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Introduction

The Mental Health Coordinating Council (MHCC) present this paper to the Minister for Mental

Health in the context of the  Partnerships for Health (P4H) reform process, which w il significantly
impact the non-government community managed organisation (NGO /CMO ) mental health
sector at a time of major state mental health service delivery reform .

A strong, diverse , specialised and collaborative community managed mental health sec toris
essential to the success of the NSW Mental Health Strategic Plan 2014-2024.1 The Strategic Plan
is the culmination of years of intensive  consultation with extensive  contributions , from
consumers, carers, workers and  senior managers of the mental health sector. The overarching
objective of the Strategic P lan isto see a stronger, expanded community -based mental health
system with trauma -informed recovery -orientation as its primary principle of practice

MHCC sees the P4H reforms as an opportunity to align service delivery with the
recommendations of the  NSWMental Health Strategic Plan . P4Hisan ideal vehicle for the
Ministry of Health ( MoH) to take a whole of system approach , ensuring optimal allocation of
resources and coverage for community based services across NSW. This involves review and
inclusion of identified psychosocial rehabilitat ion and recovery support services delivered
through public mental health  in the proposed P4H tender mix.

The P4H process involves the end of grant allocation for services currently provided by mental
health CMOs, alongside other services thatthe M oH funds, such as drug and alcohol,

wome n ®&s hAboadinal medical services, chronic care and HIV/Aids . New services are
then being contracted fo  r Financial Year ( FY) 2015/16. Currently the reform sinclude CMO
funding at MoH/Mental Health and Drug and Alcohol Office (MHDAO) as well as, potentially,
ad -hoc grants provided both directly by the NSW Health Minister and at the Local Health
District (LHD) level. The timeframe for reform is linked to the schedule determined by the M oH
Integrated Care Branch  (ICB).

While the community managed mental health sector understands the integrated care

agenda , itis unclear how both MHDAO and the ICB have aligned with the recommendations

of the NSW Mental Health Strategic Plan 2014 to 2014 in their timeframe. As a consequence,
there have been minimal opportunities to adequately consultthe  mental health sector at the
LHD level, and ensure th at the collaboratively redesigned mental health system envisioned in

the NSWMental Health Strategic Plan materialise s. The MHCC are concerned that the Ministry
may lock itself into CMO service contracts just as they are beginning to develop their

framework for community mental health. Ideally, | ocal consultations and planning inclusive of
consumers, carers and the CMO sector  should occur before  any purchasing decisi ons are
made.

Under the P4H funding framework, f rom FY2015/16, MoH grants to CMOs (including those
made at the LHDIlevel) will be replaced w ith a contract purchasing model . Most mental
health CMOs have completed a transitional process and negotiated 2014/15 contracts with
the MoH . New KPIshave been developed  aiming to provide greater clarity and accountability
around the services being purchased. For a few CMOs this isan unfamiliar process that has
given rise to concerns about the sector &inherent flexibility , value -adding potential and
capacity for innovation that may reduce if contracts become too proscriptive or fail to reflect
their service functions . However , CMOs do recognise the advantage of clearer deliverables ,
enabling them to better  manag e client outcomes and  expectations fr om funders .

The organisational readiness of some CMOs for P4H and other related sector reforms has been
discussed with the MoH for some time. MHCC most recently met with the NSW Health Minister

! NSW Mental Health Commission 2014, Living Well: A Strategic Plan for Mental Health in NSW 2014 8 2014.
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to discuss these reforms on 14 January (see Briefing Note  for NSW Ministry of Health and related
supporting documents at Appendix A). This mo re recent P4H reforms Briefing and
Recommendation P aper has been informed by these deliberations and also consultation with

the MHCC membership.

In November 2014, MHCC surveyed its membership regarding their readiness for the P4H

reforms (Appendix B ). The importance of these reforms is well understood and it is clear that

the sector is well progressed in preparation. However, organisat ions are looking for support in
the area s of both client and staff transitions and strengthened shared data analysis systems to
support these changes. Greater knowledge of processes for establishing unit price costings

and considering organisational financ ial viability is also needed.

These recent MHCC activities, and including the development of this Briefing and
Recommendations P aper, have been part of our ongoing peak body advocacy and sector

support to ensure optimal outcomes for the P4H mental health program reforms. This will only
be achieved through a MoH commitment to directions within the NSW Mental Health Strategic
Plan to articulate a framework for a contemporary NSW community mental health system and
development of a Community Managed Mental Hea Ith Sector Development Plan . The 2014
Victorian experience provides strong guidance to us that P4H mental health funding reforms
can only be optimally realised if they are strongly aligned with well operationalised sector
reform directions.

Diagram1 below provi des a brief overview of MHCCOds curren
potential community sector mental health programs and services to be potentially impacted
by the P4H funding reforms. The diagram below must be understood with great caution.

While it is reasonably clear that Family and Carer Support Services will not be recommissioned

there is no certainty elsewhere. This is because the plans for purchasing mental health services

and programs from community sector organisations into the future are not yet known beyond

some three -yearshort-t er m gui dance contained within the MoH3s
Heal th Care in NSWJd response to the Ment al Heal t h S
http://www.health.nsw.gov.au/mentalhealth/pages/default.aspx
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Diagram 1: Scope of Partnerships for Health Mental Health Program Reforms

Partnerships for Health (unclear) Separate Funding
(in-scope) (out of scope)

ko Pilots (e.g.
Ad-hoc Ministerial -
NGO Grants & LHD grants Like Minds) [ Sub-Acute .
Family & Carers

Support Program
Mothers &
- BHoSI
Resource & HASI {low-very Babies
Recovery Services high)

Program

Aboriginal
HASI Plus HASI

Caution: The above diagram i s n o tdirections ¢f Bd&dmenian di cat i o |
health services and programs reforms.

