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PART IV — Early intervention
and prevention






17 Interventions in early childhood and
school education

Interventions

in early childhood and
school education
matter because ...

Many mental illnesses emerge in childhood and adolescence,
but children and young people are far less likely to access
treatment and support.

Addressing risk factors and symptoms early is a cost-effective
approach to improving children’s life-long outcomes.

Educational institutions are already investing significant efforts
in students’ wellbeing — and can achieve much more with
improved leadership, training and resourcing.

Successful
intervention
requires ...

As a priority:

Expanded social and emotional wellbeing aspects of routine
health checks in pregnancy and early childhood.

Governments should work towards ensuring that every school
has a designated wellbeing leader, who will coordinate
whole-of-school and individual programs to support students at
risk of mental ill-health.

Expanded outreach services intended to support students with
mental illness.

Additional actions required include:

The COAG Education Council should develop a strategic policy
on social and emotional learning in the Australian education
system. This should include national standards for initial
teacher education and professional development programs.

State and Territory teacher regulatory authorities should use
the standards to accredit all providers, ensuring teachers are
equipped with skills to support students social and emotional
wellbeing.

Strengthen skills to support social and emotional development
in the early childhood education and care workforce.

Nationally-consistent data on the wellbeing of school students
should be collected, and used it to build an evidence base for
future interventions.
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Supporting the mental health and wellbeing of children and young people has been on the
policy agenda for many years. But despite substantial efforts — including billions of dollars
spent, countless hours of work by teachers and other education professionals, doctors,
nurses, specialists and experts, and Australia being considered globally as a country with
proactive, comprehensive early intervention and prevention measures — improvements in
the mental health of children and young people have been limited.

One in seven children and young people are reported to have a mental illness, though the
true prevalence is likely to be higher (chapter 2). Many mental illnesses emerge at a young
age and can have substantial effects on the life trajectories of children and young people. For
example, in year 3, children with mental illness are lagging in their learning outcomes by
about 7 to 11 months compared with children who are not affected by a mental illness, and
this gap expands to 1.5-2.8 years by the time children reach year 9. Accessing support
services, either within or outside the school, can help but does not completely close the
achievement gap (Goodsell et al. 2017).

The way children and their families approach and navigate the mental health system and
obtain the assistance and support they require is markedly different from the adult
population. Although they come in frequent contact with the health and education systems,
children are less likely to receive a formal diagnosis and treatment within the mental
healthcare system (Hiscock et al. 2019).

Most infants aged 0-3 years attend regular physical development checks offered by
community health services. These checks often include some screening for mental health
concerns of the primary care giver (usually the mother). But additional screening and support
tools can be valuable in prevention of mental iliness or early intervention where it is required.

The vast majority of children aged 3-18 years attend an education institution, commencing
with early childhood education and care (ECEC) centres and progressing to compulsory
education from about the age of 5. For many children, school is the place where their mental
illness symptoms or risk factors are first identified, and school teachers and other staff play
a central role in the recovery of children and young people with mental illness. Primary and
secondary schools are also required to explicitly teach a social and emotional wellbeing
curriculum. This curriculum is intended to promote mental health and reduce the risk of
mental illness among children and young people.

This chapter makes draft recommendations to improve early detection of risk factors for
mental ill-health, expand early intervention and enhance the efficacy of prevention and
mental health and wellbeing promotion for children and young people delivered through the
education system. Many of these recommendations are not new. Most recently, these issues
were raised by the 2014 National Mental Health Commission (NHMC) review, but the
reforms implemented in response have addressed a small part of the problem (box 17.1).
Workforce training is one area where only minor improvements can be identified. The effects
of reforms and other interventions will be short-lived if those working with children and
young people are not equipped with skill sets that enable them to continue to support better
mental health and wellbeing in their ongoing work.
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Box 17.1 Key recommendations of the 2014 review relating to children
and young people — and the Australian Government’s
response

One of the strategic directions of the National Review of Mental Health and Programmes and
Services in 2014 was promoting the ‘wellbeing and mental health of the Australian Community,
beginning with a healthy start to life’ (NMHC 2014e, p. 100). Of the 31 recommendations made
to achieve this goal, many are directly relevant to children and young people, including to:

e strengthen school-based programs and the broader mental wellbeing agenda in schools,
including resilience and targeted interventions in curricula and pedagogical frameworks

e include evidence-based approaches to mental health and wellbeing in the training and
continuing professional development of teachers and early childhood educators

o expand measurement of wellbeing in the early years to middle childhood
e consider expanding parenting programs.

