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INTRODUCTION
Tandem, formerly known as the Victorian Mental Health Carers Network, was established in 1994 and is the Victorian peak body for families/carers of people with experience of a mental illness or emotional distress. It is a not for profit community based organization with charitable and DGR status.  
Tandem promotes and advocates for family/carer involvement in treatment and recovery of people experiencing mental health difficulties, family/carer participation in planning, delivery and evaluation of mental health services and appropriate support for families/carers. 

Our principal areas of work are:

· systemic advocacy

· contributing to mental health policy development

· information provision

· development, delivery and promotion of family inclusive training for the mental health workforce

· development delivery and promotion of training for families/carers in being effective carer representatives

· research activities including MH ECO (a quality improvement tool for mental health services)

· administration of the Victorian Carer Support Fund on behalf of area mental health services.  
Our submission has been written to reflect the experiences and needs of our client demographic, that being Mental Health Families and Carers across Victoria. We have therefore focused on our core areas of expertise. 

BACKGROUND
The deinstitutionalisation of mental health hospitals over the last 25 years had a clear focus on treating people in the community wherever possible. However there was no emphasis upon supporting and assisting family carers or the family unit to provide care in the community. Yet the family unit and care by families and carers fulfils a vital role.  The quality of life of people with a mental illness who do not receive family support is often poorer than for those who do. One example of this is the great risk of homelessness that people with a mental illness are exposed to and the costs to society if the family unit breaks down.
UNDERSTANDING MENTAL HEALTH FAMILIES AND CARERS - A SNAPSHOT 
Who is a Carer? 
· A carer is a person whose life is affected by virtue of a family or close relationship and caring role with a mental health consumer. 

How many Australian adults are caring for a relative with a mental disorder?
· 15% of Australian adults are mental health carers – this equates to nearly 2.4 million individuals. 

How do carers experience their care-giving role?

· Care-giving is associated with a relatively high degree of emotional and psychological burden, in the sense that mental disorders and psychological stress were found to be linked to being a carer.

· Mental health carers expend on average 104 hours per week caring


· Carers have the lowest wellbeing of any cohort ever measured in Australia 
 Greater financial hardship is experienced by mental health carers than by families from the general population

THE SUBMISSION
This submission is in two parts.
Part 1 makes a number of general observations
Part 2 responds to the Consultation questions

PART 1 GENERAL OBSERVATION
The Public Consultation Paper first seeks stakeholders’ views on the approach to the classification’s development and its proposed structure. 
Below are our general observations regarding experiences and needs of our client demographic, viz mental health families and carers. 
Transformational change in the current classification system for mental health is long overdue, particularly when it comes to mental health families and carers. Although contemporary research, policy and best practice have demonstrated the important role that families play in helping people recover toward a valued lifestyle within and beyond the limits of mental health issue they are experiencing, further work is required to develop a more comprehensive strategy for including families and carers in - the classification.
Families and carers are significant stakeholders in the mental health system. However currently there is no evidence of families and carers being routinely involved in treatment and no classification structure for attributable interventions for families and carers of persons with mental health issues. 
Ensuring that a mental health system provides ‘value for money’ requires allocation of resources to the most cost-effective interventions. 
Organising cost-effective interventions into a service delivery framework will require a concept that can guide the mapping of interventions to aggregations of services that is meaningful; this will need to take account of families and carers who are part of the person’s treatment and care. 
Tandem understands that there is a tension between the complexity of the task of ABF development, its urgency and ensuring that mental health interventions can be described accurately and consistently;, analyses examining the relationship between service delivery and best practice can be made, which will allow areas of improvement in service quality to be identified. We understand that the initial version to be implemented in 2016‑17 is unlikely to apply to all types of mental health care service settings or providers, as data to support classification development will need to be developed over coming years. 
· We are very concerned that family and carer attributable interventions will not be well considered in the classification’s development as a priority and put in the too hard basket and not considered for years to come. This is not satisfactory either to us or to the families and carers that we represent.
Routinely evidencing support and inclusion of families and carers by having family and carer attributable interventions is crucial, thus; 

· We submit that a key design feature of the approach to the classification’s development and its proposed structure of mental health care across settings will need to include consideration of the pricing for family and carer attributable interventions in treatment and care. 
· We agree that the current classification system with a modified pricing model using Australian Refined Diagnosis Related Groups (AR-DRGs) for mental health services is not ideal. When diagnosis is used as a form for classifying pricing of service provision, the uniqueness of individuals and their needs can be easily overlooked and no interface is provided with the important support that families need to assist someone to stay in the community. 
· We agree that the pricing model using Australian Refined Diagnosis Related Groups (AR-DRGs) for mental health services is not a strong driver of resource utilisation for mental health services. How do we know who receives what services from whom at what cost and with what effect?
As a peak body for mental health families and carers we would like to see an effective way of classifying mental health care across settings that evidences family and carer attributable interventions. 
We are pleased that The AMHCC will allow individual services and service systems such as state and territory health departments, Local Health Networks, non-government and private organisations to better understand how their mental health services work and where clinical, financial and other resources are applied, and will enable performance benchmarking across similar services. 
· We submit that a key design feature of the classification’s development should include ensuring that individual services and service systems such as state and territory health departments, Local Health Networks, non-government and private organisations routinely and publicly publish how and where financial and other resources were applied. 