Purpose

This Briefing and Recommendations paper first considers the value added to service delivery

by the community managed mental health sector. It then highlights some of the future

opport unities and challenges developing as a consequence of the P4H reforms; discusses

some emerging service models and identifies a set of proposed CMO purchasing principles.

The principles, if adopted, will demonst rnotCMOs he Mi |
as essential partners in the NSW Governmentds newly

A set of recommendations are then presented based on the issues addressed in this paper.
They are designed to assist the Ministry to purchase the highe st quality services from a strong
and prepared community managed mental health sector.
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Recommendations

1. Establish a P4H Mental Health Working Group to include MHDAO, LHD representatives,
the NSW Mental Health Commission, MHCC, Being (NSW CAG) and ARAFMI.

The Terms of Reference of the P4H Mental Health Working Group should include (but not
be limited to):

a. Oversight of the Community Managed Mental Health Sector Development Plan.

b. Oversight of a unit -costing project to provide detailed information to P4H decision
makers on the components of community mental health programs and the cost -
drivers for high quality service provision. This information would usefully feed into the
findings of the Mental Health Costing Study currently in work by the Independen t
Hospital Pricing Authority, where activities and cost -drivers are being studied for
hospital -based services, but not for community services.

c. Develop a set of guidelines / purchasing principles to help inform LHD service
planning and purchasing decisions , for all of community mental health inclusive but
not restricted to existing CMO services and programs.

d. Oversight of administrative arrangements for purchased mental health services,
inclusive of: information infrastructure resourcing and support, data c ollection,
implementation of a Minimum Data Set, outcome measurement protocols,
feedback processes and public reporting.

e. Oversight of decisions on recommissioning of community services to ensure they are
aligned to the service specifications and populatio n planning approaches of the
National Mental Health Service Planning Framework.

f. Maintain an active brief on service development activities within the Hunter NDIS
trial site to increase understanding of the NSW impacts arising from eligibility criteria,
be nchmarking report application and emerging population needs.

g. Monitor introduction and contribute to an organisational readiness support
package for the sector, including consideration of the findings from the MHCC P4H
organisational preparedness survey (s ee Appendix A and B).

2. Align CMO purchasing decisions with the directions of the NSW Mental Health Strategic
Plan and allow enough time to include the development of a Ministry of Health
Community Mental Health Framework. In communicating this, MHDAO needs to be
clearer to CMOs on the scale of change being planned and the reasons for these
changes. Provide a vision for how the consumer journey should happen through new
funding arrangements.  For example:

o0 Easier navigation and access to services
o Increased individual choice of services and activities
o0 Clearer referral process for GPs, LHDs, consumers, carers and other CMOs

3. Extend funding and refine CMO contracts to current organisations for FY 2015/16 as per
FY 2014/15, providing stability to current organisations while the Community Mental
Health Framework is developed.
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4. Recontract HASI packages that are due to be retendered in 2015 for a one -off period
(up to the beginni  ng of P4H purchasing) in a select tender process to allow all CMO
program funding to be contracted in line with a newly developed Community
Managed Mental Health Sector Development Plan

5. Provide funding for a 2015/16 sector readiness program to engage with and support
the community mental health sector during the P4H transitions.

9 Capacity building grant funding to enhance sector readiness and capacity
building similar to those provided in FACS Homeless ness and Disability reforms.
The relevant community mental health areas are:

o0 Client experience (program range and responsiveness)

0  Service provision (organisational capacity)

o0 Policy and p lanning (planning, funding and evaluation)

0 Research and development  (innovation and growth). 2

1 P4H reform readiness communication and training initiatives (to be costed
following negotiation of deliverables), including:

0 Managing client transitions
0  Workforce redeployments
0  Minimising sector instability.

Details on communic ation & training initiatives proposed to be  progressed provided in
Appendix A.

6. Consult with the community mental health sector on:

0 The opportunities, challenges and intentions of a centralised intake and
assessment model.

o Individual packages of care as the main service delivery model and how to
contract for service types not designed be provided as individual packages
(e.g. drop -in centres, group activities, infrastructure  -based services, etc. ).

0 The utility and effectivenes s of CMO partnership contracting methods in the
context of individual flexible packages of care.

0 The opportunities and advantages of corelinfrastructure funding

o Considerations about accountability and safeguard mechanisms

7. Review all non-acute public ment al health services for their capacity to be more
effectively delivered in the community. Where the community integration, rehabilitation
and support components of a service outweigh the acute care components,
consideration should be given to purchasing the service from a CMO through
tendering processes.

2 These sector capacity development framework elements are derived from: Mental Health Coordinating
Council 2010, Building Capacity in the NSW Mental Health CMO Sector: A Review of the Literature . NSW
Australia.
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Valuing the Community Managed Mental Health
Sector

The essential contribution of the mental health CMO sector in supporting recovery of people
with lived experience of mental health conditions in NSW has steadily gain ed recognition . This
acknowledgement isclearly stated in the actions to be progressed with implementation of the
NSW Mental Health Strategic Plan . The Strategic P lan highlight sthe need to correct the state
imbalance of community -based and ¢ ommunity managed mental health services in
preference to costly hospital based alternatives that are not well placed to progress the social
inclusion principles associated with recovery.

CMOs are central to a community -based mental health  service response . A majority of CMO
staff are tertiary qualified mental health professionals. Unfortunately their skillsets are regularly
minimised when compared to  those of nursing and allied health, even when those

professionals are untrained in mental health specific competencies. According to the  National
Mental Health Workforce NGO Scoping Study (Health Workforce Australia 2011) 43% of workers
in CMOs identified as having health qual ifications fi mostly in social work, psychology or

nursing A and 34% of workers had a vocational qualification with the majority of these being

at the Certificate 1V and Diploma levels. Thisrecognition issue is one of the main obstacles to
integrated servi ce delivery and effectively realigning mental health services towards

community and recovery orientation.

