
DHHS determines each year's funding allocation by considering the previous
year's funding, some analysis of services provided in the previous year, and any
new government commitments in the State Budget.

Victorian Auditor‐General’s Report

Child and Youth Mental Health

27

As noted in a 2018 report to DHHS’s Audit and Risk Committee, Hospital Budget
Governance Framework – Internal Audit Report, there is a 'medium‐level' risk
that models of funding that are not activity‐based have 'a lack of governance
and documentation of decisions taken'. Figure 2C shows the funded units that
are relevant to CYMHS.
Figure 2C
Mental health—funded units applicable to clinical bed‐based services 2018–19
Service element

Funded unit

All health services ($)

Admitted care
Acute Care—child/adolescent, adult, aged(a)

Available bed day

712.00

Youth Prevention and Recovery Centre

Available bed day

600.13

Community service hour

402.58

Clinical community care
Ambulatory

Note: (a) Supplement grant provided to support the acute care unit price.
Source: VAGO based on DHHS Policy and Funding Guidelines 2018–19.

DHHS's internal analysis shows that its funding covers 65 per cent of the costs of
inpatient mental health beds while other health services are funded at more
than 80 per cent of the actual cost. Audited health services confirmed that they
'cross‐subsidise' from their community CYMHS funding to cover the costs of
meeting demand for their inpatient beds.
In addition to the 'available bed day' funding unit, Monash Health receives
$1 092 774 per year labelled 'child bed supplement' in DHHS's funding system.
DHHS advises that the extra funding is to support Monash Health to provide
inpatient services for children. However, we found that Austin Health does not
receive this supplement despite also providing inpatient beds for children.
DHHS's explanation for the funding discrepancy is that each health service
provides a different model of care and that if Austin Health transitioned to the
same model as Monash Health, it would also receive the supplement. DHHS has
not communicated this to Austin Health, which demonstrates an example of the
risk raised in the internal audit report of a lack of transparency and clarity
around block funding arrangements.
DHHS provides a total of $9.3 million for eating disorder services to seven health
services. As we were unable to determine what proportion of this funding is
spent in CYMHS, we have only included eating disorder funding for RCH in our
funding analysis as this health service only treats children and young people.
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Activity‐based funding is used for most other services provided through
Victorian hospitals—the amount paid reflects a service’s complexity and cost
with some additional loadings for especially complex and high‐risk patient
groups. In its Policy and Funding Guidelines 2018–19, DHHS states its
commitment to introducing an activity‐based funding model, also noting its
benefits:
There will be a focus on developing a new mental health funding
model for specialist community‐based adult mental health services in
2018–19. The new model will link funding to the delivery of services
and will provide different levels of funding depending on the complexity
of the consumer needs. The reforms, and related and revised
performance and outcomes monitoring, will improve the transparency
and drive improvements in services’ performance and consumer
outcomes.
During the audit, DHHS was in the early stages of planning a trial of
activity‐based funding for one adult mental health program. DHHS advises that
in future, it will consider using activity‐based funding for CYMHS.

2.4 Services
funded

DHHS does not have a transparent and clear rationale for the suite of programs
and services that it funds, or how it determines the distribution of funding
across programs, regions and health services.
DHHS specifies the number of inpatient beds for children and adolescents, but
for community or outpatient programs it provides guidance only on how health
services should use the funding for two of the 14 funded programs. Health
services must deduce what DHHS expects them to deliver and develop their
own rationale for what they will deliver with the funding.
In 2018–19, DHHS is providing $127.7 million to Victorian health services for a
range of clinical mental health services targeted at children and young people
with mental health problems, which is a significant increase in funding.
In 2016–17, the Victorian Government committed $73.8 million over four years,
primarily to increase accessibility to CYMHS for children under 13 years. In the
same year, the government also provided $59 million to support the
construction of a new facility to house Orygen, the National Centre of Excellence
in Youth Mental Health, which opened during this audit, in Parkville.
The programs delivered by each of the 17 funded health services vary
significantly. Four receive more than $15 million per year each for a large array
of different programs and services. A fifth receives $7.7 million for services
specifically targeted at young people aged 15–24 years. Nine are in regional
areas with either no inpatients or two inpatient beds and funding between
$2 and $5 million per year each. Funding by service type and health service is
shown in Appendix B.
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Each service has different client eligibility arrangements—some accept children
and young people up to the age of 25 years, while others only accept those up
to 18 years. Eligibility also varies by age for specific programs provided within
CYMHS. In one region, the client’s age determines whether the same service
that provides inpatient care will provide ongoing care or whether they need to
be referred to another service in the catchment.
DHHS currently distributes funding across seven different types of services, as
shown in Figure 2D.
Figure 2D
Distribution of CYMHS funding by type of service
Proportion
of total
funding (%)

Type of services
Community‐based assessment and treatment services

43.9

Inpatient services

25.6

Other specialised community programs

14.6

Early psychosis services

8.9

Eating disorders specialised services

1.1

School outreach program

5.0

Autism coordinators

0.8

Source: VAGO, with information provided by DHHS.

Inpatient beds
DHHS determines how many inpatient mental health beds each health service
provides and whether these beds are for children (0–12 years), adolescents
(13–18 years) or young people (15–25 years). DHHS could not provide a clear
rationale for how it determines the location and number of these beds, and
there is no evidence that DHHS consults with CYMHS when making these
decisions.
Figure 2E shows DHHS distribution of inpatient mental health beds for children,
adolescents and young people.
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Figure 2E
Number of inpatient mental health beds for children, adolescents and young people funded by DHHS
Health service
Monash Health
Austin Health

Children aged
0–12

Adolescents
aged 13–18

Young people
aged 15–24

Funding
($ million)

8

15

*

7.07

12

11

Melbourne Health
(as auspice of Orygen Youth Health)

5.98
16

4.16

RCH

16

4.16

Eastern Health

12

3.12

Ballarat Health

2

0.52

Latrobe Regional Hospital

2

0.52

Ramsay Healthcare
(as managers of Mildura Base Hospital)

2

0.52

Total

20

60

16

26.06

Note: * Monash Health operates a youth inpatient service for 18–25 year‐olds that is not included in this table because DHHS does
not fund it as part of its child and youth mental health funding. Monash Health created the dedicated youth service as part of its
adult mental health service.
Source: VAGO from DHHS Policy and Funding Guidelines 2018–19 and DHHS website.

There are complex catchment arrangements across the system. DHHS has
acknowledged the catchment arrangements are problematic because they are
not aligned with the catchments that other government services use. Clients
must attend the CYMHS located in the catchment area they live in, unless they
require a specialised service that is not provided or available in their own
catchment. Figure 2A shows how regional CYMHS are attached to one of four
metropolitan services as their primary referral option for specialist or inpatient
support. DHHS has not yet taken action to improve or resolve the catchment
issues.
If a child or young person urgently requires inpatient care, health services may
admit them 'out‐of‐area' for care at a CYMHS in another catchment, when one
or more of the following occurs:


Their local CYMHS does not have an available bed.



Their local CYMHS does not provide inpatient services.



The health service that their local CYMHS refers to for inpatient services
does not have an available bed.

These scenarios can require a child or young person to be transferred to a
health service located several hours from their home. Once treatment has
ended, the child or young person is ‘repatriated’ to the CYMHS within their
catchment for follow‐up care. Health services do not have a consistent process
for repatriation. Each repatriation varies depending on the clinical needs of the
child or young person, and the availability of their catchment CYMHS service to
engage in the repatriation process. Given services are stretched across all
CYMHS, it can be difficult for health services to effect repatriations effectively
and efficiently.
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Children and young people in adult inpatient beds
There are systemic conflicts around inpatient services for young people, which
DHHS acknowledges, but has not acted to address:


The Act says 'children and young people' should receive separate services
from adults wherever possible. The Act does not define the age of ‘young
people’ though this terminology is commonly understood to include people
aged approximately 18–25 years of age.



DHHS does not define eligibility for CYMHS adolescent inpatient beds
beyond a description on its website stating that 'CAMHS inpatient units …
mostly admit young people aged 13–18 years' and that RCH admits young
people 13–15 years and Orygen Youth Health 15–24 years.



Audited health services received guidance from DHHS that eligibility for
CYMHS adolescent beds ceases on a young person’s 18th birthday, but they
can use the beds for 18‐year‐olds if clinically appropriate—there is no
written evidence of this guidance.



DHHS only funds dedicated inpatient beds for young people aged 18–24 in
one metropolitan catchment.



DHHS defines eligibility for adult inpatient beds as 16 years and over.

DHHS has never analysed the use of adult inpatient beds for children and
adolescents and does not monitor the issue despite it being clinically
inappropriate, inconsistent with legislation, and a potential indicator of
significant demand pressures on CYMHS.
When we analysed inpatient admissions data over three years (2016–18) for our
audited health services, we found young people admitted to adult mental
health services as young as 13 years, as shown in Figure 2F.
RCH is excluded from this table because it is a paediatric hospital. Monash
Health was also excluded as the data could not distinguish between inpatient
wards and Youth Prevention and Recovery Centres (Y‐PARC) that are designed
for 16–25 year‐olds.
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Figure 2F
Adolescents and young people in adult mental health services at audited health services during
2016–18, by age at admission
Age
214

25

344

24

362

23
329

22

318

21
20

299
303

19

350

18
17

24

16

10

15

3

14

0

13

1
0

50

100

150

200

250

300

350

400

Number of admissions
Albury Wodonga Health

Austin Health

Eastern Health

Note: This assumes that all 18–25 year‐olds at Austin Health and Eastern Health are in their adult service, but a small but
undetermined number are known to be admitted to adolescent beds based on clinical assessments of individual need and availability
of beds.
Source: VAGO analysis of Client Management Interface data provided by five audited health services. See Appendix D for data
analysis scope and methodology.

Austin Health and Eastern Health had 2 154 admissions of young people aged
18–25 years in the three years between 2016 and 2018. These health services
routinely place these patients in adult mental health beds because their age
limit for adolescent beds is a child's 18th birthday.
Monash Health recorded 3 131 admissions of young people aged 18–25 years;
however, they have established a separate youth ward of 25 beds within their
adult service and they also have a Y‐PARC community residential facility. It was
not possible through our data analysis to confirm that all of the 18–25 year‐olds
were treated in the separate youth ward or the breakdown between the Y‐PARC
and the hospital inpatient services.
Monash Health’s service development work to create a youth ward within an
adult service without dedicated resources is an important initiative. DHHS
should review and monitor this youth ward to identify opportunities to share
the learnings with other CYMHS and inform service development that could
increase compliance with the Act’s principle to provide services for young
people separate to adults wherever possible.
AWH admitted 403 mental health inpatients aged 0–25 years to its adult mental
health ward. This included 86 admissions for adolescents aged 13–18 years.
Some were admitted more than once. Sixty‐nine individual adolescents had
inpatient admissions to an adult facility.
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Our analysis considered four health services. It is likely that admission of
children and young people to adult mental health beds has occurred in other
health services, particularly in regional and rural areas. This warrants broader
review by DHHS.
During this audit, AWH undertook a snapshot audit of 13 adolescents admitted
to its adult inpatient facility and found that the reasons for admission across the
different cases included:


a family who refused a referral to the metropolitan adolescent inpatient
unit due to the costs and time of travel involved, including a prior
experience of having to arrange return transport without assistance



a patient who was scheduled for transfer to the metropolitan adolescent
unit the following day, and spent one night 'contained' in the adult mental
health bed while transport was arranged



a patient's residence being out‐of‐area for AWH CYMHS, but who was
admitted after a crisis assessment



the crisis assessment team admitting a patient with no explanation in the
notes of why a referral to the metropolitan adolescent service was not
considered.

AWH has committed to investigate these adolescent admissions to the adult
inpatient unit to understand and address the underlying issues.
DHHS has not reviewed, and does not monitor, the effectiveness and
appropriateness of transfers between regional areas and metropolitan CYMHS
and has not taken action to understand or alleviate the challenges this poses for
both families and health services.

Access to inpatient beds for regional areas
At three regional health services, DHHS provides funding for two CYMHS
inpatient beds. DHHS has not reviewed the use of these beds and does not
monitor the extent to which CYMHS allocate them to children and young
people. It would be challenging for the three regional health services to run a
separate, dedicated child and adolescent inpatient service given the small
number of CYMHS‐funded beds. Not only do the beds need to be physically
separate from their adult mental health service to meet the principle of care in
the Act, but the clinical staff also need to be trained in the child and youth
mental health specialty.
Given the significant demand pressures that we reported in our March 2019
audit Access to Mental Health Services together with the workforce challenges
of attracting sufficient child and adolescent psychiatrists to regional areas, as
described in Sections 1.2 and 2.7, it is unrealistic to expect these services to
deliver appropriate CYMHS inpatient services. There is a high risk that the beds
are used for adult mental health patients instead, which could mean that
CYMHS funding is diverted from children and young people. In 2018–19, these
beds represented $1.56 million of the ongoing CYMHS funding.
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All regional CYMHS, including those with their own inpatient bed funding, are
designated one of four metropolitan services to refer their clients to if they
require inpatient or other specialised care that is not available locally, as shown
in Figure 2A. For example, AWH CYMHS refers to Eastern Health's CYMHS.
Over the three years between 2016 and 2018, our analysis of health services’
data shows that Eastern Health and AWH shared 59 clients.
AWH believes it may have enough demand for its own CYMHS inpatient service.
As shown in Figure 2G, AWH had 86 admissions for adolescents aged
13–18 years and a further 317 admissions for young people aged 19–25 years
during the three years between 2016 and 2018. In addition, AWH keeps a
manual record of transfers to other health service inpatient units, which shows
44 transfers for admission elsewhere, mostly to Eastern Health, between 2016
and 2018. DHHS has advised that services can submit a business case to DHHS
requesting additional resources, but this process is not documented anywhere
and AWH was not aware of this process.
Figure 2G
Number of mental health inpatient admissions at AWH for 0–25 year‐olds, 2016–18, by age at admission
Age
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Source: VAGO analysis of DHHS information, February 2019.

Youth Prevention and Recovery Centres
In addition to the inpatient beds located in hospitals, Y‐PARCs offer short‐term,
subacute, intervention and recovery‐focused clinical treatment services in
residential settings. They are a voluntary program sometimes described as a
'step up, step down' service for young people aged 16–25 years who are unwell,
but not so unwell that they need to be in hospital, or who have been released
from hospital, but would benefit from further recovery before going home.
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There are currently three Y‐PARCs—in Bendigo, Frankston and Dandenong—
with 10 beds in each. Each received $2.19 million funding from DHHS in
2018‐19. In 2018–19, DHHS allocated $11.9 million over three years to
Melbourne Health to establish a fourth Y‐PARC in Parkville. DHHS cannot
demonstrate how it determined where the Y‐PARCs should be located.
The University of Melbourne evaluated the Frankston Y‐PARC and found that it
had positive impacts on reducing client crisis episodes and reducing emergency
department presentations.
In addition to Y‐PARCs, young people use adult Prevention and Recovery Centres
(PARC) of which there are 23 in Victoria. All the audited health services except
RCH manage at least one PARC. Our data analysis found that for the audited
agencies, 212 young people up to 25 years had spent time in an adult PARC in
the past three years, of which five were aged 16–18 years.

Community programs
The majority of CYMHS services are delivered to people living in the community
through outpatient clinics at hospitals, or outreach programs at other
community locations (community programs). These programs represent
74.4 per cent of CYMHS annual funding—$95 million in 2018–19.
DHHS does not advise health services on the intent or deliverables for eight of
the 14 CYMHS community programs it funds—totalling over $19 million.
DHHS's lack of guidance on what community programs health services should
deliver makes it impossible to understand funding distribution across programs
and to monitor performance of health services against program objectives,
where they exist. We discuss this further in Section 3.2.
DHHS asserts that health services are best placed to determine local need;
however, it should still articulate what it expects health services to deliver based
on statewide analysis of need and demographics. Without such guidance, DHHS
cannot hold health services to account for the funding they receive and assure
itself that the right services are provided in the right places.
Under the current devolved system, children and young people receive different
services and care based on the catchment they live in, which leads to inequity
across the system and can also mean that clients who move between
catchments may lose services that were previously available to them.
With a lack of any other guidance on what they are expected to deliver with
their community funding, some health services have developed their own
internal systems based on how DHHS provides their CYMHS funding through up
to 14 'funding lines' in their financial system. Figure 2H shows how DHHS's
financial system identifies 14 'funding lines' and the availability of guidance for
each.
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Figure 2H
DHHS funding in 2018–19 and guidance to health services for clinical mental health services for children and
young people, by funding line

Total program
funding 2018–19
($)

Program

Number of health
services receiving
this program Guidelines
funding available

Program
description in
policy and
funding
guidelines

Child and adolescent treatment services

56 042 170

13 No

Yes

Early psychosis

11 425 522

15 No

Yes

CAMHS and Schools Early Action (CASEA)

6 440 097

13 Yes

No

Youth integrated community service

5 650 860

7 No

No

Intensive youth support

4 807 444

9 No

Yes

Child clinical specialist initiatives

2 115 152

13 Yes

No

Gender dysphoria

2 047 896

1 No

No

Mental health output eating disorders funding

1 432 591

1 No

Yes(a)

Mental health and intellectual disability initiative
(MHIDI)

1 321 000

1 No

No

Autism coordinator

1 071 258

14 No

No

Homeless youth dual diagnosis initiative
(one‐off funding)

1 004 272

8 No

No

Community forensic youth mental health

752 019

2 No

No

Youth justice mental health

724 711

5 No

No

Refugee

200 000

1 No

No

(a) There is a program description for 'Community Specialist Statewide Services – Eating Disorders', which we have assumed to be the same
program as 'Mental health output eating disorders' funding.
Source: VAGO analysis of DHHS information, February 2019.

Lack of program guidelines or expectations
DHHS commissioned the
Reform of Victoria's
specialist clinical mental
health services: Advice to
the Secretary, DHHS in
2017. It provided advice
on future directions for
Victoria's specialist clinical
mental health services.
The report has not been
released to health
services or the public.
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The 2017 Reform of Victoria’s specialist clinical mental health services review
recommended that DHHS ‘develop clinical guidelines that specify expectations
of the level and mix of services’, but DHHS disputes that it should develop
program guidelines for mental health programs, and does not plan to develop
guidelines for the remaining programs.
The DHHS Policy and Funding Guidelines 2018–19 provides a one or
two‐sentence 'program description' for six mental health community programs
that mention children and young people, but only four align with the CYMHS
funded programs. The brief program descriptions, where they exist, do not
provide sufficient guidance to health services about the intent or expected
deliverables for their funded programs.
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Some funding lines are historical and reflect programs that have ceased while
the funding has continued. For example, the youth integrated community
service funding line provides $5.7 million per year to seven CYMHS. DHHS
advises that this was originally funding to trial new Youth Early Intervention
Teams in 2010 and that DHHS did not continue that program after a change in
policy directions in 2013. DHHS does not know why it has continued to provide
CYMHS with this funding given the program does not exist, nor could it provide
guidance on how health services should use this funding.