We are pleased IHPA has accepted UQ’s recommendation that, consistent with the principle of ‘single provision, multiple uses’, the dataset to be developed by IHPA should where possible be derived from existing data collections which can be reported by states and territories. 
We note that currently, expenditure data on mental health services is not widely available or made public. Reasons for this are numerous and include: data is not captured; data is deemed confidential and not publicly released; some data exists but is held within organisations with no expectation that it should be released. Subsequently again we don’t know who receives what services from whom at what cost and with what effect.
· We submit that a key design feature of the classification’s development should be to ensure that the barriers to release of expenditure data are removed and the data once collected is regularly made publicly available via timely accessible reports. 
PART 2 CONSULTATION QUESTIONS
1. What are the most important factors to draw from international experiences in classifying mental health care?
To date there has been limited to no consideration regarding families and carers from international experiences in classifying mental health care as it pertains to families.
International evidence-based research, policy and best practice demonstrates the important role that families play in helping in the person recover toward a valued lifestyle within and beyond the limits of the mental health issue they are experiencing. It also demonstrates that the inclusion of families and carers in the treatment and care of a person with a mental health issue has benefits to the family unit and the individuals in that family which lowers the use of other services like health, mental health and Centrelink payments.  
2. What are the most important considerations in the national context?
Organising cost-effective interventions into a service delivery framework will require a concept that can guide the mapping of evidence regarding disorder-level interventions to aggregations of services that are meaningful for policy makers.
There have been years of work done around a service delivery framework Development of a prototype Australian Mental Health Intervention Classification that has been designed for use in Australian health-care settings, and details the most recent iteration of the classification scheme. A working paper was put out in 2013. We understand that the development of a MHIC has been an iterative process and very consultative. This working paper has a small component of family and carer interventions (one) - selected interventions diagrammatic overview – this could be expanded on.
3. Are there any other principles that should be considered in developing the AMHCC?
	The Principle
	Our comments

	1. Comprehensive, mutually exclusive and consistent
	The principle is ambiguous – and not in keeping with the description 
Use of the term episode rather than cases – language is important  

	2. Clinical meaning
	Should group patients/ consumers/ families and carers (add) with similar clinical and other characteristics and/ or requiring similar treatment.

The data element makes sense to clinicians, and aligns with the language used by clinicians for clinical management of patients/ consumers/families and carers (add) .

	3. Resource use homogeneity
	No comment 

	4. Patient/ consumer based and family and carer inclusive (add)
	Add family and carer inclusive  

	5. Simple and transparent
	No comment

	6. Minimising undesirable and inadvertent consequences
	No comment

	7. Capacity for improvement
	No comment

	8. Utility beyond activity based funding
	No comment

	9. Administrative and operational feasibility
	No comment

	10. Other principles that should be considered in developing the AMHCC
	Consumer-centred and family inclusive - not activity-based

highly valued by consumers, families/carers and clinicians 

Evidence-based


4. Are there further data or other limitations of which the AMHCC should be aware?

Currently the Mental Health Information Strategy Standing Committee is looking at developing a Measurement Strategy for Families/Carers

5. Are there any other key considerations that should be taken into account in developing the AMHCC?
As stated in our observations, routinely evidencing support for families and carers by having family and carer attributable interventions is crucial, thus; 

· We submit that a key design feature of the approach to the classification’s development and its proposed structure of mental health care across settings will need to include the pricing of how family and carer attributable interventions will be considered in the treatment and care. 
6. Are there other cost drivers that should be considered in the development of the AMHCC?
There is a compelling evidence base demonstrating the value of improving outcomes for consumers by including families and carers in treatment and carer and assisting families and carers with their needs in a holistic manner. The cost benefit to Australia of this has been established in numerous reports and research. Most notably the National Mental Health Commission’s Reports 2012/13
7. Are there any further considerations in relation to the proposed architecture?
The model as it stands now is a medical one. We could not identify the incorporation of the recovery model, the holistic model of care which takes into account all aspects of a person’s life and the goals set by the consumer around this (e.g. accommodation, employment, education, finances, meaningful activity, relationships, recreation, spiritual). It does not incorporate the idea of consumer driven services nor of family inclusion, nor does it show how Care Coordination or referral services will be addressed. 

8. Is there any further evidence that should be considered in testing the proposed architecture?
‘Developing a service platform definition to promote evidence-based planning and funding of the mental health service system’: Lee, Yong Yi, Meurk, Carla S., Harris, Meredith, Diminic, Sandra, Scheurer, Roman W. and Whiteford, Harvey A. (2014). International Journal of Environmental Research and Public Health.  This paper  is an interesting read for consideration, but lacks the structure of attributable interventions for families and carers of mental health care across settings
9. Which psychological interventions, if any, may be of significant in understanding the cost of care?
No comment 

10. Are there particular aspects or areas of the AMHCC that should be prioritised in its development, or aspects that should be developed at a later stage?
· A Classification structure of attributable interventions for families and carers of mental health care across settings must be a priority. 
· Classification development must ensure that the barriers to release of expenditure data are adequately addressed as a priority
· The requirement that any data once collected is regularly made publicly available via timely accessible reports is a priority
11. Are there any further considerations that should be taken into account when developing the AMHCC?
· Do not reinvent the wheel – ‘Development of a prototype Australian Mental Health Intervention Classification’ has been designed for use in Australian health-care settings and details the most recent iteration of the classification scheme.  It is a great start to developing AMHCC.
· Consumers, their families and carers are the major stakeholders in this change.  Ensure that consultation is wider and more inclusive of diverse voices especially the quiet ones – youth; rural and remote, indigenous, CALD etc. 
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