The mental health CMO  sector in NSW has been at the forefront of recovery oriented care and
practice. Multiple reports and organisational resources have been developed by the sector to
progress implemen tation of recovery orientated practice throughout the human service

system. The civil society underpinnings of CMO ensure that every dollar spent re sults in high
quality value -added services that are no t able to be provided as affordably by public or
private for -profit agencies . CMOs are driven to expand their competitive advantage in

generating social capital by developing new and innovative service models, such as hybrid
cross-agency services, social e nterprises and social movements aimed at enhancing public

health.

A further value -add that has historically been considered in grant -making processes has been

the capacity for clients accessing CMO  -provided services to be pr ovided access to the range

of other supports and services available from those CMOs. |t is part of many
enable , where appropriate, the cross-utilisation of skills and services funded by multiple

agencies . Community managed mental health service sin NSWhave strong local networks

and are proud of their reputation for &o Wrong Door &approach eswhen co -existing

conditions are present, such as alcohol and drug misuse, physical and cognitive  disability

issues and risk-factors such as housing instabi lity, social isolation and involvement with the

criminal justice system .

However, CMOs should not just be considered for what isoften wrongly viewed as  their

C M(

traditional 6 di sabi lity/ community supportdé expertise. CMOs

promotion , prevention, early intervention, rehabilitation and medical services. In line with the
Strategic Plan, there are considerable efficiency, practice and quality benefits to be gained
by reviewing all voluntary  public inpatient/outpatient ~ components of LHD mental health
services for their potential to be contracted to community -based and community managed

organisation s.Recente x ampl es of these i n NSWwmmunégy hulhneoded lini k e

Western Sydney and sub -acute mental health services  such as the step -up/ step down services
in Orange and Broken Hill . In addition there are a number of residential rehabilitation and living

skills programs across the state that could be effectively transferred to community sector

providers.
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There is a compelling case for establishing a test for every planned service  that assesses
whether an external CMO  service provider could deliver comparable or better outcomes

more efficiently. The MHCC propose that where the community integration , rehabilitation and
support components  of a service outweigh the acute care components they are more
effectively placed with a CMO. As the CMO sector continues to mature more treatment

services will be integrated into CMO option s, and the Ministry and LHDs as contract ma nagers
should assess the financial and performance management advantages to CMO provision.

A strong case for mental health services managed by the
community

There are a number of advantages to contracting CMOs to deliver mental health service sin
an expanded range of  service areas:

1 Recovery orientation as the core service rationale
One of the major findings from the NSW Mental Health Commission 0s Reiptmatr t
mental health service design remains  encumbered by the hospital -centric focus
embraced by some planners and decision -makers. The centre o f gravity has remained
t hathospftalser vi ces with community out rceaardiy r at her
services with hospital backup @

The NSW CMO sector isrecognised as pioneer s inrecovery oriented ser vice delivery
and trauma informed care and practice . It is arguable that many CMO workers receive
more training in specific mental health care and practice than isavailable inthe
generalist health qualifications of public mental health staff.

1 Performan ce management through purchaser/provider spli t
Contracts are an effective mechanism to achieve LHD objectives for population
mental health planning . When properly implemented they clarify partnerships, allow for
negotiation and shared aim, and greatly increase accountability for outcomes. CMOs
are flexible structures , whereas in public services it is difficult to  switch the staffing and
service model if they are not effectively meeting consumer and carer needs.

When a government purchaser of services is also a provider of services there is

tendency to retain services in -house to maximise resources. Externally provided services
are the first to be los t even if this is not the appropriate balance of service provision for
the local population. Contracting services where they are able to be defined and

managed is a viable solution to this  dilemma .

1  Workforce and asset flexibility
Hospital -based mental he alth services in particular are subject to rigid workforce
governance and regulations. Clinicians can be allocated to activities that do not
inherently require medical competencies, and have entrenched levels of high

remuneration and industrial conditions. CMOs are not bound by these requirements
and so can be tailored exactly to the requirements of a mental health program
specification.

1 Innovation
Collaborative competition breeds innovation and feeds back into improving the overall
mental health system. Many CMO s are able to demonstrate  flexibility, innovation and
creativity in supporting service users. They work collaboratively  with other providers and
adopt person -centred model sof carethatcanaddressall ofa personds needs.
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1 Competition
Competition leads to greater self -reflection and assessment of what can be done with
the resources available and in partnership or consortia with others. It creates an
environment where clear articulation of practice approaches is required and where
demonstration of outcomes is the major focus of service implementation.
This idess the case in the public system

1 Value Adding
Community organisations are able to attract funding and resources from a range of
sources outside of NSW MoH funding streams. This capacity ena bles organisations to
extend services, programs and activities provided to service users.
Value adding is also achieve d through accessto property owned by the CMO, a
volunteer base , business partnerships, philanthropy, fundraising, c  ommunity
participatio nand development of social capital.
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Partnerships for Health - Opportunities

Realising the Ministry of Health Community Mental Health
Framework and the Community Managed Mental Health Sector
Development Plan

Itis important that MHDAO and LHDs have had the  opportunity to respond to the
recommendations of the NSW Mental Health Strategic Plan , prior to decision sabout the
contracting of community based services. Many of the actions of the  Srategic Plan have
considerable implication s for the MoH and LHD mental health services.  Of particular note is
Srategic Plan recommendation 5.1.1:

NSW Mental Health Commission (2014). Living Well: A Strategic Plan for Mental Health in
NSW 2014-24.