2.5 Inconsistency
in treatment age

When requiring inpatient care, all 18–25 year‐olds must use the adult mental
health system with the exception of the 16 beds at Orygen Youth Health in the
Western region and the youth inpatient service at Monash Health. Only four of
13 CYMHS provide youth‐targeted community programs for young Victorians
aged 18–25 years, as shown in Figure 2I.
Historically, all health services treated children only to age 18 years. However, it
is now commonly understood that it is not in the best interests of young people
to transfer to the adult system at 18 years, as this is a vulnerable time in their
life. This is especially true for adolescents in out‐of‐home care, who must
manage the significant transition to independent living at this age.

Figure 2I
Age eligibility for programs, by CYMHS
Health service

Child
inpatient

AWH

No

Alfred Health

No

Youth inpatient/
residential

Community programs

No—refers to Eastern
Health

No

0–18

No—refers to Monash
health

No

0–18 for residents of Bayside and
Kingston

Adolescent inpatient

0–25 for residents of Port Phillip,
Stonnington and Glen Eira
Austin Health

Yes—
up to age 13

Yes—ages 13–18

Ballarat Health

No

Two local beds and also No
refers to RCH

0–14 Child and infant

No

5–18 for community teams
Three specialist/outreach teams
extend to 24 or 25 years

15–25 Youth

Barwon Health

No

No—refers to RCH

No

0–15

Bendigo Health

No

No—refers to Austin
Health

Y‐PARC—ages 16–25

0–18

Eastern Health

No

Yes—ages 13–18

No

0–25

Goulburn Valley
Health

No

No—refers to Eastern
Health

No

0–18

Latrobe Regional
Hospital

No

Two local beds and also No
refers to Monash
Health

0–18
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Figure 2I
Age eligibility for programs, by CYMHS—continued
Child
inpatient

Adolescent inpatient

Youth inpatient/
residential

Community programs

Melbourne Health
(Orygen)

No

Yes—ages 15–24

Yes—ages 15–24

15–24

Monash Health

Yes—
ages 0–12

Yes—ages 12–18

Yes—Youth mental
health service for
19–25 years

0–18 Early in Life Mental Health
Service

Health service

Y‐PARC—ages 16–25

19–25 Youth mental health
service

Ramsay Healthcare
(Mildura)

No

Two local beds and also No
refers to Austin Health

0–18

RCH

No

Yes—ages 13–18

No

0–14 (15+ referred to Melbourne
Health)
0–18 (some statewide services)

Southwest
Healthcare

No

No—refers to RCH

No

0–18

Source: VAGO interviews and document review with audited health services; public websites service descriptions for other services.

The inconsistencies exist because DHHS introduced, then ceased midway, a suite
of pilot projects to increase the age eligibility to 25 at some health services.
DHHS has taken no action to address the subsequent differences in age
eligibility across the system.
The Victorian Government introduced a reform strategy for mental health
services in 2009, Because Mental Health Matters, which included a specific
commitment to 'redeveloping services within a 0–25 years framework'. The
government provided $34 million for the following projects to progress this
commitment:


child and youth mental health service redesign—two demonstration
projects



youth early intervention teams—six sites



youth justice mental health initiative—six sites



youth crisis response team—two sites



Y‐PARCs—two sites.

This reform strategy ceased in 2013, during its fourth year of implementation,
following the change of government. No alternative strategic direction or policy
replaced it. Despite this, DHHS continues to provide funding for defunct
programs, but does not tell health services what to do with it.
The reform strategy introduced fundamental changes to the whole service
system; however, DHHS did not advise health services whether they should
continue with the changes or revert to the previous system. This has resulted in
inconsistency as some CYMHS chose to continue with the reforms
independently while others did not.
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DHHS commissioned external consultants to undertake two formal evaluations
of the reform projects in 2012 and 2013. These reports contain valuable lessons
about effective strategies for undertaking the reforms and delivering services to
0–25 year‐olds. The reports would be particularly beneficial for the CYMHS that
were part of the projects, as well as those that have chosen to, or are
considering, reforming their services to a 0–25 year‐old framework. DHHS has
not shared this information with those CYMHS and has no plans to do so.

2.6 Geographic
distribution of
services

Our analysis of CYMHS funding by geographic area compared to the population
of 0–24 year‐olds shows substantial variation in funding distribution per head,
with the South Western area of the state receiving $57.94 per child and young
person compared to the North Eastern's $79.87. This analysis does not include
forecasts of population growth and includes several statewide services that
should not be directly mapped to regions. DHHS should investigate these
funding discrepancies.

Figure 2J
Geographic distribution of 2018–19 CYMHS funding compared to population of 0–24 year‐olds
Funding , 17%

Funding, 21%

$65.95 per young person

$79.87 per young person

Popul ation
North Eastern
18%

Popul ation
North Western
35%

Funding, 29%
$57.94 per young person

Popul ation
Eastern
18%

Popul ation
South Eastern
29%

Funding , 33%
$77.41 per young person

Note: Funding was assigned to a geographic area based on the CYMHS referring relationships as shown in Figure 2A. The
three health services delivering a limited program were assigned to an area based on which CYMHS catchment they are
located in. Our analysis does not account for exact residence of clients receiving services in each region, such as where
one CYMHS delivers a specialised, statewide program and the clients receiving that service may reside in other
regions—we have assumed in this analysis that the funding provided into each region is serving that same region’s
population.
Source: VAGO analysis of Australian Bureau of Statistics (ABS) 2016 Census data, DHHS 2018–19 funding to health
services information and DHHS catchment areas.
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DHHS has advised that it carries out demand forecasting and considers
population size and socio‐economic issues when distributing new funding.
However, it could provide only one example—the $4.1 million ongoing funding
to expand clinical services to children under 12 in 2016–17.
Our examination of DHHS's analysis shows that it distributed most of that
funding according to a model that considered the number of children living
in each CYMHS catchment, the current funding, and the catchment's
socio‐economic disadvantage. DHHS applied this model to $3.7 million of the
funding and then made some adjustments to the model, which are only partly
explained in their working papers.
Monash Health received $100 000 more than the modelling allocated it, which
appears to be related to its new inpatient service for children. DHHS allocated
the remaining $232 410 to RCH because its funding (per head of catchment
population) was significantly lower than all other CYMHS.
DHHS's modelling in 2016 showed that RCH received $38.28 community funding
per head of population in its catchment, compared to an average across all
CYMHS of $72.42. The second‐lowest funded CYMHS was significantly higher
than RCH, at $58.88 per head of population. RCH confirmed that it had been
operating for many years under very challenging resource constraints and while
DHHS had never explained to them the rationale for the substantial increase in
funding for 2016–17, it did relieve some of its resource pressures in meeting its
population's demand.
Despite carrying out modelling in 2016, DHHS still does not monitor
geographical equity of CYMHS funding and has not acted to address the ongoing
inequities in geographic distribution that our analysis indicates.

2.7 Workforce
development

DHHS's Mental Health Workforce Strategy (the workforce strategy), which it
published in 2016, notes age‐appropriate and developmentally focused care as
a principle, but does not address how the CYMHS workforce's needs might be
met.
Although the workforce strategy provides a clear future direction around
general mental health workforce issues, it lacks timelines, milestones and
mechanisms to keep DHHS accountable for its implementation—such as targets
and performance measures. The Workforce Strategy was informed through
consultations with members of the workforce, service providers, education and
training providers, professional bodies, unions, and peak bodies including
consumers and carers. However, DHHS did not specifically consult with CYMHS
on the strategy. It advised that this was not possible in its available budget.
The 2018–19 Victorian Budget invested $32.5 million towards implementing the
workforce strategy, with a focus on reducing occupational violence against the
mental health workforce in inpatient units. This investment included the six
Clinical Nurse Consultants appointed to implement quality improvement
initiatives in CYMHS inpatient wards—these are described further in Section 3.2.
However, it did not include other initiatives to consider or address the specific
workforce challenges that CYMHS experiences.
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A major workforce challenge for CYMHS is filling clinical positions that require
specialised skill sets such as working with children and young people who have a
disability and mental health problems. After advertising repeatedly, the MHIDI
pilot project at Alfred Health changed its recruitment approach. Alfred Health
advertised for mental health clinicians, and committed to train them in working
with disability on commencement. The process took two years, which naturally
created a delay in initiating the project and the service it created. As DHHS
never circulated lessons from the MHIDI project, other CYMHS have not had the
opportunity to replicate Alfred Health’s solution, risking repetition of the
challenges and delays they experienced, as discussed further in Section 4.5.
In 2017, DHHS commissioned RANZCP to conduct a review of workforce issues
for psychiatrists in Victoria, which included child and adolescent psychiatry.
DHHS has not responded to the review’s findings that relate to child and
adolescent psychiatry or CYMHS, which included:


a shortage of child and adolescent psychiatrists in Victoria



a shortage of training positions for child and adolescent psychiatrists in
Victoria, especially in regional areas



workload issues for child and adolescent psychiatrists in regional areas.

The number and location of psychiatry training positions is determined by
federal funding to RANZCP to provide the training, and health services' local
decisions to create the training positions within their medical workforce. DHHS
has taken no action to encourage health services that it funds to increase their
child and adolescent psychiatry training places.
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Monitoring performance,
quality and outcomes
Government departments have a core responsibility to monitor the
performance of their funded agencies and to understand what services or other
public value is being delivered with the funding that it provides, and ideally to
also understand what outcomes are achieved.
The processes and information that departments use to make decisions about
funding and the performance of funded agencies—often described as
performance and accountability frameworks—should be clear and transparent
to all relevant stakeholders. In most cases they should also be transparent to the
public and the recipients of services.

3.1 Conclusion

3.2 Monitoring
performance

Victorian Auditor‐General’s Report

DHHS does not have a clear method for monitoring the performance of the
CYMHS system within broader health service and mental health system
performance monitoring and oversight. Without this, DHHS cannot fulfil its role
to advise government on the system’s performance, its resourcing needs, or the
challenges patients and health services face in engaging other necessary social
services. An example of this is that the current performance monitoring system
has not highlighted the significant number of young people regularly ‘stuck’ in
inpatient mental health services. Legislated mechanisms to protect the most
vulnerable Victorians are also impeded by bureaucratic hierarchies and silos
within DHHS.
DHHS has no effective governance arrangements to provide oversight of
CYMHS, as CYMHS monitoring is embedded within broader performance
monitoring and system oversight, as seen in Figure 3A. Legislation mandates
some of the Chief Psychiatrist’s and Secretary’s monitoring but other
components of the monitoring would benefit from a more systemic approach.
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Sentinel
events

Mandatory reporting
to Safer Care Victoria

Deaths

Use of
electroconvulsive
therapy (ECT)
Restrictive
interventions

Mandatory
reporting to Chief
Psychiatrist

Seclusion

Neurosurgery

Four‐yearly report

Victorian Health Services
Performance Monitoring
Framework

 Resilience
 Psychological
distress
 Functioning
families
Follow up
after
discharge

‘Monitor’ Quarterly report of
Health Service Performance

Quarterly CEO Health service
performance meetings

Statement
of
Priorities

Health and Wellbeing
Outcomes Framework

Victorian Government

 Psychological
development
 Behavioural and
emotional
 Aboriginal children
behavioural and
emotional problems

Mental Health
Annual Report

10‐year Mental
Health Plan

Client
outcomes

Service
hours

VAHI website

Average
length of
stay

Director of Mental Health’s
quarterly briefings to Ministers
on performance of CYMHS

None

Victorian Agency for Health
Information (VAHI)

 Pre‐admission
contract rate
 Beds per 10 000
populations

10 KPIs

Mental Health Branch section
of DHHS website

‘Health service leads’ please
explain emails to health services

none
None

Director, Mental Health

Key to ‘Monitored items’ section: Dark grey = population‐level health outcomes. Blue = consider only inpatient services. Dark purple = monitor either community programs or CYMHS as a whole.
Note: Regarding reporting of deaths, Safer Care Victoria and the Chief Psychiatrist each require reporting of certain types of deaths only. Different criteria are legislated/mandated for each
reporting requirement.
Source: VAGO, with information provided by DHHS.

Monitored items:
Whole VIC
population

Monitored items:
Whole service

Monitored items:
Inpatients only

Non‐public
reporting

Chief Psych
Annual Report

z
Public reporting

Chief Psych ‘please
explain’ letters to
health services

Mental Health Act 2014

Sentinel Event
Review
Committee

Quality & Safety
Bill 2017

Victorian Parliament

Monitoring
mechanisms

Mandate for which
items are
monitored

Authority

Figure 3A
DHHS performance monitoring agreements for CYMHS, their oversight bodies and mechanisms, the KPIs and other items

DHHS does not have mechanisms to identify and address consistent issues in
CYMHS in order to proactively prevent safety breaches or improve the quality of
CYMHS.
When the performance monitoring that occurs around CYMHS is presented
together, as in Figure 3A, it is evident that a lack of overarching governance and
coordinated monitoring of CYMHS creates an unnecessary reporting burden on
health services.
There are 29 components of CYMHS service delivery or outcomes that are
monitored, by mandate or request, through seven different systems that are
managed by DHHS and overseen by four different authorities with different
roles and responsibilities in monitoring the performance of CYMHS. There are
also six public reports produced by six different agencies or groups about
different aspects of CYMHS performance.
This section examines the effectiveness and appropriateness of each of the
seven different systems for performance monitoring of CYMHS, which are:

Sentinel events are
defined by SCV as
'unexpected events that
result in death or serious
harm to a patient while in
the care of a health
service'.



the Victorian Health Services Performance Monitoring Framework,
published by DHHS’s Health Services Performance and Regulation Branch,
which also convenes the primary performance monitoring discussions
between DHHS and health service CEOs each quarter



15 KPIs on CYMHS service delivery and outcomes, collected and publicly
reported by the Mental Health Branch



legislated responsibilities of the Chief Psychiatrist to monitor five
components of service delivery and the quality of services more broadly



the Quality and Safety Bill 2017 by which Safer Care Victoria (SCV) was
established as an administrative office of DHHS with a range of functions,
including monitoring sentinel events



public reporting on five components of CYMHS service delivery by the
Victorian Agency for Health Information (VAHI), another administrative
office of DHHS



the Mental Health Services Annual Report, which the Secretary of DHHS has
a legislated responsibility to produce



the Victorian Government's Health and Wellbeing Outcomes Framework,
which monitors three components of Victorian children and young people's
mental health.

Three items are reported and monitored by multiple mechanisms and agencies,
as follows:
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Some deaths must be reported as a sentinel event to SCV and the Chief
Psychiatrist also requires notification of 'reportable deaths'. The two
mechanisms use different definitions of what needs to be reported and
have different processes for how they are reported and analysed.



The rate of seclusion events is monitored by the Chief Psychiatrist; the
Monitor report, which makes it a topic of the quarterly CEO health service
performance meetings; and public reporting on both the VAHI website and
the Mental Health Branch's section of the DHHS website.

Child and Youth Mental Health

45



The rate of follow‐up after discharge is similarly reported in Monitor and
therefore CEO health service performance meetings as well as public
reporting on VAHI and DHHS websites.

The latter two items relate only to inpatients and DHHS could not provide any
rationale for why the most actively monitored items neglect the largest
component of CYMHS clients, those receiving community programs.
In addition to the performance monitoring arrangements described above, both
the Public Advocate and the Mental Health Complaints Commissioner, which
was established under the new Act in 2014 as an independent authority,
undertake investigations around mental health services. These entities require
health services to provide information about incidents, which can duplicate
what they provide to DHHS.
DHHS could not provide evidence that it had taken any action to understand the
complexity and duplication that exists within the performance monitoring
arrangements. It has taken no action to streamline or resolve conflicts and
confusion caused by the overlapping reporting requirements for health services
or its own duplicated monitoring arrangements, except for discussions around
sentinel event reporting, which resulted in a joint OCP and SCV sentinel event
review process.
During the audit, DHHS commenced a project to develop a new performance
and accountability framework for mental health, with an initial focus on adult
services. DHHS should ensure the inclusion of CYMHS in this work and also
consider health services' reporting burden under current and future
accountability arrangements.
DHHS has advised that 'quality and safety reporting and monitoring
requirements will continue to be managed by the Office of the Chief
Psychiatrist'. DHHS needs to ensure that there is clarity and transparency about
the role of the Chief Psychiatrist in performance monitoring, and the
accountability framework should articulate the Chief Psychiatrist's role.
There is no single source of information for CYMHS about either reporting
requirements or DHHS's performance monitoring activities. The DHHS Policy
and Funding Guidelines 2018–19 contain only an incomplete description of
reporting and monitoring for CYMHS.
During the audit, the Director of Mental Health proposed some additions to the
2019–20 version of the DHHS Policy and Funding Guidelines to detail all of
health services' mandatory reporting requirements to the Chief Psychiatrist.
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Even if the proposed changes to the DHHS Policy and Funding Guidelines
2019–20 proceed, there remains no single source of information on the
reporting requirements and performance monitoring arrangements for CYMHS.
This reflects a siloed approach within DHHS and within the Mental Health
Branch itself (between its performance monitoring area and the OCP), which
inhibits DHHS from effective and efficient performance monitoring. It also
inhibits DHHS’s capability to provide accurate advice to government on CYMHS
and the needs of Victorian children and young people with serious mental
health problems. Although during the audit, DHHS finalised an Operational
Model, which outlines a more integrated approach to performance monitoring
that details the roles of the performance monitoring area and the OCP.

The Victorian Health Services Performance Monitoring
Framework
The Victorian Health Services Performance Monitoring Framework describes
DHHS's roles, responsibilities and processes for monitoring the performance of
health services across all areas of quality of care, governance, access to care,
and financial management. It specifies two KPIs for CYMHS that health services’
CEOs are held accountable for by DHHS, through its quarterly performance
meetings.
Figure 3B
Victorian Health Services Performance Monitoring Framework KPIs for child
and youth mental health
KPI

Target

Rate of seclusion events relating to a child and
adolescent acute mental health admission

15 seclusions per 1 000 bed
days

Percentage of child and adolescent mental health
inpatients with post‐discharge follow‐up within
seven days

80 per cent
75 per cent prior to
1 July 2018

Source: VAGO, from the Victorian Health Services Performance Monitoring Framework 2018–19.