The Australian Government responded to these recommendations through broader reforms to
improve mental health services delivered to children and young people and focus on better
coordination and availability of clinical services (DoH 2015). In addition, the Government
committed to:

« the development of a single integrated end-to-end school based mental health program. This
has led to the development of the Be You initiative (box 17.2).

e a national workforce support initiative for clinical and non-clinical professionals and services
that work with children. The National Workforce Centre for Child Mental Health was funded by
the Department of Health to provide this assistance, via online professional development
materials and a national network of consultants (Emerging Minds 2019a; sub. 455).

More recently, in 2019, the Australian Government announced its plan to develop a national
children’s mental health and wellbeing strategy, focusing on preventing mental illness and
reducing its impact on children and families (Hunt 2019c).

The policy infrastructure required to achieve substantial improvement in early intervention,
prevention and promotion of mental health and wellbeing is in place. There is a large and
dedicated workforce that can deliver effective interventions across the population. But:

« qualifications often do not give staff the skills to be fully effective in implementing
ongoing initiatives

« there is an array of overlapping policy documents and frameworks and a very large
number of programs that can be delivered internally or outsourced. Schools find it
difficult to navigate this crowded space

« schools have many competing priorities that mean mental health and wellbeing does not
always receive sufficient attention

« thereis limited tracking of outcomes, and where outcomes are tracked, data is not always
used effectively.
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To address these issues, the Commission has made draft recommendations to:

« improve perinatal mental health services, through increased screening and better
parenting support (section 17.1)

« enhance the social and emotional aspects of early childhood checks, with a specific
emphasis on checks prior to starting preschool (section 17.2)

« strengthen the ability of ECEC centres and schools to deliver a meaningful social and
emotional wellbeing curriculum by improving educator and teacher training and
professional development, and by accrediting all wellbeing programs offered by external
providers (sections 17.2 and 17.3)

« improve outreach and support services to students with mental illness (section 17.3)

o clearly define the roles and responsibilities of all involved in student wellbeing, including
school psychologists and counsellors, and assist schools in building highly functioning
student wellbeing teams (section 17.4)

« collect nationally consistent data on student wellbeing, and use this to inform policy
planning and improve schools’ implementation of a social and emotional wellbeing
curriculum (section 17.5).

17.1 Mental health and wellbeing in the first three years
of life

The experiences and environments of children in their early years are widely recognised as
crucial factors that influence their physical and mental wellbeing throughout life. There are
well-established processes to monitor and enhance the physical health of expectant mothers,
new parents and infants. In more recent times, infant mental health has emerged as an area
that attracts increasing interest from practitioners and policy makers, based on an
understanding of the important role of infant mental health in lifelong mental wellbeing
(RACP, sub. 488).

The definition of infant mental health is still a matter of debate among experts, although
more formalised approaches to diagnosis and treatment are being developed and
implemented. The Australian Association of Infant Mental Health refers to infant mental
health as:

the developing capacity of the infant and young child (from pregnancy to 3 years old) to
experience, express and regulate emotions; form close and secure relationships; and explore the
environment and learn, all in the context of the caregiving environment that includes family,
community, and cultural expectations. (Osofsky and Thomas 2012 quoted in AAIMH nd)

In other words, just like physical health and development, infants and young children
develop social and emotional skills that are the cornerstone of future wellbeing (Zero to
Three 2016). A complex combination of family factors and circumstances contributes to
social and emotional development:
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The family and family environment (which includes cultural practices/approaches, the physical
and mental health of family members, intra-family relations, household wealth, occupational
status, and housing conditions) are the main sources of the child’s experiences, and therefore
have a key influence on a child’s social and emotional development. (NHMRC 2017, p. 2)

The health system closely monitors the physical development of infants and young children.
Australia’s maternal and child health system is well-established and attendance rates are
relatively high. While there are jurisdictional differences in the services provided, periodic
checks assess primarily the physical development of the child, but their scope has been
expanded to include psychosocial screening for caregivers (Schmied et al. 2015).
Jurisdictions have also increased their focus on infant social and emotional wellbeing, using
different approaches. Examples include:

« specific models of care and practice guidelines (for example, Queensland Centre for
Perinatal and Infant Mental Health 2017; WA DoH nd; Women’s and Children’s Health
Network 2019).1

« special programs that families can be referred to, such as Start Talking in New South
Wales and a Perinatal and Infant Mental Health Clinic in Tasmania (NSW
Government 2018a; Tasmanian Health Service nd).