Recommendation 5.1.1 & Rebalance our mental health investment to transform NSW from
the lowest spending to the highest spending Australian jurisdiction, per capita, on
community mental health by 2017 . This will involve:

1 The NSW Ministry of Health directing all mental health growth funding to
community mental health.

1 The NSW Ministry of Health using its service agreements with Local Health Districts
to purchase greater community activity volumes to rebalance existing
investments.

1 Local Health Districts adjusting the mix of |  ocal services to achieve the
rebalancing required and reporting regularly on activity levels and against service
performance measures established with the NSW Ministry of Health.

1 Local Health Districts forging new partnerships with community -managed
organ isations and/or the private sector to: coordinate mental health care in the
community; leverage and integrate with general practice, and private psychiatry
and psychology; and explore opportunities for new models and service
arrangements that offer efficie  ncies and meet the needs of people with mental
illness and their families and carers.

1 The NSW Ministry of Health providing leadership to the reforms through the
articulation of a new framework  for a contemporary NSW community mental
health system , underpi nned by recovery -oriented values.

1 Supporting the development of innovative community -based alternatives to
hospital admissions. This could include the use of social benefit bonds and other
mechanisms.
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This is a clear policy direction for the MoH to incre ase community based alternatives to
hospital , to work collaboratively with the CMO sector , and to develop a broader community

mental health framework inclusive of CMOs . The development by the MoH of a Community
Mental Health Framework is an important piec e of foundational work, especially since the
previous NSW community mental health strategy was concluded in 2012. 3

As a result of the establishment of the M ental Health Commission and the resultant Strategic

Plan for NSW, mental health is in a uniquely advantageous position to implement the P4H

reforms againsta 6 new fr amework for a contemporary NSW commu
MHCC strongly believes that the framew ork should be developed before the sector

undergoes the P4H funding restructure

The proposed MoH Community Mental Health Framework (2014 to 2024) would allow for longer

term planning and more strategic approaches to NSW mental health sector reform that ar e

also consistent with national  directions. It would also provide a vehicle upon which the NSW
Governmentds three year $115M fundidagaficsostagei t ment t o
response to the Mental Health Strategic Plan - could be taken forward and fu rther built upon.

In addition, the new Community Mental Health Framework will provide a comprehensive
reform direction against which to address Strategic Plan R ecommendation 8.3.2 (i.e., the
development of a  Community Managed Mental Health Sector Developme nt Plan) .

NSW Mental Health Commission (2014). Living Well: A Strategic Plan for Mental Health
in NSW 2014-24.

Recommendation 8.3.2 8 The NSW Ministry of Health will establish a community -managed
sector development plan which includes strategies to strengthen and expand the
community sector workforce, and improve the management and collection of data.
The plan should be modelled on th e successful development work being undertaken in
the disability sector and supported through National Disability Services.

As this Briefing and Recommendations P aper has already argued, it makes little sense to
implement the mental health components of P4H reform without aligning them with the policy
directions and commitments of the NSW Mental Health Strategic Plan. A Community Mental

Health Framework and interdependent Community Managed Mental Health Sector

Development Plan would comprehensively outlin e the MoH role and responsibilities in
providing community servicesto  address the mental health conditions  of people in NSW. The
Community Mental Health Framework and Community Managed Mental Health Sector
Development Plan  would inform resourcing decision  s,including P4H purchasing . The inter-
relatedness of these activities, processes and document required to support P4H funding

reforms is illustrated over page in Diagram 2 .

3 NSW Health (2008). Community Mental Healt h Strategy 2007 -2012 (NSW): From prevention and early
intervention to recovery.
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Diagram 2: NSW Health Reforms Affecting Community Mental Health
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Broaden the components of service provision considered under
Partnerships for Health

P4H should be considered a major opportunity to pursue the broader aims of the NSW Mental
Health Strategic Plan. As demonstrated above , while P4H is about funding reform it is equally
about sector reform.  The risk of not associating CMO/NGO funding reforms with sector reform
directions have been well learnt through the recent Victorian experience that is further

discussedi n t he O PmMgHe sCoh aslelcet i on. of this paper

Innovative service models, such asthe  LikeMind scommunity hub model, will help achieve
greater service integration. Other partnership models that should be profiled by the ICB and
MHDAO to LHDs when facilitating their involvem  ent in the design, implementation and
evaluation of the P4H funding approach include

Step-up/ step-down

Sub-acute

Headspace

Coordinated community program intake and assessment (e.g. Victorian model)
Consortia approaches to specific services based on the Partners in Recovery ( PiR
contracting model

Service coordination service models , e.g. LikeMind s

Integrated case management

Promotion and prevention

Early intervention

Work readiness and employment  support

Family and carer support

Family therapy

Suicide prevention

Peer support

Access to psychological and other talking therapies

= =4 -4 -8 -9

= =4 =4 8 -8 _9_9_9a_-49._-2°
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Many NSW Mental Health Strategic Plan recommendations present opportun ities for the MoH
to shift services to the community, truly innovate, and find efficiencies. These should be worked
through in detail between MHDAO, LHDs,MHCC, NSW CAG (Being) and ARAFMI.

In 2012 the MHCC reviewed LHD level mental health rehabilitation and support services being
provided by public services to ide  ntify those services easily able to be outsourced to the CMO
sector. Examples included housing integrated support programs, day care and drop -in
centres, and various residential and community rehabilitation services.

The MHCC provided this document to MHDA O to highlight the range of services that would be
more rationally provided by externally contracted CMOs. Many services were identified, and

while it requires some updating, there are many services which should be considered for
transfer that may not be w ithout leadership from MHDAO. This information has subsequently
been provided to the NSW Health Minister.