DHHS could not provide a rationale for why it chose these two KPIs as the
measures of CYMHS performance at a high level. Each KPI addresses areas that
are important to monitor, but we found critical weaknesses in how the
follow‐up rate is calculated and how the seclusion rate is reported. It is a
significant concern that these KPIs apply to inpatients only. The Victorian Health
Services Performance Monitoring Framework therefore does not monitor the
largest cohort of CYMHS clients, those in community or outpatient programs,
which represent 74.4 per cent of CYMHS funding and a greater, though
undetermined, proportion of people receiving CYMHS services.
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Monitoring seclusion
If a health service exceeds DHHS's target for seclusions in CYMHS, DHHS brings
this to the attention of the health service CEO and Board through the Monitor
report and the quarterly health service performance meetings. CYMHS leaders
are subsequently asked to explain the breach of the target to their hospital
executive and Board. The explanation requires significant time and resources
because of the required detail, which includes the background of the young
people involved, and the complex and rapid clinical decisions that led to
seclusions.
Quality improvement activities must accompany monitoring activities,
otherwise a punitive culture can develop, which can worsen the practice the KPI
is seeking to improve.
International literature shows that effectively reducing seclusion requires a
comprehensive set of actions including training, debriefing and leadership on
organisational change, alongside monitoring data. DHHS should consider
reporting a health service's engagement in evidence‐based activities to improve
seclusion practices alongside the KPI in the Monitor report.
Figure 3C
Definition of seclusion in mental health care
Seclusion is the confinement of a patient at any time of the day or night alone in a
room or area from which free exit is prevented.
The purpose, duration, structure of the area and awareness of the patient are not
relevant in determining what constitutes seclusion. Seclusion also applies if the
patient agrees to or requests confinement and cannot leave of their own accord.
While seclusion can be used to provide safety and containment at times when this is
considered necessary to protect patients, staff and others, it can also be a source of
distress; not only for the patient but also for support persons, representatives, other
patients, staff and visitors. Wherever possible, alternative, less‐restrictive ways of
managing a patient’s behaviour should be used, and hence the use of seclusion
minimised.
Source: Australian Institute of Health and Welfare, Mental Health Services in Australia, 2019.

Since 2013, the Office of the Chief Mental Health Nurse within DHHS has led
important work to introduce systems‐oriented quality‐improvement practices
focused on seclusion and other restrictive practices across Victorian mental
health services, including CYMHS.
Safewards is a UK‐developed model with a set of 10 interventions designed to
reduce conflict and containment in inpatient services. The trial of Safewards in
Victoria in 2013 included two youth and one adolescent ward, as well as an
adult ward that receives funding for two adolescent beds. A comprehensive
evaluation by The University of Melbourne, published in 2015, showed that the
rate of seclusion in the three adolescent/youth wards reduced significantly
from 19 seclusions per 1 000 occupied bed days before the 12‐week trial to
9.5 seclusions at the 12‐month follow‐up. The trial also showed promising,
though less significant, improvements in adult services.
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A 2016 expansion of Safewards engaged all but one of the adolescent and youth
CYMHS wards. One of the child wards did not yet exist and the other was
deemed out of scope for the project.
In 2018–19, another initiative to expand the Safewards program saw eight of
the 11 CYMHS inpatient wards funded to employ a Clinical Nurse Consultant
whose responsibilities include implementing Safewards and other activities to
reduce restrictive interventions. A ninth CYMHS, Orygen Youth Health, had
recently established a similar position at the time that the Victorian Budget
provided this new funding, so it did not receive the funding but is doing the
same work. Figure 3D shows the CYMHS wards that have been engaged in each
of these three components of the Safewards program. DHHS needs to ensure
that all CYMHS inpatient wards are engaged with Safewards.
Figure 3D
Participation in the three components of the Safewards program,
by CYMHS wards
Expansion,
2016

Clinical Nurse
Consultant
funded, 2018–19

Any of the
three
components







×

×





Eastern—adolescent

×







Monash—youth









Monash—adolescent









n/a

n/a









self‐funded



×







Ballarat Health

×







Latrobe Regional
Hospital





×



Mildura Base Hospital

×

×

×

×

Total

4

8

8–9

10

Ward

Trial,
2013

Metropolitan services
Austin—adolescent
Austin—child

Monash—child
Orygen Youth Health
RCH

×

Regional services

Note: Monash Child ward opened in 2018.
Note: The sites in Figure 3D were nominated for the expansion of the project but their actual
participation varied due to staged implementation based on service capability.
Note: Monash Health and Austin Health both have one Clinical Nurse Consultant position split
across their child and adolescent wards, making the total number of Clinical Nurse Consultants
across CYMHS six.
Source: VAGO, based on information from DHHS.

Despite the significant work with Safewards, the rates of seclusion in CYMHS
continue to exceed DHHS's target of 15 seclusions per 1 000 bed days and the
national rate in 2017–18 of 8.1 seclusions per 1 000 bed days. DHHS advises
that the national rate is lower than the Victorian rate due to a stricter definition
of seclusion in Victoria, and therefore higher rates of reporting in Victoria.
However, DHHS has not conducted an audit or review to confirm this theory.
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DHHS's rationale for setting the target at 15 seclusions per 1 000 bed days
includes data from a report it published in 2018 that shows trends in seclusion
rates in adult mental health services only. DHHS advises that its Restrictive
Interventions Governance Group has considered the target on several
occasions. This group decided against reducing the target, but DHHS could not
provide evidence of these deliberations.
DHHS monitors and publicly reports the seclusion rate at individual health
services and calculates the total rate for all metropolitan CYMHS, which has only
exceeded the target in one quarter since 2015–16, as shown in Figure 3E.
Figure 3E
Seclusion rate for audited CYMHS per 1 000 bed days, 2015–16 to 2017–18
Seclusions per 1 000
bed days
35
30
25
20
15
10
5
0
2015–16 2015–16 2015–16 2015–16 2016–17 2016–17 2016–17 2016–17 2017–18 2017–18 2017–18 2017–18
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Note: In the graph Q refers to ‘Quarter’.
Note: The target in the Victorian Health Performance Framework is 15 seclusions per 1 000 bed days.
Source: VAGO analysis of information available on DHHS website. National rate 2017–2018 as reported by Australian Institute of Health
and Welfare in Mental Health Services in Australia, published 22 March 2019.

The Act defines seclusion
as ‘the sole confinement
of a person to a room or
any other enclosed space,
from which it is not within
the control of the person
confined to leave’.
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A variety of scenarios can occur when a young person in a mental health facility
becomes agitated or aggressive. These can include a clinician leaving the room
so that the young person is left alone. The door to the room where the young
person is can be left open, closed or locked. There are different understandings
among CYMHS clinicians about whether an open door, or a closed but unlocked
door, must be reported and recorded as a seclusion.
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An authorised psychiatrist
is appointed by the board
of a health service and
has specific legislated
responsibilities under the
Act around compulsory
assessment and
treatment and other
situations where a
consumer's rights may be
at risk.

In 2018, the Chief Psychiatrist wrote to authorised psychiatrists about a concern
that seclusion was under‐reported. There was debate about reporting practices
at a forum of mental health nurses in November 2018, which was chaired by
DHHS's Chief Mental Health Nurse, that included different interpretations of the
2018 correspondence from the Chief Psychiatrist.
Inconsistent reporting of seclusion reduces the validity of the KPI. DHHS needs
to better understand whether there are variable reporting practices around
seclusion in CYMHS and take strategic action to improve them.
Chief Psychiatrist monitoring of individual seclusions
Health services must report every case of seclusion to the Chief Psychiatrist
through monthly reporting processes. Reports include the patient’s date of
birth, which allows the Chief Psychiatrist to identify seclusions of children and
young people. Reports include the duration of seclusion, the reason for it, who
secluded the patient, and who approved and authorised the seclusion. The
Chief Psychiatrist's Data Review Working Group reviews all reports of seclusion
monthly. Services are required to clarify the circumstances of episodes of
seclusion and restraints that exceed thresholds. In circumstances where the
clarification raises concerns regarding quality and safety, the matter is brought
to the Chief Psychiatrist’s Portfolio Governance meeting for assessment and
review. This process is highly resource‐intensive, with approximately 10 senior
staff involved at least half a day every month.
DHHS could not provide evidence of how it decides that there is a 'concern' that
requires action or analysis to identify trends or persistent issues to inform
strategic action.
The current process is reactive and focuses on singular cases. DHHS advises that
actions arising from the meetings include phone calls made by senior staff to
the authorised psychiatrists in the health services concerned. They may also
instigate visits to health services by the Chief Psychiatrist and/or the Chief
Mental Health Nurse. DHHS should develop a more transparent, timely, and
efficient mechanism for reviewing individual cases of seclusion.
To enable this, DHHS should consider analysis of individual seclusion reports
that includes:


identifying trends at health services over time



identifying trends or clusters within vulnerable population groups



collecting and analysing additional information about the secluded client
such as indicators of vulnerability, which for children and young people
would include legal status with regards to child protection, disability
diagnoses and family and housing characteristics.

This form of analysis would be consistent with the 2016 external review of the
OCP, to be discussed in Section 3.7, which recommended increasing data
analysis capacity.

Victorian Auditor‐General’s Report

Child and Youth Mental Health

51

There is no evidence that this monitoring of individual seclusion cases by the
OCP is coordinated with the monitoring of the seclusion rate by the
performance monitoring areas of DHHS. When DHHS communicates a breach of
the seclusion rate target to hospital CEOs through its performance monitoring, it
should draw on the information it holds through the OCP’s extensive monitoring
processes to form consolidated and consistent advice to health services.
Monitoring seclusion in regional health services
DHHS does not report the seclusion rate—or any other KPI—for the six CYMHS
inpatient beds it funds for regional health services in Ballarat, Mildura, and
Gippsland as it does for metropolitan services. DHHS advises that it ‘monitors all
seclusions for all health services … against age‐determined benchmarks’, but it
could not provide evidence of seclusion rates for these regional CYMHS beds
nor for children and adolescents in these regional services. One example of a
seclusion report received by the OCP for a young person in a regional service
was provided, but there is no evidence that seclusion of children and young
people in regional health services is monitored strategically.
DHHS has not taken action to investigate the rate of seclusion for children and
adolescents in these or any other regional mental health services. In Section 2.4,
we detailed the significant problems with the system design around these beds
and the risk that health services are not able to use them as a child and
adolescent inpatient service.
In Section 2.4, we also showed how there are significant numbers of both
adolescents and young adults using adult inpatient services in the regional
health service that we audited. DHHS has taken no action to monitor the
seclusion rate for children and young people who are being admitted as
inpatients to adult services.

Post‐discharge follow‐up
Continuity of care, especially after an inpatient admission, is a critical
component of good‐quality mental health care. It requires the discharging
inpatient service to make appropriate referrals, and communicate with the
'receiving' community program as well as the client and family. It also requires
the 'receiving' community program to participate in the discharge process and
communicate effectively with the inpatient service, client and family.
The post‐discharge follow‐up KPI holds only the ‘receiving’ CYMHS accountable
for follow‐up, when the process is also highly dependent on the inpatient
service communicating well during the discharge process.
This issue is significantly exacerbated in the Western metropolitan region,
where CYMHS funding and service delivery is shared between two
organisations. RCH provides an inpatient service for adolescents aged
13–18 years, but their community programs that offer follow‐up care for
younger clients cease at 15 years. For RCH inpatients aged 15 years or over who
live in the Western metropolitan catchment—approximately 300 young people
each year—follow‐up care is provided by Orygen Youth Health.
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DHHS's performance monitoring system does not account for this complexity
through its KPI reporting. RCH is reporting against post‐discharge follow‐up
within seven days for inpatients over 15 years, although this service is provided
by Orygen Youth Health. Orygen Youth Health, which is funded to provide the
follow up care, is only held accountable for following up its own inpatients,
excluding those transferred from RCH. During the audit, DHHS committed to
‘improve the transparency’ around this matter, but did not advise how they plan
to do this and whether it will rectify this error in its performance monitoring
system.
DHHS advises that the follow‐up target is set at only 80 per cent to allow for
clients who may use services outside of the Victorian public mental health
system for their follow‐up care. It had not done any research or analysis to
confirm what proportion of CYMHS clients receive their follow‐up care in the
private or other parts of the health system. The target is also consistently lower
than the current data on follow‐up, which shows an average of 90 per cent for
metropolitan services and 87 per cent for rural services. DHHS increased the
target from 75 per cent to the current 80 per cent on 1 July 2018, but could not
provide a rationale for why the target was increased or why 80 per cent was
chosen.

3.3 Mandatory
reporting to the
Chief Psychiatrist

The Act stipulates that health services must report to the Chief Psychiatrist on:


use of ECT



results of neurosurgery performed



use of restrictive interventions



reportable deaths under the Coroners Act 2008.

The Chief Psychiatrist has powers under the Act to request additional reporting
to what is legislated. This is communicated to health services as a part of
guidelines that address individual topics, such as the guideline on ECT, for which
the Chief Psychiatrist requires reporting 'in advance' for children and
adolescents. As another example, in 2018, the Chief Psychiatrist issued a new
reporting instruction to health services to mandate reporting of sexual safety
violations.
During the audit, the OCP provided us with some proposed changes to the
DHHS Policy and Funding Guidelines 2017–18 to include all mandatory reporting
requirements to the Chief Psychiatrist. This is an important development if it
proceeds, because while some of the mandatory reporting to the Chief
Psychiatrist is contained in legislation, other requirements are issued through
topic‐specific guidelines or directives. There are currently 32 documents on the
Chief Psychiatrist's website that health services need to review to identify
whether they contain a reporting mandate.
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A person with dual
disability has a
developmental disability,
such as intellectual
disability or autism
spectrum disorders and
also severe mental health
problems.

During the audit, the OCP proposed a new requirement for health services to
report long periods of seclusion and long stays in high‐dependency units, which
our audit has shown are important matters to monitor in CYMHS given the
challenges with complex clients with dual disability. However, this is only
proposed as a revision to the DHHS Policy and Funding Guidelines 2019–20. The
OCP advises that they will consider whether a guideline or reporting directive is
required after reporting has commenced. This creates another level of
inconsistency in reporting guidance for health services where some reporting
requirements have directives or guidelines from the Chief Psychiatrist to explain
the context, rationale and reporting processes, but others do not.
Health services are confused about their reporting obligations and associated
actions with regards to SCV and the Chief Psychiatrist having some overlapping
responsibilities. DHHS has not taken any action to clarify or explain this.
Some of the information health services report to the Chief Psychiatrist is made
public through their annual reports. The reports use age groupings or service
type of child and youth, adult or aged which allows monitoring of these
measures for CYMHS, but only at a statewide level. There are privacy issues that
reasonably explain why the data should not be publicly reported at a health
service level.
The last published annual report for 2016–17 reported:


seclusion episodes per 1 000 occupied bed days, by clinical program



bodily restraint episodes per 1 000 occupied bed days



number of ECTs for people under 18 years, and for 18–29 year‐olds, by
gender.

Deaths reported to the Chief Psychiatrist are not stated in the annual report by
age for privacy reasons, although they are carefully monitored by the OCP.
The Chief Psychiatrist annual report for the period ending June 2018 was not
published until March 2019, nine months after the end of the reporting period.
This data is less useful when it is reported with extensive delays.
The OCP analyses the data it receives and identifies trends that it acts on either
by issuing statewide guidance or instigating investigations of specific services.
However, we found that this guidance is not communicated to CYMHS leaders
nor is it understood consistently by senior staff in CYMHS responsible for
implementing it.
The Chief Psychiatrist also chairs a Sentinel Event Review Committee, which
makes recommendations about themes and system issues.
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3.4 Mental Health
Branch's
monitoring
activities

DHHS's Mental Health Branch monitors the performance of CYMHS through a
suite of 15 KPIs, allocation of 'health service leads' and convening program
meetings with each health service.

Key performance indicators
DHHS has a broader suite of 15 KPIs for CYMHS, shown below in Figure 3F,
which it publicly reports on four times per year on its website. These KPIs have
significant problems with their appropriateness as a representation of
performance.
There is no governance structure or performance monitoring framework that
oversees the development or use of these KPIs. DHHS has never evaluated,
reviewed or consulted health services nor other experts on these or other KPIs'
appropriateness for monitoring the performance of CYMHS. DHHS advises that
its plans to develop a performance and accountability framework for mental
health include reviewing its KPIs. DHHS should ensure that this review extends
to the CYMHS KPIs, and addresses the problems with validity and
appropriateness that are described in this report.
DHHS's rationale for the selection of these KPIs is that they are ‘based on the
national KPIs’, but it could not explain the rationale for many of the significant
differences between the national KPIs and those that it uses.
The national KPIs are formally known as the Key Performance Indicators for
Australian Public Mental Health Services, Third Edition ('the national KPIs'),
which are developed and overseen by a subcommittee established to advise the
Australian Health Minister's Advisory Council. The national KPIs contain 15 KPIs
that DHHS reports against to the Australian Government annually. DHHS could
not provide any evidence of their decision‐making process to develop their own
suite of KPIs and the changes made from the national KPIs, which had been
developed by high‐level committees of experts in the field.
DHHS does not have a corresponding KPI for six of the national KPIs, which are
marked as red in Figure 3F, and its rationale for excluding each is either absent
or incomplete for three of these KPIs as follows:
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‘Costs of services’—data is available because it is reported to the Australian
Institute of Health and Welfare, but DHHS could not provide any rationale
for excluding this KPI



‘Accessibility—New client index'—no rationale



‘Accessibility—Proportion of population receiving care’—excluded because
'the CAMHS population is very small', without further explanation.
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A further eight of the DHHS KPIs can be aligned to their counterpart in the
national KPIs, but DHHS has changed them substantially, which are those
marked orange in Figure 3F. For example, ‘change in consumers’ clinical
outcomes’ is measured by DHHS only for community clients, whereas the
national KPI does not prescribe this limitation. ‘Comparative area resources’ is
measured only in metropolitan areas, when geographic proximity is a known
issue for regional areas and the rates of mental health problems for young
people in regional areas are greater. DHHS excludes regional areas from this KPI
without a rationale.
DHHS has an additional KPI outside the scope of the national KPIs, which is for
monitoring services provided to children under the age of 12 years.
Figure 3F
DHHS's KPIs compared to national KPIs
VAHI Victorian
Victorian
Health
Services
Health Services
Performance
Performance
public report
Framework

Domain

National KPIs

DHHS Mental Health Branch's CAMHS KPIs

Effective

Change in consumers'
clinical outcomes

Percentage of clients with significant
improvement case end (community only)

×

×

Change in mean number of clinically
significant HoNOS items (community only)

×

×

Mean HoNOS at episode start

×

×

28‐day readmission rate

×

×

Appropriate

National service standards
compliance

×

×

Efficient—
inpatient

Average length of acute
inpatient stay



×

×

×

×

×

×

×

Average length of case (days)

×

×

Case re‐referral rate

×

×

Proportion of population
receiving clinical mental
health care

×

×

New client index

×

×

Trimmed average length of stay, excluding
same day stays and stays over 35 days

Average cost per acute
admitted patient day
Efficient—
community

Average treatment days
per three‐month
community care period

Average treatment days

Average cost per
community treatment day

Accessible

Continuous
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Comparative area
resources

Beds per 10 000 of population (metro only)

×

×

Rate of preadmission
community care

Preadmission contact rate—CAMHS

×

×

Rate of post‐discharge
community care

Post‐discharge contact rate—CAMHS
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Figure 3F
DHHS’s KPIs compared to national KPIs—continued
VAHI Victorian
Health
Victorian
Services
Health Services
Performance
Performance
public report
Framework

Domain

National KPIs

DHHS Mental Health Branch's CAMHS KPIs

Responsive

Consumer outcomes
participation

Percentage self‐rating measures offered

×

×

Percentage self‐rating measures completed

×

×

Capable

Outcomes readiness

Percentage HoNOS compliant

×

×

Safe

Rate of seclusion

Seclusion per 1 000 occupied bed days





No domain in
national KPIs

n/a

Percentage clients aged under 12

×

×

Service hours



×

Key: Red = very significant variation or omission; orange = substantial variation; green = consistent.
Note: HoNOS = Health of the National Outcomes Scale.
Note: 28 day readmissions: CAMHS services advised that the 28‐day readmission rate is not a reliable indicator of service as clinicians need
flexibility to readmit patients if needed, without being concerned about KPIs.
Note: National service standard compliance: this KPI is measured at a health service/organisational level.
Source: VAGO analysis of Key Performance Indicators for Australian Public Mental Health Services (Third Edition), DHHS Mental Health
Branch quarterly reports to Ministers and public, VAHI's Victorian Health Services Performance public report and the Victorian Health
Services Performance Framework.