« early parenting centres and enhanced maternal and child health programs, such as those
working in Victoria with families at risk (Centre for Excellence in Child and Family
Welfare, sub. 211).

« strategies intended to tackle specific risks to infant mental health and wellbeing, such as
fetal alcohol spectrum disorder (NT DoH 2018).

There is no adequate data to assess whether the increased focus on infant social and
emotional wellbeing has had a substantial effect on young children and their families. In
some cases, this is because the policies are relatively new. Governments should evaluate the
extent to which these guidelines and services have changed the approach to the maternal and
child checks from one that focuses on physical development to one that looks at the whole
child and their family.

Improving infant wellbeing by supporting parents and families

The mental health of parents has a strong influence on the social and emotional wellbeing of
infants and young children. Mental ill-health is common among pregnant women and new
mothers and fathers. One in ten women experience depression during pregnancy, one in five
women suffer from anxiety and one in seven women experience depression in the year
following the birth of a baby (COPE 2017). New fathers are also more likely to experience

1 Nonetheless, stakeholders have pointed to gaps in service delivery. For example, according to the Child
and Adolescent Health Service in WA (sub. 255, p. 2), there is no ‘comprehensive, specialist,
multidisciplinary service providing infant and early childhood mental health assessment and intervention
to Western Australian (WA) families’.
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mental ill-health compared to the rest of the population (Karitane, sub. 324; Safe
Motherhood for all, sub. 165; Price-Robertson 2015). This has substantial implications not
only for the parents, but also the child, including detrimental effects on their emotional,
social, physical and cognitive development (Beyond Blue 2008; Safe Motherhood for All,
sub. 165).

The frequent interactions of families with healthcare providers in the perinatal period
(pregnancy and the weeks following birth) offer a valuable opportunity to improve detection
of mental illness and offer early intervention. Mental health screening of pregnant women
and new mothers has been part of perinatal care for many years. Notably, such screening is
not generally offered to new fathers and partners of new mothers (Karitane, sub. 324).

Clinical guidelines and government policy — at both the Australian and State and Territory
Government levels — have been explicit about the expectation that screening of pregnant
women and new mothers occurs routinely. However, there is no administrative data collected
on the extent to which this screening does indeed occur. The Perinatal National Minimum
Data Set, collected by the Australian Institute of Health and Welfare (AIHW), does not
include indicators relating to parental mental health (AIHW 2018q). Survey estimates of the
proportion of women screened for perinatal mental illness vary from 50% to 75%
(AIHW 2012b; Reilly et al. 2013). Screening rates are estimated to be substantially lower
for Aboriginal and Torres Strait Islander women, those born overseas, single mothers and
those who use the private healthcare system (Australian Longitudinal Study on Women’s
Health, sub. 218; San Martin Porter et al. 2019).

The National Perinatal Depression Initiative was funded by the Australian Government with
the aim of reaching universal screening and expanding support services for pregnant women
(DoH 2013b). It appears to have increased access to mental health services and reduced
psychiatric hospitalisation (Chambers et al. 2016; Lee et al. 2019); however, it was defunded
in 2013, and according to the Australian Nursing & Midwifery Federation (sub. 317), the
lack of funding has limited the ability to build additional capacity in the workforce to address
perinatal mental health concerns.