Population planning for all community mental health services

The NSW mental health CMO sector is strongly invested in the work of the MoH funded MHCC
Sector Benchmarking Project 4, which was developed as a further layer of depth to National

Mental Health Service Planning Framework (NMHSPF) modelling for community mental health
service need. CMOs contributed extensive time and resources (over two years) to the Ministry
to assist in the development of these planning models

Diagram 3 on the following page describes the service types currently being delivered by the
NSW CMO sector and demonstrate sthe diversity and complexity of the current community
mana ged mental health  sector . They are divided by those modelled in the Sector Mapping
Project report 5 and those un -modelled (where individual packages would not make sense for
the service design). Emerging and non  -mainstream mental health services are also

co nsidered.

We emphasise that there are  service types that have not been modelled at a population level
due to their delivery format  (e.g. promotion/prevention, advocacy; see more information in
Diagram 3 below and also in  Appendix C ). These will also be e xpected to continue to be
delivered by the MoH to ensure continuity in sector coordination and infrastructure support.

It is important to note that a core principle of the National Mental Health Service
Planning Framework is that all of community mental he alth should be planned without
consideration to whether it is provisioned publicly or purchased externally ( (provider
agnostic §. This is a clear indication that P4H should be incorporated into a broader
community mental health review and planning process.

MHCC, through its partnership with the Mental Health Commission of NSW, has been

advocating for local level population based planning approaches to mental health sector

reform and development.  An early practical example of this as related to the profoundly

changing local environmentin the Hunter NDIS trial sit e is provided as Appendix D. This
illustrates that there are many more people with severe and persistent mental illness than are
known to the Hunter New Eng land Mental Health Service (HNEMHS). Of those that are known

to HNEMHS discussions are required about their access to a full range of treatment,

rehabilitation and support services  and the outcomes being achieved th rough this access. This
needs to include consideration of existing local  health district mental health service and other
community infrastructure.

4 Mental Health Coordinating Council (2012). Sector Benchmarking Project: Final Report.
5 Mental Health Coordinating Council (2010). NSW Community Managed Mental Health Sector Mapping
Report.
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Another example of usinga  specific needs population modelling approach to determine

service responsibilities is provided in  Appendix E (i.e. rural an d remote residents, Aboriginal
people and people with culturally and linguistically diverse backgrounds). This shows how the
specific needs issues of certain population groups might influence the population estimates for
community based psychosocial rehabi litation and recovery support services against the seven
key service types considered in the Sector Benchmarking Project.

The NSW Sector Benchmarking Project went further than the National Framework by collecting

a detailed snapshot of CMO services provide d across the state. This allowed an approximate
gap -analysis to be undertaken. The findings of this analysis was of substantial inequalities of
service access across NSW. Many state and Commonwealth programs appeared to have

been purchased with little regard to the other services available within their regions.

Developmentofa Community Mental Health Framework , Community Managed  Mental
Health Sector Development Plan  or P4H mental health program  purchasing plan must be
cognisant of the specific shortfalls identified  with in individual LHDs and across some specific
population groups  which will require special attention.
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Diagram 3: Summation of CMO Services Provided in NSW as per the MHCC Sector
Benchmarking Project
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Partnership model s

The MoH wants to reduce administration and increase efficiencies by managi ng less contracts
in each LHD. The Ministry has signalled that the P4H reform process will lead to purchasing from
a smaller number of providers . CMOs are concerned thatif  the government adopts a

consolidation agenda , reducing both the number of CMOs and the types of services they
provide, thatt he advantages of a diverse community sector may be reduced . Small and
medium -sized organisations provide local community responsiveness, innovation and

creativity. Larger organisations provide comprehensive quality sy stems and economies of
scale. A healthy CMO sector requires the existence of a diversity of organisation sizes and

types in order to remain energetic and flexible.

For mental health consumers living in the community to transition safely between services itis
important that the CMO sector be supported to adapt to new purchasing conditions in an

open and orderly fashion. MHCC have already exposed its membership to a variety of

partnership options including Australian and New Zealand case -studies of successf ul consortia ,
mergers and takeovers .

As a result of research and consultation feedback  from members , MHCC take sa position that
partnership approaches to service delivery have the potential to improve service quality,

access and efficiencies. Amix of  service types and capacity  enables retention of smaller
providers and their value add  whilst extending the economies and infrastructure of larger
providers.

The key to success in a sector support approach will be timely communication with the MoH
and suf ficient resourcing of organisational readiness activities. When clear purchasing

directions and tender conditions are announced the CMO sector will work fast to respond,
and indeed has already begun to adapt as best it can, given the information available Af
CMOs are well -supported during reform then they are more likely to configure themselves in

the way the Ministry prefers while retaining their collaborative relationships.

MHCC has investigated recent organisational readiness initiatives implemented b y FACS and
ADHC to support sector reform and the process of organisational support provided to

Victorian mental health providers to support the recommissioning of community services

undertaken in that state in 2014. The potential composition of an organisa tional readiness
program of support to underpin P4H is provide d in Appendix A ( Briefing Note for the NSW
Ministry of Health ).
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Develop a new CMO Data Management Strategy

Should most services be recontracted at the same time there is an opportunity to fi nally
develop a single Minimum Data Set (MDS) for the NSW community managed mental health

sector. When the MoH decides on the services and tendering arrangements for P4H, reporting
requirements for successful CMOs will then become an area of focus that cou Id benefit from
revisiting Phases 1 and 2 of the NSW Community Managed Mental Health Data Management
Strategy (DMS).

The MHCC initially developed the DMS as a component of the NSW Health funded Mental

Health NGO Infrastructure Grant Project to provide an e xhaustive blueprint for data collection,
system design and reporting standardisation for mental health CMOs in NSW. The initial

Minimum Data Set (for organisations in the sector, rather than for NSW Health) enabled
organisations to collect data once and pr ovide reports to over 20 government funders of
community mental health services, both state and national.