Health services could use these KPIs to benchmark their performance against
other services, but they advise that this is rarely useful given the measures do
not appropriately represent their performance. They report that the KPIs do not
sufficiently monitor client outcomes and monitor seclusion in a manner that is
not useful to understand the problems and respond to any performance issues
at the health service level.
DHHS has not reviewed the effectiveness or appropriateness of its KPIs in
monitoring CYMHS performance, nor has it strategically consulted with CYMHS
or acted on their advice that the KPIs are not a useful measure of performance.
Section 4.3 of this report details how long patient bed occupancy is a significant
issue in CYMHS, but DHHS could not provide any rationale or evidence to
explain why it does not monitor it for CYMHS.

Six‐monthly program meetings
Six‐monthly program meetings are attended by senior staff from the health
service (at least the Director of Mental Health, and sometimes the CEO as well)
and the DHHS Mental Health Branch, often including the Chief Psychiatrist.
DHHS report that these meetings are not for performance monitoring. However,
audited health services consider them to be an important forum to seek and
receive guidance from DHHS and to communicate challenges and opportunities
they face. Some of the audited health services noted that these meetings are
their sole opportunity to formally communicate with DHHS, and in some cases
their only opportunity to communicate at all, as they did not know who to
contact at DHHS if they need guidance.
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The meetings are held inconsistently for all but one health service, and do not
regularly cover any matters related to CYMHS, focusing instead on adult mental
health services. The meetings occur significantly less frequently with regional
health services.
Our analysis of DHHS’s minutes of these meetings over the past four years for
13 health services that have CYMHS and/or a Y‐PARC found that, on average
across all health services, CYMHS had only been discussed on two occasions in
four years and only half of the meetings held mentioned child and youth mental
health—for regional services it was less often. For four health services, only one
meeting in four years had addressed child and youth matters, as seen in Figure
3G. DHHS could not provide evidence of any program meetings at AWH or
Ballarat Health.
It is unclear whether agreed actions are followed through by either party, as the
structure of the meetings does not frequently include reference to progress
against agreed actions.
During the audit, the Mental Health Branch finalised an Operational Model,
which outlines a range of processes and protocols including for:
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engaging with health services



monitoring programs



escalating performance issues



working across DHHS to address systems issues



program meetings



ensuring the follow up of agreed actions.
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Figure 3G
Six‐monthly program meetings held in 2015–18
Meetings
held

Meetings that included matters
related to children and youth

Alfred Health

6

6

Austin Health

8

7

Eastern Health

7

4

Melbourne Health (auspice of
Orygen Youth Health)

5

1

Monash Health

7

3

RCH

5

5

AWH

0

0

Ballarat Health

0

0

Barwon Health

4

2

Bendigo Health

3

2

Goulburn Valley Health

3

1

Latrobe Regional Hospital

3

1

Mildura Base Hospital

3

1

Peninsula Health

7

2

South West Healthcare

4

2

Metropolitan services

Regional services

Source: VAGO analysis of DHHS minutes of six‐monthly program meetings held between
1 January 2015 and 31 December 2018.

The role of health service leads
DHHS's Mental Health Branch allocates a health service lead to each mental
health service. They are primarily responsible for liaison between DHHS and the
health service around mental health matters. One staff member may be the
health service lead for one or two health services.
One of the tasks of the health service lead is to ask services to explain their KPI
results to DHHS when they are released quarterly. There is no protocol for what
does or does not trigger the health service lead to ask for these explanations,
and there is no evidence that DHHS has taken any follow‐up action on the
responses.
DHHS has acknowledged weaknesses in its engagement model with health
services and had commenced a review at the time of the audit, but this was in a
very early stage so we cannot report on its appropriateness for addressing the
issues identified in this audit.

Victorian Auditor‐General’s Report

Child and Youth Mental Health

59

3.5 Failing to
monitor
accessibility
The Health of the Nation
Outcome Scales for
Children and Adolescents
(HoNOSCA) is a
clinician‐rated instrument
comprising 15 questions
measuring behaviour,
impairment, symptoms,
social problems and
information problems for
those under 18 years.

The Strengths and
Difficulties Questionnaire
(SDQ) is a brief emotional
and behavioural screening
tool. The tool can capture
the perspective of
children and young
people, their parents and
teachers.
The SDQ can be used for
various purposes,
including clinical
assessment, evaluation of
outcomes, research and
screening.

The only KPI for accessibility of services is limited to inpatient beds in
metropolitan services, as shown in Figure 3F. Our March 2019 performance
audit Access to Mental Health Services found that accessibility is a significant
problem that DHHS needs to monitor more closely.
DHHS's KPI of a mean (average) HoNOSCA score does not allow it to monitor
whether the most severe clients are accessing CYMHS. To do this, DHHS should
monitor the distribution of outcome measures at admission and look at the
proportion that are of a high severity. DHHS's KPI shows that CYMHS are
collecting outcomes measures at a high rate, so it could commence more
meaningful analysis and monitoring of accessibility immediately.
In 2012, the National Mental Health Performance Subcommittee considered
adopting a new accessibility measure that would monitor whether the most
seriously unwell clients were getting access to CYMHS. The measure was to look
at what proportion of clients accessing CYMHS community programs had very
high (95th percentile) scores on a self‐rating measure that is routinely
collected—the Strengths and Difficulties Questionnaire (SDQ)—Parent versions.
While this measure did not become a national KPI, it is an example of a measure
that DHHS could use to monitor access for CYMHS. DHHS has been collecting
this data for many years, so changes over time could also be determined and
monitored going forward.
The most recent data from the Australian Mental Health Outcomes and
Classification Network shown in Figure 3H demonstrates that clients admitted to
CYMHS in Victoria in 2016–17 had an average SDQ impact score of between
6 and 6.1 out of 10 over the past four years. The most unwell 5 per cent of the
population will have a score over 3. In 2016–17, 89 per cent of CYMHS clients in
Victoria had an SDQ impact score over 3, putting them in the highest range of
the most unwell 5 per cent of the population. This demonstrates that CYMHS
are seeing the most unwell young people in the population.
Figure 3H shows that in 2015–16 the severity of CYMHS ‘youth’ clients was the
highest of the four years of available data, while the severity of ‘child’ clients
was lower than the other years. It also shows that in 2014–15, the minimum
level for children accessing CYMHS was more severe than other years. These
differences cannot be seen by the corresponding average figure, which is also
shown on the chart in Figure 3H, and does not vary enough to identify changes.
Further analysis and monitoring of this data, which DHHS receives daily through
its Client Management Interface (CMI) database, could show DHHS any changes
over time and any variations between health services. There is no evidence that
DHHS has ever reviewed the severity of clients accessing CYMHS nor taken any
action where variation has occurred over time or between services.
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Figure 3H
Severity of mental health problems as shown by the SDQ’s impact scores for Victorian CYMHS clients at
access to community programs, by year

Note: The box in each chart shows the upper and lower limits of the middle 50 per cent of all scores recorded, and the lines or ‘whiskers’
show the upper limits, the highest and lowest scores recorded.
Source: VAGO analysis of Australian Mental Health Outcomes and Classification Network information.

The measure DHHS uses as a KPI to monitor the severity of CYMHS clients is less
precise and less useful as it does not identify the wide range of levels of severity
of mental health problems seen in CYMHS. It therefore does not allow any
determination around whether the intended client group—those with more
severe problems—are accessing CYMHS.

3.6 Other DHHS
areas and agencies'
performance
monitoring of
CYMHS
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There are four performance monitoring activities for CYMHS that are managed
by areas of DHHS outside of the Mental Health Branch:


quarterly health service performance meetings



VAHI reporting of CMI data



sentinel event reporting to SCV



reporting to Department of Treasury and Finance (DTF).
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Quarterly health service performance meetings
The primary mechanism for managing the performance of health services is a
quarterly meeting between health service CEOs and DHHS. The inputs to this
meeting are the KPIs in the Victorian Health Services Performance Monitoring
Framework and the agreement made through the Statement of Priorities (SoP),
which are described below.
The meetings cover performance of the entire health service, and DHHS was not
able to provide advice about the extent to which they address mental health
performance matters. A representative of the Mental Health Branch is invited to
attend if a mental health program matter is on the agenda. This can be
contributed by a health service or the Mental Health Branch can recommend
agenda items relating to the health service's performance against KPIs.

Statements of Priorities
Each year, a SoP is developed as an agreement between each health service and
the Minister for Health on what that year's priorities will be. We analysed the
SoPs for all 17 Victorian health services that receive funding directed at children
and youth with mental health problems (see Appendix B for funded agencies).
No SoPs in 2018–19 mention child and youth mental health, though two did in
the previous year. In 2016–17, when there was a substantial investment of new
funds and new programs, only five health services mentioned child and youth
mental health in their SoP.

Victorian Agency for Health Information
VAHI was established as an administrative office within DHHS in 2017 after
Targeting zero: Report of the Review of Hospital Safety and Quality Assurance in
Victoria made 66 recommendations about improving quality and safety in
Victorian hospitals.
VAHI produces a quarterly report on the performance of Victorian health
services, which includes four items that allow performance monitoring of
CYMHS. All are reported at the individual health service level. These are:


service hours provided by community mental health services



child and adolescent mental health average length of stay



child and adolescent mental health post discharge follow‐up rate



child and adolescent mental health seclusion events per 1 000 bed days.

DHHS advises that 27 items that VAHI reports on relate to CYMHS. However, the
four above are the only items where CYMHS data is separated from other parts
of the mental health system and therefore used to monitor CYMHS
performance. It is not possible to monitor the performance of CYMHS using
data that does not distinguish between the different sectors of the mental
health system.
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VAHI’s quarterly report is the primary source of evidence for advising the
ministers for Health, Ambulance Services and Mental Health on the
performance of CYMHS.
DHHS could not provide a rationale or evidence of the decision‐making for how
or why these four indicators were selected. These indicators do not adequately
monitor the performance of community programs and critical issues for
inpatients such as long stays, continuity of care for vulnerable groups and
aspects of accessibility, as discussed in Section 3.5. The quality of DHHS's advice
to its ministers is therefore impacted.
VAHI produces a range of reports with this information, which are distributed to
different groups, as follows:


VAHI Board Quality and Safety Report is sent quarterly to health service
boards and CEOs.



Inspire is sent directly to clinicians quarterly with special issues also
produced for in‐depth reporting on specific clinical areas. There have been
two Inspire reports into mental health, which included data reported for
children and youth.



Monitor is sent to public health service boards, CEOs and DHHS quarterly,
and reports performance information across measures contained in each
health service’s SoP.



Program Report for Integrated Service Monitoring (PRISM) is sent to public
health service boards, CEOs and DHHS quarterly, with a broader range of
performance information to complement Monitor.

Sentinel event reporting to Safer Care Victoria
The Health Legislation Amendment (Quality and Safety) Bill 2017 established
SCV as an administrative office of DHHS to monitor and improve the quality and
safety of care delivered across Victoria's health system. It also gave the
Secretary of DHHS powers to request information from health services, which
has been one of the enablers of SCV's mandatory reporting of sentinel events.
Health services must report sentinel events within three days and must
complete and provide to SCV a 'root cause analysis' within 30 working days.
DHHS advises that it had received a report of one sentinel event in CYMHS since
SCV was established three years ago, but it could not provide evidence to the
audit about this event or its treatment. There is no evidence that this sentinel
event report was shared with other areas of DHHS with responsibility for
monitoring quality, safety or performance such as the Chief Psychiatrist or the
Mental Health Branch, nor how these different areas coordinate their various
monitoring activities.

Reporting to the Department of Treasury and Finance
DHHS must report to the DTF every year on the performance of the mental
health system through Budget Paper 3.

Victorian Auditor‐General’s Report

Child and Youth Mental Health

63

The 14 performance measures and targets relate to the whole mental health
system, and are not broken down by age, so none of measures that are used for
this purpose allow DTF to monitor CYMHS or children and young people’s
mental health.
Budget Paper 3 performance measures can be changed through negotiations
with DTF during the annual state budget process, but there is no evidence that
DHHS considered giving DTF visibility of the performance of CYMHS.
Given the significant economic impact of addressing mental health problems
early in life, DTF should be able to monitor the performance of CYMHS as a
priority area.

3.7 Monitoring
the quality of
service delivery

The Act prescribes three functions to the Secretary of DHHS that relate to
service quality and a further six service quality functions to the Chief
Psychiatrist, as shown in Figure 3I. The activities we identified around
monitoring or improving service quality for CYMHS were those undertaken by
the OCP.
Figure 3I
Functions in the Act for the Secretary and the Chief Psychiatrist that relate to
program quality
The Secretary's functions include:
(a) to develop and implement mental health strategies, policies, guidelines and Codes
of Practice
(b) to plan, develop and promote a range of mental health services that are
comprehensive, integrated, accessible, safe, inclusive, equitable, and free from stigma
(c) to promote continuous improvement in the quality and safety of mental health
services.
The Chief Psychiatrist's functions include:
(a) to develop standards, guidelines and practice directions for the provision of mental
health services and publish or otherwise make available those standards, guidelines
and practice directions
(b) to assist mental health service providers to comply with the standards, guidelines
and practice directions developed by the chief psychiatrist
(c) to develop and provide information, training and education to promote improved
quality and safety in the provision of mental health services
(e) to assist mental health service providers to comply with this Act, regulations made
under this Act and any Codes of Practice
(i) to conduct investigations in relation to the provision of mental health services by
mental health service providers
(j) to give directions to mental health service providers in respect of the provision of
mental health services.
Source: Excerpts from the Mental Health Act 2014.
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Seven of the 15 KPIs that DHHS’s Mental Health Branch monitors every quarter
measure different aspects of service quality, which are clinical outcomes,
seclusions, continuity of care and consumer participation in monitoring
outcomes. However, all the KPIs have significant limitations, which we have
detailed in Section 3.4.

The role of the Chief Psychiatrist
DHHS has assigned all responsibility for matters of service quality in mental
health services to the OCP. The Chief Psychiatrist undertakes a wide range of
activities that endeavour to improve service quality across mental health
services for all children and young people, adults and aged people, such as
issuing guidelines, forums, service reviews and correspondence.
Figure 3J shows the functions of the Chief Psychiatrist legislated in the Act that
relate to service quality and evidence of action against each of these areas with
relevance to CYMHS.
Figure 3J
OCP’s actions against the Chief Psychiatrist’s legislated functions that relate to service quality
Legislated function

Evidence of action in 2017–19

(a) to develop standards, guidelines and practice
directions for the provision of mental health
services and publish or otherwise make available
those standards, guidelines and practice directions



Sixteen current guidelines published.



Four new guidelines completed and released.



New reporting instruction on sexual safety violations.



Clinical practice framework for intensive mental health nursing.



Guideline and practice resource: Family violence.

(b) to assist mental health service providers to
comply with the standards, guidelines and practice
directions developed by the chief psychiatrist



Minimal. New guidelines are sent to authorised psychiatrists by
email. No guidance or support is provided on their
implementation. Evidence that some are not implemented and
no follow‐up.

(c) to develop and provide information, training
and education to promote improved quality and
safety in the provision of mental health services



Two Quality and Safety bulletins published. Note: Committed to
two per year but only published one in each of 2017–18 and
2018–19.



CYMHS Senior Nurses Forum—three meetings held, plus monthly
forums for all senior nurses.



CYMHS Clinical Leaders meeting—two meetings held during the
audit in October 2018 and March 2019, after they were put on
hold for two years commencing August 2016.



Quarterly forums for authorised psychiatrists.



Three quality and safety forums.



Safewards project—27 events, forums, workshops, meetings.



Analysis of individual reports of seclusions and restrictive
interventions.



Monitored implementation of the Hospital Outreach Post‐suicidal
Engagement (HOPE) program at six sites.



Review of inpatient deaths.



Review of community deaths.

(d) to monitor the provision of mental health
services in order to improve the quality and safety
of mental health services
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Figure 3J
OCP’s actions against the Chief Psychiatrist’s legislated functions that relate to service quality—continued
Legislated function

Evidence of action in 2017–19

(e) to assist mental health service providers to
comply with this Act, regulations made under this
Act and any Codes of Practice



Correspondence to authorised psychiatrists regarding restrictive
interventions in CYMHS in July 2018, and subsequent discussions
of same at CYMHS Clinical Leaders Network and CYMHS Senior
Nurses forum.

(i) to conduct investigations in relation to the
provision of mental health services by mental
health service providers



Eleven major investigations since 2016, including two relating to
young people.



Recommended a review of whole mental health service at AWH,
which the service accepted and commissioned. Chief
Psychiatrist’s role in the process unclear. Reasons for review also
unclear.



Last review of CYMHS specifically was Goulburn Valley Health in
2016.



While it is clear that the Director of Mental Health cannot provide
directions to health services on clinical care, the Chief Psychiatrist
is consulted by the Director of Mental Health for ad hoc advice
that informs directions to health services such as prioritising
access to beds. The Chief Psychiatrist also provides their own
directions on occasions where more collaborative improvement
strategies have failed. The respective roles of the Chief
Psychiatrist and the Director of Mental Health in providing
directions to health services is unclear and lacks transparency.

(j) to give directions to mental health service
providers in respect of the provision of mental
health services

Key: Green = actions have fully met the legislated functions; orange = actions have not completely met legislative functions.
Source: Mental Health Act 2014; VAGO analysis of Chief Psychiatrist Annual Report 2017–18 (draft) and other documentation provided to
the audit.

The audited health services confirmed that the two areas noted as 'minimal' in
Figure 3J are both lacking actions by the OCP and that the lack of guidance in
these areas is a cause of significant challenges for CYMHS.

External review of the OCP
In 2016, DHHS commissioned an external review of the Chief Psychiatrist’s role
by two senior health service managers from New South Wales, one of whom
was a psychiatrist. The review made 22 recommendations about organisational
structure and resourcing, engagement with health services and stakeholders,
internal business processes and several matters of scope and role definition.
The OCP's internal acquittal of the review in February 2019 shows that five of
the recommendations were not supported. The OCP replaced one of them with
an alternate response, but the remaining four, which relate to resourcing the
OCP and its scope extending to oversight of the private sector, have no
explanation as to the rationale or decision‐making process for their dismissal,
nor any alternative response proposed to deal with the underlying issues
identified by the review.
Eight recommendations have been partially implemented three years after the
review and one has not been implemented at all, which was about the Chief
Psychiatrist providing regular independent briefings to the DHHS Secretary, the
implications of which are discussed in Section 4.4.
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For three of the eight recommendations that the OCP's internal acquittal notes
as fully implemented, our audit has found evidence which contradicts these
assertions, which relate to:


clarifying respective roles around sentinel event reporting with SCV



clarifying and communicating to mental health services the respective roles
of the OCP and other parts of the Mental Health Branch



contributing to health service performance discussions.

It is unclear why the OCP would acquit these recommendations as complete
when they have not been. DHHS should more thoroughly respond to this review
and increase its transparency by reporting against its progress to the Minister.

Chief Psychiatrist's Guidelines
The OCP develops and issues guidelines on a range of topics. The guidelines do
not differentiate between different parts of the mental health system with
different models of care. As such, their implementation in CYMHS can be
complex and conflict with their own health service policies. There is insufficient
interpretation or implementation support provided by the OCP or DHHS.
Audited health services report that it can be difficult to determine whether
communication from the Chief Psychiatrist is a mandate or directive that must
be implemented under legislation, or whether it is merely advice of
recommended practice that can be adapted and implemented to suit local
needs. This is an important distinction that should be made clear in all
communications if the impact of the mandated directives is to be upheld. The
OCP does not monitor the implementation of guidelines.
The guidelines are issued to only one person in each health service, the
authorised psychiatrist, which can cause delays or, on occasion, failures in
delivery to those who are responsible for implementing them in CYMHS. It is a
simple administrative matter to ensure distribution of guidelines to senior staff.
There is no evidence that these staff change frequently in CYMHS, so
maintaining a database of the the relevant names and their email addresses
would not be a significant resource burden for DHHS.

Governance and 'umpire' functions
Health services described the occasional need for an 'umpire' where there are
disputes or differing policies and procedures between services. For example,
where there are disputes about responsibility for patients and processes for
transferring patients between catchments.
The Chief Psychiatrist convenes four external committees and six internal groups
that provide governance around the functions in the Act, as shown in Figure 3K.
There is no evidence that these committees have considered CYMHS specifically
in the past year, as their meetings are fully occupied by matters in the adult
mental health system.
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Figure 3K
Governance of quality and safety issues in mental health services managed by the OCP

Source: OCP.

Unreleased evaluations and reviews
The Victorian Government invested $34 million over four years in child and
youth reform initiatives in 2008. $200 000 was allocated towards evaluation,
which internal correspondence noted as insufficient. $100 000 was spent to
undertake an internal evaluation; however, competing priorities prevented the
evaluation from being finalised. The remaining $100 000 was subsequently
combined with some program delivery underspend, so that $453 963 was
allocated towards evaluation of the 2008 reforms.
DHHS commissioned two external evaluations, but did not release either ‘due to
a change in government’. The reports were titled:


Evaluation of selected Victorian child and youth mental health reform
initiatives. Stage 1 Preliminary Investigation Final Report, 31 October 2012



Evaluation of selected child and youth mental health reform initiatives,
29 May 2013.

Audited health services advise that the findings of these two evaluations are
highly sought‐after and would remain relevant and useful today.
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There are another 10 reviews and reports that also provide data and lessons
about program quality and improvement opportunities for CYMHS that have not
been released for reasons that DHHS could not explain. These documents
represent a considerable expenditure of government funds and resources.
Where CYMHS have directly contributed to the evaluations and reviews,
withholding these reports has eroded their trust in DHHS. It is also inconsistent
with DHHS's organisational value to ‘generously share our knowledge’.
The University of Melbourne evaluated the Frankston Y‐PARC in 2017, but only
an executive summary was published. DHHS did not commission this evaluation,
and ownership sits with the university and the agency that manages the Y‐PARC,
Mind Australia. However, as the funding body for the service, DHHS could direct
and enable this evaluation to be shared with the wider sector. Further, DHHS
has not sought or reviewed either the unreleased full evaluation report or the
publicly available executive summary.
DHHS has also not released a comprehensive report by Alfred Health on the
establishment of a dual disability service there, which Alfred Health provided to
DHHS in 2018. DHHS has taken no action to communicate the project's
outcomes with other CYMHS. The report contains valuable lessons for
improving service quality in CYMHS. The importance of this project is discussed
further in Section 4.5. Alfred Health has presented at one conference about the
project, but has not discussed it more widely.
The following eight reviews and analyses of clinical mental health services,
conducted or commissioned by DHHS, include specific consideration of CYMHS,
but have never been released or communicated to the sector:


Mental Health Services Strategy Data Analysis Report—Draft Report,
April 2018



Reform of Victoria’s specialist clinical mental health services: Advice to the
Secretary, December 2017



DHHS Linkage, Modelling and Forecasting Section, Mental Health
2018–23 Services Strategy analysis—Draft, 2018



Design, Service and Infrastructure Planning Framework for Victoria’s Clinical
Mental Health System, April 2017



Consultation paper Clinical mental health service catchments, August 2013



Review of acute mental health assessment and treatment for Victorian
children aged 0–12 Summary Report, April 2010



Next steps 0–25 Next Steps in Mental Healthcare Reform for Children, Young
People and their families: Guidance for state-funded specialist mental health
services, August 2012



Victorian Department of Health and Human Services' Expert Taskforce on
Mental Health, 10-year mental health plan wave 2 priorities—discussion
paper, 28 June 2016.

All relevant lessons learned from these 12 evaluations and reviews, and where
possible complete reports, should be released to CYMHS leaders, and more
widely to consumers and the general public, so they can be used to inform
service development and quality improvement.
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3.8 Monitoring
outcomes

Monitoring outcomes is a significant priority for all mental health services and
for the Victorian Government, but there are some significant failings in DHHS's
approach to monitoring outcomes in CYMHS.
In a March 2019 publication about the Victorian Government's commitment to
'outcomes‐thinking', the Secretary of the Department of Premier and Cabinet
stated that:
The best way to deliver public value to the people of Victoria is to
clearly define the outcomes we are trying to achieve, and measure
progress along the way.
There is no evidence that DHHS has asked a CYMHS to explain its performance
with regards to outcome measures—neither their collection nor the results.

DHHS's Health and Wellbeing Outcomes Framework
DHHS's Health and Wellbeing Outcomes Framework, published in 2016, includes
as an outcome that 'Victorians have good mental health', but none of the
targets monitor the wellbeing of children and young people who have mental
health problems nor the effectiveness of government programs to assist them.
The selected outcomes measures take a prevention and population health
approach to mental health, which is important, but does not allow for any
outcome monitoring for people with more severe mental health problems that
are using CYMHS.
The outcomes framework is not an effective mechanism for monitoring
outcomes of CYMHS or the children and young people with mental health
problems who CYMHS supports.
The one target against the outcomes is a 20 per cent increase in resilience of
adolescents by 2025, which comes from the government’s education policy,
‘Education State’. Three of the measures defined against this outcome relate to
children and young people, which are:


the proportion of adolescents who experience psychological distress



the proportion of adolescents with a high level of resilience



the proportion of children living in families with unhealthy family
functioning.

The suicide rate is also a measure, but it is not broken down by age to measure
the rate for children and young people specifically.

10-year Mental Health Plan outcomes framework
DHHS's 10‐year plan defines 16 outcomes and DHHS has developed indicators
and measures for 10 of these. It reports progress against the indicators in its
annual report to the Minister for Mental Health and publishes the report on its
website.
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Four of the 34 indicators relate to children and young people with severe mental
health problems, as shown in Figure 3L. A further 18 of the indicators would
provide useful information about CYMHS and its clients; however, they are only
reported for adults or for the whole system, so children and young people
cannot be separately monitored.
Figure 3L
Indicators in the 10‐year mental health plan that relate to children and young
people with severe mental health problems
Reference
year

Two
years
prior

One
year
prior

Most
current
data

Proportion of Victorian young people
with positive psychological
development

2016

70.1%

n/a

68.8%

Proportion of children at school entry at
high risk of clinically significant
problems related to behaviour and
emotional wellbeing

2017

4.6%

4.8%

4.9%

Proportion of Victorian Aboriginal
children at school entry at high risk of
clinically significant problems related to
behaviour and emotional wellbeing

2017

14.2%

15.6%

14.4%

Proportion of registered clients
experiencing stable or improved clinical
outcomes (children and adolescents)

2017–18

90.6%

91.3%

90.6%

Indicator

Source: DHHS Mental Health Services Annual Report 2017–18.

DHHS has not developed indicators or measures to monitor four other
outcomes in its framework that relate to the wellbeing of children and young
people with severe mental health problems. These outcomes are that Victorians
with mental illness:


participate in learning and education



participate in and contribute to the economy



have financial security



are socially engaged and live in inclusive communities.

DHHS advises that it has developed an indicator for CYMHS clients' participation
in learning and education, but this was not being used at the time of the audit
and DHHS could not provide any evidence of this work. Our analysis of data
from the five audited CYMHS shows that education and economic indicators are
a significant issue for CYMHS clients, as seen in Figure 3M. We found 65 CYMHS
clients of school age who had never attended school, while 19 per cent of
clients over the age of 15 years were not employed or in any education
program.

Victorian Auditor‐General’s Report

Child and Youth Mental Health

71

Figure 3M
Number of clients with 'education status' recorded as 'not at school' or 'unemployed/pensioner'
Number of clients
300
250
200
150
100
50
0
0 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 32
Age as at 31 December 2018
Child not at school

Unemployed / Pensioner

Note: Analysis is limited to the 12 848 CYMHS clients over three years to 31 December 2018 who had their education status recorded in
the clinical database.
Source: VAGO analysis of information from five audited health services.

Our 2019 audit Access to Mental Health Services also found significant failings in
the outcomes selected for the 10‐year plan, with the following finding:
There are few measures in the outcomes framework for the 10‐year
plan that directly capture performance against providing access to
services or increasing service reach—this despite the acknowledged
performance problems in this area—which shows a lack of focus on the
most pressing issue the system faces.
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Nationally agreed outcomes collection
A self‐rating measure is a
survey that asks clients, or
their parents, or both, to
rate various aspects of
their health and
wellbeing. The surveys are
used as a part of
therapeutic care and the
results can also be used to
inform research and
service development.
The most commonly used
self‐rating measure in
Australian clinical mental
health services is the
SDQ, which has three
different versions: one for
parents of children, one
for parents of youth and a
youth self‐report version.

Under the Second National Mental Health Plan, endorsed in 1998, all Australian
states and territories committed to routine collection of outcomes data in public
mental health services. The National Outcomes and Casemix Collection (NOCC)
was first specified in August 2002. It outlines the agreed national minimum
requirements and includes a set of protocols about the times and points in
service delivery when each outcome should be collected. The outcomes include
a mix of self‐rated and clinician‐rated assessment tools.
The NOCC protocols require CYMHS to collect seven different outcomes for all
clients and they specify whether they need to be collected at admission, review,
discharge, or all three points, which varies between inpatient, community
residential or ambulatory settings.
DHHS monitors compliance with three elements of the NOCC protocols, by
having KPIs for health services:


completing the HoNOSCA outcome tool



offering a self‐rating outcome measure to inpatients only



completing a self‐rating measure.

CYMHS's performance against these KPIs shows that their completion of
outcome measures varies between different settings and between services, as
shown in Figure 3N.
Figure 3N
Completion of the HoNOSCA outcome measures in April to June 2018 by health service
90%
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Austin Austin child
Austin
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Royal
Wodonga adolescent inpatient
Health – Health –
Health – Health –
Health – Children's Children's
Health –
inpatient
unit
community inpatient community inpatient community Hospital – Hospital –
community
inpatient community
unit

% va l i d HoNOS compliant Quarter 4 2017–18

KPI ta rget – 85%

Source: VAGO from DHHS website quarterly CAMHS KPIs.
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DHHS's guidance to health services, Outcome measurement in clinical mental
health services, published on its website, has not been reviewed since 2009 and
contains errors. It states that the NOCC outcomes for 'community residential'
are not applicable in Victoria for children and adolescents, despite such facilities
now existing. Elsewhere on the DHHS website there is guidance on
implementing the NOCC protocols that differs from this publication in stating
whether measures should be collected at intake or admission.

International Declaration on Youth Mental Health
The United Kingdom's Association for Child and Adolescent Mental Health
together with the International Association for Youth Mental Health published a
declaration on youth mental health in 2011 and updated it in 2013. The
declaration sets eleven 10‐year targets for service provision for young people
aged 12–25 years.
Benchmarking performance against other organisations or consensus targets
like the international declaration is an important and effective strategy to
identify opportunities for improvements in systems and processes. DHHS has
never benchmarked Victorian CYMHS against these international targets and it
does not collect the relevant data or other information to allow it to monitor
them. For some of the targets, DHHS does not collect data in the right format,
such as breaking down suicide rate by age. For other targets, DHHS has data
that would allow some monitoring, but it has never done so, such as using CMI
data to monitor accessibility, as discussed in Section 3.5, or the user‐experience
survey data, which it collects but has never analysed or used.
If DHHS proceeds with its commitment to develop strategic directions under its
Clinical Mental Health Services Improvement Implementation Plan, which this
audit recommends, it should consider benchmarking against the international
targets. It should share the results of the benchmarking with CYMHS leaders
and involve them in developing strategies to address any discrepancies
identified between Victorian CYMHS’s performance and the international
targets. DHHS should also rectify the issues described in Figure 3O in regards to
its capacity to monitor the important issues covered by the international
targets.
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Figure 3O
Relevant(a) targets in the International Declaration on Youth Mental Health and DHHS's ability to monitor
each
Target

Available data or system to monitor?

1. Suicide rates for young people aged 12–25 years will
have reduced by a minimum of 50 per cent over the next
10 years.

The Victorian population's suicide rate is not measured or
reported by age.

5. All young people and their families or carers will be able
to access specialist mental health assessment and
intervention in youth‐friendly locations.

Location of services is not monitored.

6. Specialist assessment and intervention will be
immediately accessible to every young person who
urgently needs them.

Accessibility or time lines of access is not monitored, as
discussed in Section 3.5.

7. All young people aged 12–25 years who require
specialist intervention will experience continuity of care as
they move through the phases of adolescence and
emerging adulthood. Transitions from one service to
another will always involve a formal face‐to‐face transfer of
care meeting involving the young person, his or her
family/carers and each service involved in his or her care.

The KPI for follow‐up applies only to inpatients and does
not monitor the type of transition service provided.

8. Two years after accessing specialist mental health
support, 90 per cent of young people will report being
engaged in meaningful educational, vocational or social
activity.

Not monitored, though the CMI database does collect
information which shows poor outcomes, with 19 per cent
not engaged.

9. Every newly developed specialist youth mental health
service will demonstrate evidence of youth participation in
the process of planning and developing those services.

Youth participation in CYMHS is not monitored.

10. A minimum of 80 per cent of young people will report
satisfaction with their experience of mental health service
provision.

DHHS's Your Experience of Service (YES) survey is
completed by people aged over 16 years using mental
health services. In the three months March to May 2018,
1 051 people aged 16–25 years completed the survey. The
survey is not mandatory and health services administer it
at widely differing rates. There is no evidence that DHHS
analyses the results for under 25‐year‐olds CYMHS clients
nor uses them to monitor performance.

11. A minimum of 80% of families will report satisfaction
that they felt respected and included as partners in care.

The YES survey asks the young person's perception of their
family's experience. Families themselves are not surveyed.

(a) Three of the targets relate to prevention and workforce issues that were out of scope for this audit.
Source: VAGO analysis of information provided by DHHS and the '10‐year targets' in the International Declaration on Youth Mental Health
published by the International Association for Youth Mental Health, October 2013.

Audited health services' outcomes monitoring
In addition to the outcome measures mandated by DHHS and NOCC, RCH has
begun to use 10 tools to measure and monitor clinical outcomes. The selected
tools are freely available and are commonly used in research, allowing RCH to
benchmark outcomes for their clients nationally and internationally. The tools
are rating scales and questionnaires developed for specific disorders, such as
anxiety, obsessive compulsive disorder and suicidality, and are all tailored to
children and young people.
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DHHS was not aware of this work, possibly because it had not convened its
six‐monthly program meeting with RCH for nine months at the time of the audit
and the work had occurred during that period. This represents a missed
opportunity for DHHS to share RCH’s work with other health services.