The delivered Minimum Data Set was accompanied by a Comprehensive Data Set, intended

to provide a starting point for negotiation between NSW Health a nd the CMO sector on a
single data set specification that would be publicly available so that any organisation funded

to provide a mental health service in NSW would be able to seamlessly collect and report

data that can be usefully analysed by NSW Health and reported publicly. An additional
advantage of developing an agreed data set between CMOs is that standardisation provides
collaboration opportunities to do large -scale research and quality improvement, service
benchmarking and cross -sector social impac t measurement.

The MoH acknowledged that developing a Minimum Data Set for the sector would require

resourcing and quality improvement support for organisations to ensure compatibility between

CMO data systems, high levels of system usability and staff com petence, and minimal

reporting errors or omissions. The MoH funded the MHCC in 2010 to undergo a second phase

of the Data Management Strategy in which it co -developed a Draft Business Plan with Deloitte

to resource, support and test a comprehensive data co llection and reporting program for the

NSW community managed mental health sector. The work was unable to be actioned by the

MoH in 2011, however the quality of the MHCCO3s str al
Commonwealth Government when it used the DMS as the basis for development of the

National Mental Health NGO Establishments Minimum Data Set.

Recently the National Mental Health NGO Establishments Minimum Data Set has been

transitioned to a Data Set Specification until more jurisdictions are able to collect the required
information. However this Data Set Specification would provide a solid basis for the

development of an updated NSW Minimum Data Set which would open up all the

advantages inherent in a standardised sector data collection.
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Partnerships for Health - Challenges

Insecure funding and limited engagement with the sector

Since release of Partnerships for Health: A Response to the Grants Management Improvement
Program Taskforce Report (March 2013) there has been limited communication about
subsequent P4H funding reform directions . CMOs are uncertain about the number and
locations of services being tendered for, the unit  -costs of expected services, or the types of
programs to be purchased. Since the P4H response  to the Grant Management Improvement
Program, instability around continuation of funding  has resulted in unnecessary staff turnover
and lost social capital as  staff move to more secure employment opportunities. In unstable
environments organisations must assume the worst and plan accordingly to remain financially
viable. This includes reducing staff training budgets and other infrastructure spending.

Much of this instability is reminiscent of the recent Going Home Staying Home  (GHSH) reform of
the Specialised Homelessness Sector. It became clear duri ng GHSH that the downsized

Housing division of the NSW Department of Family and Community Services (FaCS) was bei ng

asked to implementa  new purchasing program without reflecting on whether they held all of

the requisite information or skills to ensure an orderly and equitable transition. Many CMOs

subject to major change processes and agendas were insufficiently supported and this

resulted in some organisational closures that may not have been necessary. The process of

tendering forwomends r ef ug aspartculavly preblematic and resulted in substantial
unplanned costs to secure safe client transitions and sector reconfiguration.

In the P4H process, i tis still unclear when or how LHDs,local communities and organisations wi |l
be consulted 0 beyond the level of peak bodies and LHD Mental Health Directors, etc. - and
how these consultations will be meaningfully reflected in purchasing decisions. Without a clear
program of organisational readiness support and consultation on lo cal consumer, carer and
community needs , the sector remains concerned that P4H is fated to repeat the mistakes of

GHSH.

The information and consultation forum scheduled by MHDAO in late February 2015 is a
welcome commencement to what will hopefully be the first initiative in a comprehensive
process of information sharing and sector feedback opportunities.

Avoiding the chaos of the  Victorian 2014 community mental
health reforms

Consumers, carers and CMO mental health service providers experienced disrupti on and

confusion during the retendering of community managed mental health services in 2014.

Partially this is due to the medium -term intention of the reform sto wind-d own Vi ct ori ads
mental health funding program (further detail is provided on page 21), but it smany disruptive

effects may have been reduced had there been more thorough engagement and

communication with the CMO sector prior to designing and implementing the change

process.

The Victorian CMO mental health peak body VICSERV reported 6 the experience of a mental
health CMO sector that embraced the need for changes to service purchasing to promote
sustainability and deliver quality evidence based services. They advocated for the introduction

of individualised and flexible program structures for some se rvice types, a population planning

6 VICSERV 2014,Submission to the Community Sector Reform Council: Reflections from VICSERV on the
recommissioning of community managed mental health support services , Melbourne.
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approach, sector development to ensure CMOs could best deliver the new services and
engagement with the sector on future service planning. The Victorian Department of Health
responded through a set of consultations and a reform framework which had a high degree of
alignment with these expressed direction s, however there was significant disagreement about
how to achieve the reforms.

The changes that occurred were substantially larger than that indicated during the

consult ation process and little planning or resourcing eventuated to support consumers, carers
and CMOs through the upheaval that has shaken the sector. While it is too early to evaluate

the success of various components of the Victorian reforms, there are some o utcomes that
have already been observed:

91 Poor diversity and lack of choice
The primary rationale given for the Victorian purchasing decisions was that the
introduction of individualised packages as the main purchasing method would enable
access and choice  for consumers between a range of community mental health
service providers. It quickly became clear that insufficient organisations were funded,
especially in the regional locations, to provide a genuine choice for consumers. There
was also an apparent de crease in the number of service packages available in each
region, effectively creating a system of winners and losers based on the unfinished
eligibility definitions of the NDIS.

1 Poor communication on the scale of change
While CMOs were given broad polic  y directions and engaged in superficial discussions
of the approach being taken to reform, CMOs were never provided with concrete
numbers ahead of time to allow them the time to assess their place in the sector and to
plan for their future. The small numbe r of contracts made available, the number of
packages being financed and the unit costings for those packages were not made
available for comment ahead of the tendering process. This took most organisations in
the sector by surprise as it was more of adep  arture from standard process than most
had been led to understand from earlier presentations on the reform directions. The
direct financial and personal costs born to CMOs were indirectly costs to Government
and the community in the form of unnecessary wor kforce, consumer and carer
instability.