3.9 Data
collection and
reporting to DHHS

The Mental Health Branch requires CYMHS to report all client contacts and
information through a computer application called CMI, which delivers data into
a central database managed by DHHS called the operational data score (ODS).
DHHS has a manual that provides guidance on how to report activity into CMI.
The manual is not publicly available, and DHHS advises that the manual is out of
date and being updated, but could not provide evidence of the process or the
expected completion date.
DHHS also communicates some reporting requirements to health services in a
series of bulletins published on its website. Each relates to a specific matter,
such as 'recording admissions' or 'deceased clients'—there is no single source of
information on CMI and its reporting requirements except for seeking advice
from the DHHS staff who are responsible for maintaining the database. CYMHS
independently convene a network of their health information managers to
provide support and upskilling to these specialised staff.
Our analysis of some CMI/ODS data (see the scope and methodology in
Appendix D) identified some significant gaps in the information that can be
entered into the database and the usefulness of other information that is
entered, due to there not being any current guidance on terminology and
definitions of fields.
We found the following specific issues with the CMI database:
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The 'legal status' information that can be recorded on DHHS's printed client
registration forms does not have a corresponding field and cannot be
entered into the CMI/ODS database.



The 'sex' field on the client registration form and in the CMI database only
include the options 'male' and 'female', which is not consistent with the
Victorian Government’s guidance on inclusive language. DHHS advises that
it is working to improve mental health services' collection of sex/gender
information in line with the 'Rainbow Tick' national accreditation program
for organisations that are committed to safe and inclusive service delivery
for lesbian, gay, bisexual, transgender and intersex people. There is no
evidence yet of implementation in CYMHS.



'Living arrangements' has 20 response options that are not mutually
exclusive or defined with business rules.



'Living status' response options include 'acute hospital' and 'psychiatric
hospital', but there are no business rules to explain the distinction or why
these would be an individual’s place of residence.



The 'carer relationship' field has 24 response options that are not defined or
clearly described.



The ‘carer’ field is used by health services to record the client's medical
professional’s details, which should be a separate and different field.
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Health services recorded 15 CYMHS clients born in Adelie Land, a
French‐claimed territory in Antarctica. This is likely to be a data entry
mistake, as Adelie Land is the first option for country of birth in the
alphabetic list on CMI and no respondent in the 2016 census was born
there. During the audit, DHHS advised that it had introduced validations to
identify this and ensure corrections are made.



Health services can create their own response options for many fields in the
database, which creates inconsistent data that is difficult to analyse at the
sector or statewide level.

DHHS owns the CMI database and is responsible for managing and maintaining
it. The Mental Health Branch uses this data to generate the KPI reports it uses to
monitor CYMHS performance. It advised us that making changes to the
database is difficult because it is managed by a different area within DHHS
whose resources are stretched. DHHS's Digitising health strategy, published in
2016, notes 'Mental health modernisation' as a priority. DHHS advises that
significant work is underway, including the appointment of a provider to
transition the CMI/ODS database to a new platform. However, DHHS could not
provide evidence of progress, methodology or timelines for this activity.
DHHS does not review whether CMI is collecting the appropriate and necessary
information and was not aware of the failures of the CMI system that we
identified through our analysis.
As a result of these database issues, DHHS cannot understand many important
components of CYMHS, such as whether they are providing services to
vulnerable populations, or the complexity and vulnerability of the clients who
do access CYMHS. Without an accurate way to collect this information, DHHS
cannot appropriately monitor the performance of CYMHS. The problems with
collecting this information will also impede DHHS's ability to describe
performance issues to government and advocate for additional resources where
they might be needed.
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Access and service
responses for vulnerable
populations
Mental health problems increase exponentially when there are other indicators
of vulnerability, such as unstable housing and poverty, neglect and abuse,
intergenerational trauma or developmental disabilities.
Both individuals and the society they live in substantially benefit from timely
wrap‐around care that coordinates the many services that can be involved for
these most vulnerable children and young people.

4.1 Conclusion

4.2 Prioritising
access to
vulnerable groups

Victorian Auditor‐General’s Report

Under‐resourcing combined with a lack of DHHS service coordination and
oversight mean that many vulnerable Victorians cannot access CYMHS for the
support they need. Those who do get access often need multiple providers that
are unable to coordinate around their shared clients' needs. This lack of
coordination places pressures on CYMHS, which have become the last resort for
'housing' young people who disability and child protection services have not
been able to support. DHHS's patchy and often reactive approach to system
oversight has impacted its ability to identify systemic failures that are causing
harm to vulnerable children and young people.
DHHS has not identified priority populations for CYMHS nor enabled health
services to prioritise access at the local level. DHHS advises that it is not its role
to identify priority populations for CYMHS, but that individual health services in
Victoria's devolved health system are responsible for managing access and any
priority populations at the local level.
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DHHS advises that its Policy and Funding Guidelines 2019–20 will include a new
statement about prioritising access for vulnerable populations, though there is
no evidence that DHHS has taken any action to enable this nor has any plans to
monitor it. The statement to be included is:
Vulnerable children and young people, particularly those involved with
statutory services such as child protection, are prioritised.
Our analysis of three years of clients at the five audited health services shows
that the rates of vulnerable client groups accessing CYMHS is low compared to
less vulnerable groups.
People from culturally and linguistically diverse backgrounds are less likely to
seek help for mental health problems, but no less likely to experience problems.
Figure 4A shows that the majority of CYMHS clients are born in Australia and
access CYMHS at a rate proportionate to their share of the total Victorian
population aged under 25 years. People who were born in Southern Europe,
Asia and on the Indian Subcontinent are underrepresented as CYMHS clients.
The percentage of CYMHS clients from these three regions is less than half of
what we would expect if they were accessing CYMHS at a rate proportional to
their share of the Victorian population. Young people from these regions are at
risk of not accessing the mental health services they need.
Refugees are more likely to have experienced trauma than the general
population and are at greater risk of mental health problems as a result. Our
data analysis shows that young people born in Sub‐Saharan Africa, who are
frequently refugees who have experienced trauma, are accessing CYMHS at a
higher rate than their population share, but there is no evidence to show
whether this rate is commensurate with the mental health needs of the
population given its experience of trauma.
DHHS funds a torture and trauma counselling service, which is accessible to
children and young people, but it has not evaluated it and so was not able to
provide any information on the reach or impact of this program in supporting
young people. Other CYMHS therefore miss out on any learnings from this
initiative.
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Figure 4A
Country of birth for CYMHS clients compared to country of birth for the total Victorian population
aged 0–25 years

Region of birth
Australia

Percentage of
Victorian population
aged 0–25

Percentage of
CYMHS clients

Percentage of
expected numbers in
CYMHS

79.87

79.21

99

Other Asia

6.07

2.18

36

Indian Subcontinent

3.02

1.47

49

English speaking countries in Northern Europe and
North America

1.47

1.12

76

New Zealand and South Pacific

1.41

1.28

91

Middle East and North Africa

1.06

0.72

68

Sub‐Saharan Africa

0.88

1.08

123

Western Europe

0.28

0.19

68

Eastern Europe

0.24

0.22

92

Southern Europe

0.21

0.09

43

Latin America

0.17

0.18

106

At sea

0.00

0.01

0

Not stated/inadequately described/no data

5.30

12.18

230

Note: Countries of birth were assigned to a region based on the categories used in either the DHHS report Racism in Victoria and what it
means for the Health of Victorians or the ABS’s geographical categorisations.
Source: VAGO, based on ABS Census 2016 population figures.

Use of an adult triage process
Mental health triage is
the initial process to
determine whether a
person needs further
assessment by a mental
health service, and the
type and urgency of the
response required from
mental health or other
services.
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DHHS introduced a Statewide Mental Health Triage Scale and guidelines in 2010
and has not reviewed it in the nine years since. The scale is still used by all
audited CYMHS. It focuses on clinical urgency, specifically risk of physical harm
to self or others. It does not give any focus to developmental or cumulative risks
that are critical for children and young people, does not capture the severity or
longevity of mental health problems, and does not enable prioritising access for
high‐risk and vulnerable groups of children or young people.
A quality triage process requires a clinical tool to assess urgency, but the tool
itself does not and cannot take into consideration other important factors that
must influence the triage process, such as severity, complexity, quality of care,
workload and staffing. DHHS does not provide any current guidance to CYMHS
on triage processes or assessing any of these matters.
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The triage approach is the same across all age groups, despite the
2010 guidelines identifying the following six challenges particular to triaging
mental health issues in children and adolescents, namely:


not recognising lower‐order autism spectrum disorders



confusing post‐traumatic stress disorder symptoms with psychosis



failing to identify depression, especially when it is masked by aggression or
other forms of acting out



dismissing some symptoms—for example, self‐harming behaviour in girls,
rage attacks in prepubescent boys—as personality or behaviour issues not
requiring mental health services



underestimating the risks involved when self‐harming behaviour is new, as
opposed to longstanding



not acknowledging that obsessive eating behaviours may be early signs of
eating disorders.

While the triage tool does not cater to the needs of children and young people,
if it is used by clinicians experienced in working with children and young people
some of the risks could be minimised. However, our data analysis from the five
audited health services showed that 118 children aged 18 years and under were
triaged through either an adult or aged‐care system response. A further 115
were admitted to an adult Crisis Assessment Team, who provide a 24‐hour
urgent assessment and brief, intensive treatment service. The audited CYMHS
advise that their triage systems only operate during business hours and week
days, and outside of these times, clients calling or attending emergency
departments will be diverted to an adult triage service. This creates the risk that
a clinician without CYMHS experience may underestimate the risk factors
specific to young people and may triage the young person incorrectly.
DHHS has not taken any action to develop a triage approach that recognises the
developmental risks for children and adolescents, or that would enable health
services to prioritise access for particular population groups.

Aboriginal and Torres Strait Islander young people
There is no data available about the mental health of Aboriginal and/or Torres
Strait Islander (Aboriginal) young people in Victoria, specifically. However,
Aboriginal young people experience significantly worse mental health outcomes
nationally, with four times the rate of suicide, for example.
DHHS’s Balit Murrup: Aboriginal social and emotional wellbeing framework
2017–2027 does not make any specific commitments about young people
because its focus areas are mostly at the community level. The framework
describes relevant new investments, which include some young people‐focused
initiatives—a youth mentoring program and support for Aboriginal children in
out‐of‐home care and youth justice. DHHS advises that a project targeting
families at risk of children needing out‐of‐home care is underway with positive
results and an evaluation planned, but was unable to provide evidence of the
progress of any other initiatives targeting children and young people or progress
against the strategy itself.
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The 2016 census showed that 1.4 per cent of 0–24 year‐olds residing in Victoria
identified as Aboriginal, although a considerably higher proportion of CYMHS
clients, 2.4 per cent in the five audited health services, identified as Aboriginal.
Without comparable Victorian population data on mental health problems in
Aboriginal young people, we cannot determine whether 2.4 per cent is an
appropriate proportion of Aboriginal clients to be accessing CYMHS. However,
as Aboriginal children are 12 times more likely to be in out‐of‐home care than
non‐Aboriginal children, and Aboriginal people are nearly three times as likely
to experience high or very high level of psychological distress, DHHS should
monitor the rate that Aboriginal young people access CYMHS to ensure that
they are getting the mental health support they need.

Homelessness and supported accommodation
In our analysis of five health services over three years, 596 CYMHS clients, or
3 per cent, lived in supported or unstable types of accommodation. The
majority of these (56 per cent) were in community or supported residential
accommodation. A further 10 per cent had their residence recorded as an acute
or psychiatric hospital though, as discussed in Section 3.9, there are no business
rules around recording this data so it is not clear what this represents.
Homelessness was recorded for 0.3 per cent of CYMHS clients at the five
audited health services, while the 2016 census showed that a higher proportion,
0.5 per cent of Victorians aged 0–24 years, were homeless or living in unstable
housing. The prevalence of mental health problems in young people who are
homeless is not known, but DHHS data collected from 13 617 rough sleepers
found that mental health problems had contributed to 27.5 per cent of those
surveyed becoming homeless. We would expect that young people who were
homeless or in unstable housing would have a higher rate of mental health
problems and be a larger group of CYMHS clients.
DHHS does not publicly report on the number of young people living in
supported accommodation, so we cannot confirm whether these young people
are accessing CYMHS at the expected rate. DHHS could use their internal data to
explore this question further and should do so.
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Figure 4B
CYMHS clients in five audited health services 2016–18 by age and housing

Note: Business rules are not defined for CMI housing fields. It is unclear under what circumstances a young person would be registered as
living in an acute hospital or a psychiatric hospital.
Source: VAGO analysis of CMI data provided by five audited health services. See Appendix D for data analysis scope and methodology.

Children in out‐of‐home care
The OCP developed a guideline for health services on prioritising access for
young people in out‐of‐home care in 2011 but has not reviewed it despite the
guidelines having been scheduled for review in 2013, and the Act changing
significantly in 2014. One audited health service was not aware that the
guideline existed. DHHS advises that it is available on its website, but it is not on
the Chief Psychiatrist's website page where other guidelines are listed. It can be
found online as part of the DHHS Child Protection Manual.
Only one of the five audited health services had a documented procedure for
prioritising access to children in out‐of‐home care. Two other services had
statements about prioritising access to children in out‐of‐home care, one of
which extended to also include Aboriginal and Torres Strait Islander children
with psychosis, eating disorders and school refusal, but neither had a
documented process for how this occurs. The remaining two services had no
policy or procedure on prioritising access.
The child specialist program, which was newly funded in 2016–17, has a
deliverable that services develop protocols between CYMHS and child
protection, but there is no evidence of any progress with this nor any evidence
that DHHS is attempting to monitor progress.
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DHHS's reporting system does not collect any information about whether a child
is in out‐of‐home care or if there are any other legal orders around their
guardianship, disability or other health or welfare problems. The registration
forms health services must complete for every mental health client include a
place to record that a client has legal orders under the Children, Youth and
Families Act 2005, but it is on the second, non‐mandatory, page of the form and
is one of several options under the heading 'other legislation', as shown in
Figure 4C.
Figure 4C
Excerpt of mental health service registration form PR1A, which health services complete for all mental health
clients

Source: Excerpt of DHHS’s client registration forms provided by Austin Health.

Even if this field is ticked on the hard copy form, there is no place in the
electronic database to input the information. Subsequently, DHHS has no way to
monitor whether children in out‐of‐home care are accessing CYMHS or any
information about this priority population group at all. Most health services
operate parallel client management databases where this additional
information can be recorded and is accessible to clinicians.
When this issue was identified, we attempted to determine the extent to which
children in out‐of‐home care had been able to access CYMHS through other
means. There are database fields which could potentially provide this
information, but they fail to provide a reliable source of information, as follows:
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'Referral source' is an optional field and was only populated for 9.7 per cent
of the 18 460 clients whose data we analysed, which was insufficient to
undertake any meaningful analysis.



'Housing' does not contain a response option for 'out‐of‐home care' or any
similar term.
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4.3 Clinically
unnecessary
inpatient stays

'Carer relationship' is predominantly used to record a client's general
practitioner, although 95 clients were identified here as having either a
'case manager', 'appointed guardian' or 'appointed administrator', but there
are no definitions for each field so their use cannot be relied on to inform
accurate data.

Young people frequently stay in inpatient mental health facilities for longer than
they need to be because their guardianship and/or housing arrangements
change during, or as a result of, their hospital admission. One senior staff
member advised us, 'you can't discharge children to homelessness'.
DHHS has not recognised the extent to which this occurs and the significant
negative impacts on the young people and families involved as well as the very
significant resource and workforce implications the issues present to health
services.
DHHS does not strategically monitor extended stays (stays beyond clinical
necessity), or any other matters relating to young people with multiple and
complex needs, despite being advised of it repeatedly over many years by
health services. While some of the drivers of these problems are complex social
and family issues, DHHS has not taken any strategic action to address the system
issues around service coordination for these people, which they do have the
ability to improve.
DHHS does not have long‐term housing or care options for young people with
multiple and complex needs. In 2015–17, a young person was a CYMHS
inpatient for two years because no agency could find a suitable housing service
to meet their needs. DHHS had to find and modify a house for this patient to be
discharged to. In other similar cases, DHHS waits for the young person to turn
18 so they can be discharged to adult accommodation.
How often this happens cannot be determined through the current systems of
data collection and monitoring, but during our audit we worked closely with
senior CYMHS clinicians and an independent subject matter expert to design an
approach that would allow us to explore the extent of clinically unnecessary
inpatient stays.
Health services advised that there are too many occurrences where a portion of
a consumer's time in the hospital is clinically unnecessary for the service to
document every case during the time of the audit. Instead, a selection of
examples from recent years was provided to the audit team by senior clinicians
who were involved in providing and coordinating care to the relevant clients and
who also had the skills and authority to determine at what point in the person's
inpatient stay it became clinically unnecessary.

86

Child and Youth Mental Health

Victorian Auditor‐General’s Report

Case studies of clinically unnecessary inpatient stays
The five audited health services provided us with 29 detailed examples of young
people whose recent inpatient stay included a period that was clinically
unnecessary. These inpatient stays ranged from two to 254 days, making a
cumulative total of 1 054 days, or almost three years. Time periods for the case
studies varied, but all were within the past 12 months and one service
presented eight such cases within a six‐month period.
Figure 4D
Summary of case studies of clients with wholly or partly clinically unnecessary extended inpatient stays
Age group

Presence of intellectual or
developmental disabilities

Total length of stay

Length of stay clinically
unnecessary

12–15 years

Yes

approx. 268 days + ongoing

approx. 254 days + ongoing

18–25 years

No

212 days + ongoing

212 days + ongoing

16–18 years

Yes

267 days

189 days

18–25 years

No

125 days

70 days

18–25 years

No

169 days

60 days

16–18 years

No

42 days

34 days

18–25 years

No

52 days + ongoing

30 days + ongoing

13–15 years

Yes

53 days

30 days

13–15 years

No

71 days

30 days

16–18 years

Yes

approx. 55 days + ongoing

at least 21 days + ongoing

16–18 years

No

43 days

16 days

16–18 years

Yes

Ongoing (58 days)

14 days

13–15 years

Yes

12 days

12 days

13–15 years

Yes

13 days

10 days

16–18 years

No

11 days

9 days

16–18 years

Suspected

12 days

9 days

0–12 years

No

approx. 35 days

approx. 7 days

0–12 years

Yes

10 days

7 days

13–15 years

No

13 days

6 days

16–18 years

No

12 days

6 days

16–18 years

No

13 days

5 days

0–12 years

Yes

6 days

5 days

16–18 years

No

5 days

4 days

16–18 years

No

3 days

3 days

13–15 years

No

5 days

3 days

13–15 years

Yes

2 days

2 days

16–18 years

No

3 days

2 days

13–15 years

Yes

2 days

2 days

16–18 years

Yes

2 days

2 days

Note: We conducted fieldwork in the last two weeks of January 2019. ‘Ongoing’ refers to consumers who were inpatients at that time with
no fixed discharge date.
Source: VAGO, based on clinician interviews.
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To protect these young people's privacy, the audit will not report the case
studies collected and analysed, but instead focus on the system issues that our
analysis of the case studies revealed.

System failures identified
We found four main types of system failure through analysis of the case studies,
namely:


the family's (or out‐of‐home carer's) inability to cope at home with the
young person's challenging behaviours



the family's inability to participate in therapeutic care at hospital



failure of disability services, including failure to repair damaged disability
accommodation and failure to receive NDIS supports



failures relating to child protection, including failure to engage or organise
placements in a timely manner, including when abuse is disclosed during an
inpatient stay.

If health services' local relationships fail to resolve system issues for complex
clients, there are no mechanisms to escalate them. The Chief Psychiatrist's
support and advice is frequently sought, though not routinely, and there is no
established mechanism that can be applied to resolve barriers to discharging
children who are 'stuck' in inpatient units.
Health services described examples where they had failed to gain a timely
response from local disability and child protection workers. In several cases,
senior clinicians attributed the delay to a lack of understanding of the serious
negative impacts on a child or young person from being in a mental health
facility beyond clinical necessity. This included a perception from other services
that the child was in a safe place. This view contrasts with the opinion of mental
health practitioners that the young person's health and wellbeing was
deteriorating because of the inpatient stay.
The resource implications of clinically unnecessary inpatient stays are also
significant. The 1 054 bed days in the past 12 months that we found through our
case studies equates to $750 448 of direct funding, given the DHHS bed price for
child and adolescents is $712 per day. Given that the actual cost of inpatient
mental health beds exceeds the funding provided, as discussed in Section 2.3,
and that higher staffing ratios and use of facilities—such as multiple beds for
one complex client—are common place, as discussed in Section 4.5, the actual
cost will far exceed this amount.
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Failure to get NDIS supports in place for young people with dual
disability
There were several examples of the NDIS contributing to a young person's
inpatient stay extending beyond clinical necessity. In at least two cases, an NDIS
plan did not exist yet or did not include a high enough level of support for the
child to be discharged from hospital, and CYMHS staff were writing applications
or appeals to the National Disability Insurance Authority while the young person
remained an inpatient. In another example, an extensive NDIS plan had been
approved and funded, but the family had not engaged the services, preventing
discharge.
During the audit, DHHS undertook a 'data snapshot' with responses from nine
health services. It identified 11 consumers, in an unknown timeframe,
who had clinically unnecessary inpatient stays totalling 336 days, and a further
15 consumers with a total of 966 days of clinically unnecessary stays in
bed‐based rehabilitation settings. DHHS did not report if any of these
consumers were children or young people, and noted the low response from
health services means the data is likely a significant under‐estimate of the
problem.
DHHS is referring to this issue as 'social admissions', with the following
definition:
Social admissions involve participants being relinquished by their carers
or NDIS providers at Emergency Departments and subsequently
admitted into inpatient care, without a clinical need to be admitted or
remain in hospital. This cohort often presents with complex support
needs, primarily in relation to acute behaviours of concern associated
with multiple disabilities which in many cases is not associated with a
mental health presentation.
This data snapshot is part of a detailed analysis of ‘social admissions’, which is
an emerging issue for clinical mental health services. The snapshot considers
drivers and impacts, as well as service gaps that contribute to the problem. The
analysis notes that DHHS is putting other interim data collections in place to
calculate clinical hours dedicated to NDIS‐related activity and the numbers of
'social admissions', with plans to amend the ongoing data collection to include
these issues.
DHHS's actions to understand and address this issue have been insufficient and
slow. During the audit, in 2019, DHHS was identifying funding requirements
resulting from the impact of the transition to the NDIS on clinical mental health
services and its clients. In February 2019, DHHS launched a website to increase
the clinical mental health workforce’s 'literacy on the NDIS'. These actions are
occurring three years after the full NDIS rollout commenced 1 July 2016 and
six years after the trial sites began in 2013. Our audit found examples of CYMHS
clients having clinically unnecessary stays as a result of problems with access to
NDIS funding for accommodation dating back to 2016 and that DHHS was aware
of the issue at this time.
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There is activity underway to improve client information sharing and other
collaboration between clinical mental health services and the National
Disability Insurance Agency. This is being progressed through a series of inter‐
jurisdictional committees.
The focus of DHHS's work around mental health and the NDIS is people with
psychosocial disability, which is a term used to describe a disability that may
arise from a mental health issue. Most young people with ‘dual disability’, which
CYMHS support and this audit examined, do not meet the criteria for having a
psychosocial disability. Instead, they have intellectual or developmental
disabilities that are complicated by serious mental health problems. There is no
evidence that DHHS's work to improve the interface between clinical mental
health services and NDIS includes this group of clients nor has any focus on
CYMHS's particular issues or needs, which can be different from the adult
mental health system
DHHS needs to expand the work that it is now commencing to improve the
interface between clinical mental health services and the NDIS to specifically
include the needs of CYMHS and young people with dual disability as soon as
possible.

Long stays in CYMHS inpatient facilities
Long stays in inpatient facilities can be both a partial indicator of clinically
unnecessary stays and a system failure in their own right that should be
monitored.
Children and young people's mental health and wellbeing can deteriorate when
their inpatient stay are long, and even more so when they are clinically
unnecessary. They commonly experience escalations in their frustration, which
can lead to aggressive behaviours. This can have the following consequences:


Staff may need to use restrictive interventions (such as seclusion, sedation
or restraint) to manage a child or young person's behaviour, which can be
traumatising for them.



Children and young people may be violent and abusive to staff in the
inpatient unit.



Children and young people who have escalated, especially those who are
not staying in a high‐dependency area and are free to move about the unit
at will, may frighten other children and young people. These other young
people may not only be traumatised by aggressive behaviour they have
witnessed in the unit, but may not have received adequate treatment and
as a result may be more likely to present in crisis at a later date.



Agitated children and young people may damage facilities, leading to
expenses for the health service and further bed closures while the unit is
repaired.

Monitoring long stays is quite achievable with the current data collection
systems, and is done for the adult mental health system, but DHHS does not
monitor long stays for CYMHS. DHHS could not provide any rationale for this.
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Our data analysis showed that over three years there had been 228 inpatient
stays greater than 35 days (a long stay) for clients aged 0–25 years in the four
health services we looked at. Figure 4E shows that long stays are only 3 per cent
of the total number of inpatient stays, which may explain them being missed by
DHHS. However, they represent a significant resource burden that should be
monitored and better understood.
Figure 4E
Number of admissions by length of stay for four audited health services 2016–18
Count of admissions
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Note: Admissions recorded as zero days are generally part of a planned discharge or recovery program where the young person is admitted
to the inpatient facility for a day and returns home before evening.
Source: VAGO analysis of information from audited health services, January 2019.
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The long stays are distributed across the four audited health services that we
analysed despite their different models of care, as shown in Figure 4F below.
Figure 4F
Number of long inpatient admissions (35 days or more) for 0–25 year‐olds
during 2016–18, by audited health service
Number of long admissions
0–17
year‐olds

18–25
year‐olds

4

24

28

Austin Health

49

45

94

Eastern Health

18

48

RCH

36

0

Total

107

117

Health service
AWH

Age
unknown (a)

4

Total

70
36

4

228

(a) Age at admission unknown but these clients were identified as 0–25 years during 2016–18
through other service contacts.
Note: Monash Health was excluded because our data analysis could not separate the long inpatient
stays from community residential stays in their Y‐PARC or PARCs.
Source: VAGO analysis of information from audited health services.

Our analysis did not allow for separating Monash Health's Y‐PARC data from its
inpatient unit admissions, so we cannot report a count of long stays at Monash
Health that is comparable to the other audited services. DHHS could undertake
further analysis of the CMI data that it collects to determine the extent of long
stays at Monash.
There are also significant impacts on the workforce from long and/or clinically
unnecessary inpatient stays, which audited health services describe as
including:


personal wellbeing burden on staff experiencing sustained aggression from
clients with challenging behaviours



increased supervision for staff involved in care to debrief difficult shifts and
develop skills in working with challenging behaviours



increased sick leave rates and therefore increased costs for backfill



challenging staff morale.

These are clearly clients with complex needs, as our data analysis showed that
they accounted for a total of 652 admissions and 25 per cent of the total bed
days that we reviewed. Of the clients with a long admission of 35 days or more,
64 per cent had other admissions during the three‐year period we analysed.
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We reviewed the diagnostic codes that health services had recorded against
these clients to understand the types of mental health problems and complexity
that this group experienced. Their diagnoses include the following:


acute psychiatric, for example schizophrenia—70 per cent



anxiety disorder—38 per cent



problems with the social or home environment—45 per cent



additional medical diagnosis requiring hospital treatment—63 per cent



depressive mood disorder—29 per cent



eating disorder—28 per cent



self‐harm—19 per cent



developmental disability—18 per cent



maltreatment syndromes, assault or adverse childhood—17 per cent



suicide ideation—14 per cent



autism—11 per cent



homelessness—6 per cent.

Our data showed that multiple stays, which add up to long periods of time as
inpatients, are also common in child and youth mental health. When we added
clients’ multiple stays together, we found 394 young people over three years
who had each been inpatients for a total of 35 or more days. Of these,
72 young people (2 per cent) had been inpatients for more than 100 days out of
the three years.
Figure 4G
Number of admissions by total bed days for four audited health services, 2016–18
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Source: VAGO analysis of information from audited health services, January 2019.
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Referral practices as a system blockage
Disputes around referral practices and discharge processes in one region create
delays in discharging all young people from inpatient care while their follow‐up
care is arranged because it is provided by a different CYMHS.
Several interrelated system issues contribute, which include disagreement
between the two CYMHS over the information that needs to be provided and
received as well as the processes for receiving referrals and communicating with
clients, including the role of case managers. Significant demand pressures on
both CYMHS across both their inpatient beds and outpatient case managers
exacerbates the issues.
Inpatient stays are being extended beyond their clinical necessity while the
referral and discharge processes are negotiated.
DHHS advises that it has resolved this issue as follows:
Clinical Directors have been advised to establish structured monthly
liaison meetings and escalate any matters that cannot be resolved to
the Chief Psychiatrist.
Health services advise that this is an ongoing issue that DHHS needs to monitor.

DHHS intervention in long or clinically unnecessary stays
DHHS has not taken strategic action in response to health services' advice about
the challenges of managing 'dual disability' clients who have extended stays in
inpatient units aside from the RCH project and the Alfred Health MHIDI pilot
project, both of which are outlined in Section 4.5.
There is no evidence of systematic or reliable notifications of extended stays in
CYMHS, and there is no mechanism for the Chief Psychiatrist to monitor and
intervene in such cases in a timely manner. As an example, the Chief Psychiatrist
only became aware of one of these examples more than two months into the
period deemed to have been clinically unnecessary, and not via communication
of the extended stay, but when reviewing another issue.
Health services have no mechanisms to effectively and efficiently escalate and
resolve cases where clients no longer require mental health treatment, but
cannot be re‐engaged with services to support their other complex needs, such
as disability supports. Where direct attempts to engage the necessary services
fail, health services sometimes contact the OCP or rely on personal and
professional relationships to escalate issues to more senior people in child
protection or disability services within DHHS.
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Each of DHHS's 17 'management areas' operates a Complex Client Panel, with
membership from across DHHS program areas, local service providers, Victoria
Police, hospitals, and other government departments such as DJCS. DHHS
advises that the panels discuss 'a range of complex clients' and the panel
members 'assist in service access, referral and support'. There is no evidence
that these panels have been used to address service coordination or access
issues that are causing clinically unnecessary inpatient stays in CYMHS, or that
CYMHS have ever participated in these panels.
Not all complex clients 'stuck' in in‐patient services will have their service needs
met through local or area‐based coordination. One audited health service
suggested the need for a statewide version of the high‐risk youth panels that
some CYMHS convene to assist with service access and case planning for the
most complex clients.

Multiple and Complex Needs Initiative
Currently, 14 young people aged 17–25 years with a diagnosed mental illness
are receiving case management support through the MACNI program managed
by DHHS, with funding contributed by DJCS. Only one of 28 referrals for young
people under 25 years to the MACNI program in 2018 was from CYMHS.
Figure 4H shows the referral source for younger MACNI clients.
Figure 4H
Referral sources for MACNI clients aged under 25 years in 2018

Source: VAGO analysis of information provided by DHHS.
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MACNI provides up to three years of case management for people aged 16 years
and over with complex needs, which include two or more of the following:


mental illness



substance‐use issue



intellectual impairment



acquired brain injury.

To qualify for MACNI, people must also have exhibited dangerous behaviour, or
behaviour that is likely to put themselves or another person at risk of serious
harm.
Possible cases are referred to the DHHS MACNI coordinator in the client's
region, and a panel of senior staff from DHHS programs and local service
providers will first consider whether the person is eligible and then develop a
care plan to respond to the person's needs and negotiate the services that their
agency will contribute.
DHHS advised in November 2018 that it does not 'market' MACNI because
despite a recent funding increase, MACNI is almost at capacity. In April 2019,
DHHS advised that MACNI does have capacity to take on new clients in all areas.
There is no evidence that DHHS has ever 'marketed' to or communicated with
CYMHS about the MACNI service. DHHS should advise CYMHS leaders of the
process for referring a client to MACNI, the criteria for clients that are eligible
and update this guidance regularly, as well as directing MACNI coordinators in
each area to ensure they engage with their local CYMHS.
Audited health services report that they do not engage MACNI to support care
coordination for the complex clients they have 'stuck' in inpatient facilities for
several reasons:


Clients are not eligible if they are under 16 years.



Strict eligibility criteria around mental health diagnosis can often not be
met for complex young people, so they are ineligible for MACNI.



It takes too long to be useful because its process involves 12 weeks to
establish a care plan and monthly meetings of regional MACNI panels.

One audited health service reported that a young person remained an inpatient
beyond clinical necessity when their forthcoming 16th birthday would make
them eligible for a MACNI referral. If MACNI or a similar support with a more
flexible age eligibility was available, the young person could have potentially
been discharged earlier.
In the Western region, DHHS has recognised that there are young people below
MACNI's eligibility age of 16 who do require a similar service, and it was trialling
a High‐risk Youth Panel for 12–16 year‐olds during the audit that was based on
the principles of MACNI. There is no evidence that the pilot will be continued,
nor are there any plans for how its evaluation findings and lessons will be
shared.
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4.4 Service
coordination
around multiple
and complex needs

Despite clear evidence that CYMHS clients frequently have multiple and
complex service needs, and international evidence that coordination of care and
systems is crucial for improving outcomes, DHHS has taken no action to direct,
facilitate or enable CYMHS to participate in any form of service or care
coordination with other service agencies.
DHHS data linkage work has shown that in 2014–15 the following proportions of
each service's clients were also registered mental health clients:


42 per cent of youth justice admissions



19 per cent of out‐of‐home care clients



31 per cent of Child FIRST family services clients.

These findings resulted from an exploratory piece of analysis by the then‐new
data linkage group within DHHS, and further analysis of this data that was
planned has not been completed.
The most promising evidence for improving outcomes for children and
adolescents as well as adults with complex needs and serious mental health
problems appears when a 'systems of care' or ‘wraparound’ approach is used to
improve the quality and consistency of service delivery. These approaches
centre on integration or coordination of the multiple services involved in these
complex young people's care. The approach has been shown to reduce the
severity of mental health problems and decrease functional impairment that
results from mental health problems.
This 'systems of care' approach is not a discrete program or project that can be
trialled on a small scale—it requires substantial system reform. For example, in
one large‐scale initiative in the United States with positive outcomes, single
centralised authorities with responsibility for the mental health service system
were established in each local area and these authorities were mandated
responsibility to develop and coordinate the wide range of services in the public
sector including housing, income support, job training, psychosocial
rehabilitation, advocacy and general health services, alongside specialist mental
health services.
Key features of the 'systems of care' models that have been implemented and
evaluated with positive outcomes are:
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a family focus and involvement in care and service planning



cultural competency for staff



interagency involvement and partnership across multiple sectors including
welfare, health, justice, education and mental health



coordination and collaboration between professionals to avoid duplication
and eliminate gaps in care



community‐based service provision within close geographic proximity to the
targeted community



accessibility in terms of physical location, scheduling and financial
constraints



care individualised to the specific needs and strengths of the child
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use of the least restrictive setting possible.

Evaluation research conducted around the development of 'systems of care'
approaches for both adults and children with complex mental health problems
has consistently demonstrated that government‐supported strategies can
effectively enhance integration of services at a system level and consequently
improve outcomes for children and young people.

Local care coordination
Each health service invests significant time and resources into developing and
maintaining relationships with service providers who they need to engage in
service coordination, most frequently child protection, but when local
relationships fail to resolve matters there is no mechanism for CYMHS to
escalate matters other than alerting the Chief Psychiatrist.
All audited health services actively participate in monthly or bimonthly
meetings with their local child protection services in which high‐risk children are
discussed and CYMHS clinicians provide advice about management of mental
health problems. The purpose of these forums is both case management of
high‐risk clients and upskilling the child protection workforce in working with
mental health problems and behavioural disorders. One health service reported
it has a similar arrangement with its local disability service provider, although
the others reported that engagement with disability services had ceased since
DHHS‐funded services had been withdrawn with the transition to the NDIS.
Two health services described a 'high‐risk youth' or 'complex care' panel that
they convene internally to coordinate the most complex clients and escalate to
involve senior staff in the most high‐risk or complex cases. One of these panels
involves senior staff from external agencies such as child protection and
disability to participate as relevant.

Service coordination practice in Victoria
DHHS’s 2016 Mental Health Workforce Strategy identifies that skill development
in care coordination and service coordination is required. This
acknowledgement came 16 years after DHHS began a strong policy and program
focus on service coordination for DHHS's many other program areas, as
described in Figure 4I.
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Figure 4I
Service coordination in Victoria
Since 2000, DHHS and its predecessors have had a strong policy and program of
funded initiatives to enable service coordination between the many different types of
services available across Victoria's health and human services system.
The Victorian service coordination framework helps health service providers work
together to align practices, processes and systems so:


people access the health services they need, no matter what service they go to
first



providers exchange the right information so consumers receive good care from
the right providers at the right time



people have their health and social needs identified early, preventing
deterioration in health.