9 Consolidation of service providers weakened perpetuated market risk
The dominance of a small number of service providers was perpetuated and extended

due to the design of the tendered services. Smaller organisation s had little way of being
able to provide the services being tendered for. Many small organisations spent large
amounts of unfunded time developing consortia at the encouragement of the

Department of Health, only to find that this was not a preferred optio n when

purchasing decisions were made. Only one substantial consortia won a contract in the
retendering process.

Concerns from consumers and carers were not address ed regarding the potential for
market risk should one of the larger organisations fail to deliver quality services.
Opportunities for innovation are also perceived as having been stifled in Victoria. Many
organisations have also decided or been forced to withdraw from the community

mental health sector which has resulted in less joined up servi ce delivery in relation to
the Alcohol and Drug, primary care, and specialised homelessness services provided in
the state.
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1 Workforce mobility and shortages
The community managed mental health sector already struggles with similar workforce
capacity issues to those being experienced in the public mental health workforce.
VICSERY reports that 44% of the total CMO mental health workforce has been
estimated to be on  the move 0 either through redeployment, redundancy or ceasing of
contracts. In addition, around 2,500 consumers were identified as needing to move
services, with other services expecting to manage a higher number of consumers than
they have been funded fo  r through natural attrition. It remains unclear what
percentage of this skilled workforce has permanently exited t he sector.

91 Poor consideration of services not suited to individualised packages of care
Overall the sector reforms resulted in a move away fr om site -based and group -based
community mental health programs which catered for large numbers of people. Many
consumers expressed feelings of immediate | o0oss o
belonging.

In addition , the process of change itself was overw  helmingly an experience for CMOs of a
rushed agenda without clear explanations of the timeframes or processes involved. The

process continually fell short of the initial promises made by the Department. Timelines were
not met and became shorter, communicat ion was infrequent and vague, feedback loops did
not exist and much work was undertaken in secrecy. There were many instances of poor
collaboration practices, and where peak bodies were presented with reform material it

remained unnecessarily confidential, limiting opportunities to consult with broader membership
and stakeholders.

There were also many tender design and development issues which appeared to stem from a
lack of capacity within the Department to comprehend the nature and composition of the
sector, and the psychosocial rehabilitation and recovery support needs of consumers and
carers. Finally, the transition itself was poorly planned and poorly resourced.

Unclear contracting approach

The draft and confidential ICB  guidelines specify a range o  f different contracting responses

that should be used depending on the availability and appropriateness of the secto r 6mar ket o
Options include competitive tendering,  closed tender processes, invited applications and

establishment of sole provider status.  Rationale as to why MHDAO may support any single or

any mix of approaches should be made transparent in terms of reform directions in the mental

health sector. This isespecially so given that many of the tendered services currently provided

are widely regarded as high quality and the number of viable service providers need to be

grown, not reduced, to achieve mental health sector reform directions

I'n relati on t o,thérsisdurently moappadre ratordale for which organisations

would attract this  status. Funding uncertainty affects an organisations ability to plan resourcing
and maintain its workforce.  If it is demonstrable that a CMO and/or its funded program is a

unique offering, ho Ids a respected stakeholder status,  or that there is no realistic market  for the
service, then a competitive tendering process is resource intensive and wasteful.

Consideration needs to be given to the range of contracting options such as local level

coll aborative tendering processes , similar to that which occurred with the establishment of
Partners in Recovery (Pl R) organisation consortium . This approach could be understood to be
more consistent with directions for mental health sector reform (in line wit h the NSW Mental
Health Strategic Plan and including greater reliance on local level population based planning
approaches).
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State-wide and sole provider services

I n I'ine with the NSW Gover nmehastbées decentralisimgtmang of ftss |,

functions and processes to the LHD level. This allows greater local community control and
responsiveness to health needs. The P4H reforms appear to also involve a move toward
decentralisation of CMO purchasing where LHD s will more often be the decision -making and
purchasing bodies of community mental health services.

The MHCC maintains that there will continue to be a need for some services to be provided at

a state level. While detailed recommendations would require b etter access data on programs
currently funded by the MoH, the MHCC propose that three rationales for maintaining state
funding are where

0 Activities require interaction at a state departmental and/or legislative level
(e.g. peak and representative bodies )

0 Their service model requires access/intake to be from across the state (e.g. telephone
based support lines)

0 The expertise offered by service is not realistically able to be provided across the state
by every LHD (e.g. Black Dog Institute, Mental Health A ssociation).

In addition to considerations about the governmental level at which a service is funded,
consideration should be made on reducing unnecessary effort when purchasing services that
clearly can only be provided by one organisation.

The MHCC m aintains that, a s state-wide peak bodies, the following community mental health
organisations should be allocated Sole Provider status and considered exempt from the P4H
tendering processes:

0 Being (previously NSW CAG; consumer peak body)
0 ARAFMI (carer pe ak body)
0 MHCC (community sector peak body).

Some services that may also be considered for ~ Sole Provider status as a result of specific
functions include: those meeting the ne eds of a specific population group state -wide or in a
specific region e.g. STARTTS, Weave; those providing a unique therapeutic or support

approach e.g. GROW; and those where the model of care should be made accessible across

the state e.g. NALAG. Other providers may also be considered for sole provider status,

however this isdifficult to determine without greater understanding of the P4H tender design
plans.
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Emerging Approaches

Individualised Flexible Packages of Care

A funding trend in New South Wales  (e.g. homelessness and disability funding ) and Victoria
(community mental health) has been the development of service contracts into

individualised 7 and flexible packages of  care; enabling the client to partially determine the
services they receive to facilitate their recovery.