Service coordination places consumers at the centre of service delivery. The idea is to
maximise consumers’ likelihood of accessing the services that they need.
Service coordination also enables organisations to remain independent of each other,
while cooperating to give consumers a seamless and integrated response.
Resources to support service coordination practice in Victoria include:


the Practice Manual and Good practice guide



the continuous improvement framework



individual tools and templates found online, including consent forms in over 50
languages



ICT specifications for software vendors



sector‐specific training guides.

Source: VAGO, from DHHS materials.

Over the past two decades, funding and programs to develop capability for
service coordination throughout Victoria has been largely managed through
Primary Care Partnerships (PCP). These are alliances of many different health
and human services that work together to improve population‐based planning
and coordination of care for consumers. The work of PCPs has included
negotiation and documentation of shared principles, protocols, governance
arrangements, service agreement templates and other resources that provide
guidance to service providers seeking to enhance interagency collaboration.
When last reviewed in 2010, less than 50 per cent of Victoria's 31 PCPs had
engaged any of their local mental health services in their service coordination
work. There is no evidence that DHHS has provided guidance or direction to
mental health services to engage with PCPs or their service coordination
initiatives, nor facilitated or enabled such engagement.

The Chief Psychiatrist's intervention
Under the Act, the Chief Psychiatrist has the responsibility 'to promote
cooperation and coordination between mental health service providers and
providers of other health, disability and community support services'. The
Secretary of DHHS has the same responsibility under the Act, and there has
never been any planning about how that responsibility would be coordinated or
jointly implemented or monitored between the two.
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The Chief Psychiatrist does not directly engage with the Secretary nor have any
process to escalate complex matters that require a coordinated response from
different program areas across DHHS. The Chief Psychiatrist role is positioned in
the organisational structure four reporting lines below the Secretary. A review
of the Chief Psychiatrist's role in 2016 made a recommendation on this matter
which DHHS has not responded to:
The Public Advocate is
appointed by the
Governor of Victoria.
Their roles and powers
are outlined in the
Guardianship and
Administration Act 1986,
which involve promoting
and safeguarding the
rights and interests of
people with disability.
The Public Advocate’s
‘community visitors’
program involves
volunteers who make
scheduled but
unannounced regular
visits to all inpatient
mental health services
and draw up reports of
their observations. The
right to make these visits
and how they will be
conducted are described
in the Mental Health Act
2014.
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That the Chief Psychiatrist meets formally with the Secretary twice a
year to provide feedback on issues concerning the quality and safety of
care in clinical mental health services. This briefing should occur
independently of the director of Mental Health and the Deputy
Secretary of Health Service Performance and Programs (HSPP). The
Chief Psychiatrist should also have the opportunity to meet at least
twice a year with the HSPP Deputy Secretary.
The Chief Psychiatrist meets regularly with the Public Advocate and has asked
them to escalate issues to the Secretary on their behalf. There is a formal
arrangement that the Public Advocate meets regularly with the Secretary.
Around one complex case with a young person 'stuck' in a CYMHS inpatient unit,
the Chief Psychiatrist led a process that involved fortnightly meetings with other
program areas in DHHS over a period of 18 months. There were no formal
mechanisms that could be enacted to enable this process, and finding the right
people to participate with sufficient authority caused significant delays in
resolving the complex needs of this young person.
The Chief Psychiatrist meets regularly with their equivalent legislated positions
in the disability services and child protection areas, but there is no evidence of
outcomes achieved and no evidence of shared identification of priority issues
across their sectors or for shared clients. The positions are located in separate
divisions of DHHS, as shown in Figure 4J, which may be impeding their capacity
to collaborate.
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Figure 4J
Position of the Chief Psychiatrist and Chief Practitioners for child protection,
disability services, and allied health in the DHHS organisational structure

Source: VAGO analysis of DHHS organisational structures.

There are no structures or mechanisms to guide cross‐sector collaboration
within DHHS, nor are there governance arrangements over complex clients who
require service coordination that cannot be resolved through area‐level
Complex Client Panels or the small cohort that qualify for the MACNI program,
both of which have limitations for CYMHS clients that were described in
Section 4.3. DHHS should consider establishing a mechanism that allows CYMHS
to escalate complex clients who are deteriorating due to clinically unnecessary
stays to a cross‐sector group of senior officials who can mobilise rapidly and
make decisions about service gaps and service coordination barriers for the
most complex and vulnerable clients.
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4.5 Managing dual
disability in CYMHS

Caring for young people with complex needs where mental health problems
coexist with intellectual disabilities and/or autism and challenging behaviours
creates significant challenges for CYMHS. These challenges include the use of
restrictive interventions, impacts on a workforce who may lack the skills and
training to work with the clinical issues these clients bring, as well as the issue
of extended stays, which have previously been discussed.
RCH described this challenge for CYMHS in their response to DHHS's 10‐year
plan, as follows:
Difficulties such as severe challenging behaviours in adolescents with
Autism Spectrum Disorder pose a major practical, physical and
emotional difficulty for carers as well as lead to substantial burden on
the residential care system. Across the state, clinical services through
regular CAMHS/CYMHS and private practitioners is difficult or
impossible to obtain. These young people represent a ‘blind spot’ or
service gap, with high morbidity and cost.
Some young people with dual disabilities also present challenges in terms of the
type of inpatient accommodation they require. The case studies that we
examined included examples of young people who damaged property, had
significant personal hygiene challenges, and who needed to be separated from
other patients for safety reasons. In some instances, these patients had to be
allocated two rooms to enable staff to clean and maintain their accommodation
to a safe standard.
RCH accommodates patients with dual disability who bring very challenging
behaviours in a 'pod' that would usually accommodate four patients. At the time
of the audit, this pod had been almost continually occupied by just one patient
at a time—four different ones—for 18 months. DHHS is aware of this issue and
the impact it has on the availability of mental health inpatient services to young
people who need them; however, it has not taken any meaningful action to
understand or rectify the issue.

Frequency of dual disability in CYMHS
Our data analysis identified 303 CYMHS clients who had intellectual disability of
different severity levels, recorded as:
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246 (81 per cent) mild



50 (17 per cent) moderate



6 (2 per cent) severe



1 (0.3 per cent) profound.
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Our analysis also showed that many of these clients had multiple conditions or
risk factors, as follows:


autism (41 per cent)



anxiety disorder (33 per cent)



congenital developmental disability (30 per cent)



problems with social/home environment (29 per cent)



acute psychiatric, for example schizophrenia, (29 per cent)



other medical diagnoses requiring hospital treatment (28 per cent)



depressive mood disorder (17 per cent)



maltreatment syndromes including assault and adverse childhood
(15 per cent)



alcohol and other drug issues (12 per cent)



conduct disorder (12 per cent)



eating disorder (11 per cent)



suicidal ideation (11 per cent)



self‐harm (8 per cent)



homelessness (1 per cent).

This analysis excluded 25 per cent of clients where the health service had not
recorded any diagnostic codes for that client in their database. The majority of
clients whose diagnoses are unknown are outpatient or community clients
because 96 per cent of inpatients had diagnostic codes recorded.
Although mental health diagnoses are not recorded for all clients, we have
assumed that access to CYMHS indicates the presence of a moderate to severe
mental health problem.
In order to protect their privacy, we cannot report the age breakdown for these
clients, but our data analysis shows a significant peak in numbers at the five
audited health services at age 16. Of 302 clients, 12 per cent were aged 16 years
at 31 December 2018. Given our data shows the age at that time for clients who
have accessed CYMHS at any point in the three years prior, these clients may
have been aged between 14 and 16 years at the time of accessing CYMHS.
This peak at age 16 is consistent across Monash Health, RCH and Eastern
Health's data, but was not seen in Austin Health or AWH's data. The number of
clients with intellectual disability recorded as a diagnosis was also significantly
lower at Austin Health than the other audited services, which may reflect
different data entry or diagnostic processes. Further investigation is required to
understand the different service responses and access arrangements for young
people with dual disability.

MHIDI initiative at Alfred Health
DHHS sought expressions of interest from all CYMHS in 2016 and awarded
$5.5 million over four years to Alfred Health to develop and deliver MHIDI. The
project included $250 000 of establishment funds to develop resources,
protocols and policies.
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Other CYMHS have expressed strong interest in learning what they might be
able to adapt to their own service from Alfred Health's initiative. However,
DHHS has not taken action to disseminate the resources developed, outcomes
or lessons learned. While the project has not been independently evaluated, an
extensive report which outlines achievements and challenges, lessons learned
and strategies trialled was provided by Alfred Health to DHHS in April 2018.
Alfred Health made four recommendations to DHHS about system issues for
young people with dual disability, which were:
1.

critical need for step‐up, step‐down residential options such as a PARC
service that can specifically cater to young people with a dual disability
aged 12–18 years

2.

an urgent need for access to special beds/pods for 13–18 year‐olds in
current inpatient settings for a longer length of stay in order to conduct
effective psychiatric reviews with specialised treating teams competent in
dual disability

3.

more overnight respite options for families

4.

improving placement options for children who are not able to stay in the
family home and better systems to support families during a process of
relinquishing care, including clarifying the options where the state‐funded
disability services that used to be central to these cases no longer exist with
the transition to NDIS.

DHHS has not responded to the recommendations or acted on them. While
these recommendations involve complex system issues that will not be resolved
quickly or easily, DHHS needs to act to better understand and address the needs
of young people with dual disability.

RCH Dual Disability Service
RCH established a 'Dual Disability Service' in 2016, in which doctors from their
developmental medicine area work together with CYMHS to assess and plan
treatments for children and young people who have neurodevelopmental
disorders and mental health problems, such as adolescents with autism who
have severely challenging behaviours.
In their response to the 10‐year plan, which DHHS became aware of during the
audit, RCH advised DHHS of the high demand for this service and noted that
they had collected data through its pilot phase that could assist with 'scaling up
and expansion' of the model.
Our data analysis showed that RCH had 114 CYMHS clients with intellectual
disability, the largest of any of the audited health services. It is possible that the
existence of a dedicated service increases the recording of diagnoses, which
contributes to the higher number of clients that we identified in the data
analysis at RCH.

104

Child and Youth Mental Health

Victorian Auditor‐General’s Report

DHHS was not aware of the RCH Dual Disability Service and does not provide
funding or support for it. Other CYMHS that reported challenges managing
these complex clients with dual disability were also not aware of the RCH
service or any lessons from it.
Since DHHS ceased to convene its quarterly 'CYMHS leaders' meetings in 2016,
there have not been formal opportunities to circulate information among
CYMHS, which is a missed opportunity to improve CYMHS service delivery.
DHHS needs to re‐establish and facilitate a network where operational and
clinical leaders of CYMHS can share lessons and challenges to address CYMHS
system issues.
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Appendix A
Audit Act 1994 section
16—submissions and
comments
We have consulted with DHHS, AWH, Austin Health, Eastern Health, Monash
Health and RCH, and we considered their views when reaching our audit
conclusions. As required by section 16(3) of the Audit Act 1994, we gave a draft
copy of this report, or relevant extracts, to those agencies and asked for their
submissions and comments. We also provided a copy of this report to the
Department of Premier and Cabinet.
Responsibility for the accuracy, fairness and balance of those comments rests
solely with the agency head.
Responses were received as follows:
DHHS..................................................................................................................108
AWH...................................................................................................................114
Austin Health .....................................................................................................115
Eastern Health ...................................................................................................117
RCH ....................................................................................................................121
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RESPONSE provided by the Secretary, DHHS
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RESPONSE provided by the Secretary, DHHS—continued
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RESPONSE provided by the Secretary, DHHS—continued
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RESPONSE provided by the Secretary, DHHS—continued
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RESPONSE provided by the Secretary, DHHS—continued
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RESPONSE provided by the Secretary, DHHS—continued
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RESPONSE provided by the Chief Executive Officer, AWH
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RESPONSE provided by the Acting Chief Executive Officer, Austin Health
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RESPONSE provided by the Acting Chief Executive Officer, Austin Health—continued
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RESPONSE provided by the Chair, Eastern Health
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RESPONSE provided by the Chair, Eastern Health—continued
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RESPONSE provided by the Chair, Eastern Health—continued
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RESPONSE provided by the Chair, Eastern Heath—continued
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RESPONSE provided by the Chief Executive Officer, RCH
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Appendix B
DHHS funding for child
and youth mental health
2018–19
Health Service

Inpatient funding ($)

Child and adolescent
treatment services ($)

Other specialised
programs ($)

Total CYMHS ($)

Monash Health

9 267 475

8 972 474

6 489 481

24 729 430

Austin Health

5 981 334

7 098 963

2 943 371

16 023 668

Royal Children’s Hospital

4 160 928

10 856 000

2 471 153

17 488 081

Eastern Health

3 120 696

7 889 115

4 768 661

15 778 472

Melbourne Health

4 160 928

0

3 535 171

7 696 099

0

4 621 759

3 346 207

7 967 966

2 193 367

3 213 003

2 092 409

7 498 779

Alfred Health
Bendigo Health
Barwon Health

0

2 498 146

2 538 710

5 036 856

Latrobe Regional Hospital

520 116

2 527 136

1 963 522

5 010 774

Ballarat Health

520 116

2 124 821

1 698 458

4 343 395

2 193 367

0

1 621 403

3 814 770

Goulburn Valley Health

0

2 093 017

1 385 686

3 478 703

Albury Wodonga Health

0

2 013 665

1 048 713

3 062 378

520 116

778 477

1 290 282

2 588 875

South West Healthcare

0

1 355 596

941 989

2 297 585

St Vincent’s

0

0

712 836

712 836

Forensicare

0

0

144 770

144 770

32 638 443

56 042 172

38 992 882

127 673 437

Peninsula Health

Ramsay Healthcare

Total
Source: VAGO, based on information from DHHS.
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Appendix C
DHHS program
descriptions
Program name

Program description

Child and Adolescent
Assessment Treatment

A range of services including crisis assessment, case management,
individual or group therapy, family therapy, parent support and
medication‐based treatments for children and adolescents experiencing
significant psychological distress or mental illness. Services support a
timely response to referrals, including crises, delivered on an outreach
basis, where appropriate.

Conduct Disorder
Program

Services that provide prevention programs for children and young
people at risk and clinical services for those with established conduct
disorder.

Early Psychosis Program

Specialist treatment and improved continuity of care services for young
people with an emerging disorder, particularly co‐existing substance
abuse problems.

Intensive Youth Support

Provision of mobile intensive mental health case management and
support to adolescents who display substantial and prolonged
psychological disturbance, have complex needs, which may include
challenging, at‐risk and suicidal behaviours, and who have been difficult
to engage utilising less‐intensive treatment approaches.

Community Specialist
Statewide Services—
Eating Disorders

A range of specialist clinical community mental health assessment,
treatment or consultancy services that support eating disorder groups
on a statewide, inter‐regional or specific catchment area basis. The focus
of these community services is on a clinical service provision to people
with a mental illness.

Youth Suicide Prevention

Youth suicide prevention programs aim to reduce suicide among young
people aged 10–25 years. Programs provide preventative support,
activities and early intervention services to the young person, their
family and friends and the broader community.

Acute Care—Child and
Adolescent

Inpatient units provide short‐term psychiatric assessment and treatment
for children and adolescents with severe psychological disturbance who
cannot be effectively assessed or treated in a less‐restrictive
community‐based setting.

Source: DHHS Policy and Funding Guidelines 2018–19 Section 3.4, Chapter 3, page 226–229.

Victorian Auditor‐General’s Report

Child and Youth Mental Health

125

Appendix D
Clinical data analysis
methodology
Our clinical data analysis in this audit involved the five audited health services,
which provided to us all community contacts and admissions for all clients aged
0–25 years across three years from 1 January 2015 to 31 December 2018.
The data that we received and analysed from CMI/ODS was:


18 460 unique clients



10 demographic fields that were used in the analysis were populated for
92 per cent of clients, though this included some 'unknown’ responses



28 191 program incidences (that is, admissions for inpatients or enrolment
in a community program), which represented program‐level information for
15 988 (87 per cent) clients



ICD10 codes for diagnoses were available for 75 per cent of clients
(93 per cent inpatients, 69 per cent community)



outcome measures—at least one was available for 61 per cent of clients,
46 per cent of clients had a HoNOSCA and 31 per cent had at least one SDQ
score.

The data analysis sought to explore:
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the current client group's demographics and clinical characteristics including
levels of severity and complexity



the number of clients seen by CYMHS as a whole and each specific service
within CYMHS, including emergency department presentations



the number, length and frequency of inpatient stays



the age and clinical characteristics of clients with longer inpatient stays.
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Auditor‐General’s reports
tabled during 2018–19
Report title

Date tabled

Local Government Insurance Risks (2018–19:1)

July 2018

Managing the Municipal and Industrial Landfill Levy (2018–19:2)

July 2018

School Councils in Government Schools (2018–19:3)

July 2018

Managing Rehabilitation Services in Youth Detention (2018–19:4)

August 2018

Police Management of Property and Exhibits (2018–19:5)

September 2018

Crime Data (2018–19:6)

September 2018

Follow up of Oversight and Accountability of Committees of Management
(2018–19:7)

September 2018

Delivering Local Government Services (2018–19:8)

September 2018

Security and Privacy of Surveillance Technologies in Public Places
(2018–19:9)

September 2018

Managing the Environmental Impacts of Domestic Wastewater
(2018–19:10)

September 2018

Contract Management Capability in DHHS: Service Agreements
(2018–19:11)

September 2018

State Purchase Contracts (2018–19:12)

September 2018

Auditor‐General’s Report on the Annual Financial Report of the State of
Victoria: 2017–18 (2018–19:13)

October 2018

Results of 2017–18 Audits: Local Government (2018–19:14)

December 2018

Professional Learning for School Teachers (2018–19:15)

February 2019

Access to Mental Health Services (2018–19:16)

March 2019

Outcomes of Investing in Regional Victoria (2018–19:17)

May 2019

Reporting on Local Government Performance (2018–19:18)

May 2019

Local Government Assets: Asset Management and Compliance (2018–19:19)

May 2019

Compliance with the Asset Management Accountability Framework
(2018–19:20)

May 2019

Security of Government Buildings (2018–19:21)

May 2019

Security of Water Infrastructure Control Systems (2018–19:22)

May 2019

Security of Patients’ Hospital Data (2018–19:23)

May 2019

Results of 2018 Audits: Universities (2018–19:24)

May 2019

Results of 2018 Audits: Technical and Further Education Institutes
(2018–19:25)

May 2019

All reports are available for download in PDF and HTML format on our website www.audit.vic.gov.au
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