It is important to acknowledge t  hat the Victorian purchasing model undertaken with the
reform of community ment al health services was
three year commitment to phase out community mental health services due to their funding
source bei ng 0thaNDISeltds not,rard ndver was, intended to be a

comprehensive or sustainable community mental health service response. This is most evident

by the decision to base eligibility criteria on the NDIS Tier 3 threshold. (The new Victorian
government has co mmitted to review th isfunding model in response to sector concerns )

The key characteristics of an individualised package of care are:

Modelled and costed activities

Organisations tender for a set amount of funding modelled on a certain number of clients fora
certain number of activities. In the case of the Victorian model this is then broken down to a

costed hourly rate, however in other cases it can be a modelled budget per client with a

flexible and negotiable set of KPIs depending on individual varia tions in need, much like HASI.

Inclusive costings

Unlike traditional and current CMO funding methods, no other funding is provided for core,
infrastructure, administrative or workforce resourcing. This is the most destabilising effect of
package -based fun ding reforms that replace grant programs. Sometimes the costs for
administrative overheads are fully factored into the overall modelled cost. Just as commonly
these costs are not calculated realistically.

Choice as program driver

Individual client choice  becomes the primary driver of the packages. Organisations have the
flexibility to provide or outsource components of the packages of care they provide. This is
contingent on a range of services and service providers being available to the consumer.

Aside from the NDIS, which involves a larger set of reforms and assumptions, the two most

relevant reforms that have adopted the individualised flexible packages of care model

occurred in 2014. They are the community mental health reforms of the Victorian Departm ent
of Health and the = Going Home Staying Home reform of Specialised Homelessness Services by
the NSW Department of Family and Community Services (FaCS). Both reforms have been

ambitious and there have been a number of observable issues from the outset, inc luding:

1 Communication focused on the structure and process rather than providing a coherent
rationale and vision for how the reforms would benefit consumers and how
organisations would be supported as respected partners in the service system. This was
espe cially exacerbated by the Victorian Department of Health strictly forbidding CMOs
from communicating the changes occurring throughout the reform process. Some
clients still dondt wunderstand why services
new process.

7 Note: an individualised package of care, such as those prov ided by ADHC, is not the same thing as an
individual package of care, which is a standard method of establishing resourcing targets for health
populations as used by MH -CCP and the National Mental Health Service Planning Framework.
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1 The timeframes for reform were well communicated but poorly planned. Substantial
changes to historical funding models require a period of support and change
management to ensure that good services comprehend the scale of change
occurring, plan accordingly and remain viable. Substantial consumer, carer and
community sector hostility could have been avoided through a timeframe that allowed
for the scale of organisational restructure required.

9 Unit costings were not transparent and hastily developed. Similar to the NDIS, when a
package of care becomes the unit of funding, organisations focus their attention on
the apparent rationale for how the packages have been costed. It is essential that
package costings are realistic enough to enable CMOs to deliver on t he KPIs set by
government.

HASI is notable in this regard. The positive outcomes achieved through HASI can largely
be attributed to its pricing framework. This would therefore be an appropriate
benchmark, particularly if there is flexibility to allow for the variable levels of service
need that an individual client can experience.

1 While the Victorian reforms highlighted the need for choice and control of service
offerings, only a small number of organisations were funded to provide packages in
each regio n. This invalidated any real sense of choice, especially as most services
appear to be running out of available packages and in some regional areas only one
provider exists. Worryingly , much of the time the organisation making the referral was
also a major provider of packages in that region raising a question about conflict of
interest .

Regardless of the inherent risks, there is great potential for individualised packages of care to

deliver better experiences for consumers of community mental health servi ces in NSW.
However packages of care are only designed for modelled services (see Diagram 2), which is
only a subset of the full range of community mental health services as specified in most mental

health planning frameworks and reports.

Proviso: Individ ualised packages of care are not appropriate for all service types

Individualised packages of care will not be appropriate for people where engagement in

services is difficult, even though these are some of the most important people to provide

services to.

Current methods employed by the community managed mental health sector include: Drop -
in centres, Clubhouses, Assertive outreach, Social and recreational programs, Recovery

colleges, and a range of mutual support and self -help services. Drop -in centres in -particular
have demonstrated sound recovery and social inclusion outcomes for people recovering from

mental health conditions.

A strong evidence -based example of a multi  -program centre -based service is that of the Day

to Day Living (D2DL) program 9 a hig hly successful program that would not easily be funded

through individuali sed packages. The D2DL program h;:
appears to be directed toward Tier 3 participants only, meaning that the gap between those

receiving group -support services and those determined to need group -support services is

already growing (based on NMHSPF or Sector Benchmarking targets).
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Non -individualised package services  are some of the most important for those who are unable
to be proactive with their own care. They are also some of the most vulnerable people in the
community. Consideration may be required for a way to find this capability outside of a formal
individualised funding approach. Perhaps linking funding toward moving these people into

formal pac kages of care over time would be an expected outcome of such services.

The lack of core -funded drop -in centres and group support services has been one of the major
structural deficiencies of the Victorian 2014 community mental health reforms (as discussed
earlier in the P4H Challenges chapter).

Potential Consolidation of Intake and Assessment

A recent service development in Victoria is the introduction of telephone -based consolidated
intake and assessment service s. Thisservice is provided by three CMOs co  vering different
regions of the state. In most regions the CMO providing the intake and assessment service also
provides a range of services that the intake service can refer to.

It is difficult to find detailed information about the exact service model in operation, however

according to the Neami National website the service is intended to:

1 Screen and determine eligibility to receive support

9 Prioritise referrals

1 Refer eligible people to support services for a comprehensive assessment

1 Provide screening information to support services - with the person's consent - to avoid
people having to repeat their information

1 Follow up referrals to make sure people are getting access to the s ervices they need

1 Pr