Since 2017, Medicare has changed its payments guidelines to require practitioners to offer
mental health assessments as part of their obstetric checks (DoH 2017a). In addition, there
is an expectation in all jurisdictions that maternal and child health nurses screen mothers for
post-natal depression after a baby is born. Nonetheless, implementation of screening policies
is patchy:

Despite clear policy guidelines, screening has been inconsistently implemented ... the issue is
not one of policy, but of implementation at a service delivery level. Much faith is held in the ‘best
practice’ administration of screening tools both antenatally and postnatally, yet insufficient
consideration is given to workforce development to ensure health professionals are ready to have
difficult conversations, know how to explore sensitive and complex issues and feel confident
responding when concerns are raised. This gap in confidence and skill set might be one
explanation as to why most parents experiencing perinatal anxiety and depression are not
identified by care providers (PANDA, sub. 344, p. 15)
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Healthcare providers report other difficulties in implementing universal screening, including
lack of time and insufficient referral pathways. Research has found that even where
screening does occur and risk factors for mental illness are detected, many women either do
not access mental health services or do not engage in treatment (COPE 2017). This is likely
due to a complex combination of factors, including a lack of accessible mental health
services as well as stigma (comment no. 6, people in a government or a government agency,
interested persons).

Screening for perinatal mental illness, and supporting new parents to access treatment, is
likely to have benefits for families and the broader community. The National Health and
Medical Research Council (2017) found that the benefits of interventions for treating
maternal depression in the perinatal period are likely to outweigh the costs. The costs of
untreated perinatal depression and anxiety have been estimated at $660 million over 20
years, which includes the healthcare costs to parents and children, who are at higher risk of
developing a mental illness, lower productivity for parents and lower educational attainment
for children (PWC 2012).

Realising the benefit of screening opportunities

The way screening policies are currently implemented appears to miss opportunities to both
improve population mental health and provide early intervention to new parents who are at
risk of developing mental illness. Therefore, governments should step up their efforts to
achieve universal screening. Rather than mandate a specific screening tool or point in time
at which new parents should be screened, governments should aim to embed mental health
screening into the routine practices of healthcare providers. They should also include fathers
and partners in perinatal mental health screening.

As a first step, reliable data should be collected to establish the overall prevalence of
perinatal mental illness. Such data should be included in the Perinatal National Minimum
Data Set, and included in the monitoring framework to be overseen by the NMHC
(chapter 25). Jurisdictional departments of health should develop strategies to achieve
universal screening rates for new parents, through their existing maternal and child health
system. Strategies can include: using online screening tools; increased use of home visiting
and outreach services that seek to engage as many families as possible; employing peer
workers to support new parents and guide them through screening surveys; and raising
awareness in the community of the benefits of screening new fathers and partners of new
mothers. In addition, screening for perinatal mental illness should be part of mental health
training of GPs (chapter 11). The Australian Government intends to implement a grant
program, which will support (among other things) perinatal mental health promotion and
training (DoH, sub. 556).

More broadly, as pointed out by Perinatal Anxiety & Depression Australia (PANDA,
sub. 344, p. 14), ‘only screening programs which are properly embedded within a system of
referral and support have any chance of improving outcomes’. Addressing the structural
weakness of the healthcare system (as outlined in chapter 4), including ensuring sufficient

INTERVENTIONS IN EARLY CHILDHOOD AND SCHOOL EDUCATION 655
DRAFT REPORT



numbers of beds in mother and baby inpatient units, would improve referral pathways and
the accessibility of treatment and support options. This in itself is likely to raise screening
rates, as it would build confidence among providers and consumers that timely support and
assistance are readily available.

Information and guidance for new parents

The perinatal period offers an opportunity to provide parents with education and guidance
to support them in building strong, positive relationships with their children in infancy and
in later years (Becoming Us, sub. 132). According to a review conducted by the NHMRC
(2017), the costs of providing antenatal and postnatal education and support to parents are
outweighed by substantial benefits, including improved mental health for parents and
children. There are benefits both to universal programs, offered to all parents, and to
interventions that target vulnerable groups, such as frequent home visiting by nurses. In
particular, support programs provided by peer workers have been shown to be highly cost
effective (Queensland Centre for Perinatal and Infant Mental Health 2017).

While a range of services are offered by government and non-government providers, they
are often disconnected and there is a lack of cohesion in their approaches (NHMRC 2017).
Further, even where services exist, they may not be reaching families in need of support
(VicHealth and partners, sub. 131).

Supporting parents and improving their knowledge of children’s social and emotional
development can enhance prevention and early intervention (Zero to Three 2016).
Governments should make better use of existing channels to increase the provision of
evidence-based support and education programs for parents with children of all ages (draft
recommendation 17.2). Specifically for new parents, subsidised parenting education
programs should be provided through public health centres that offer services to families
with young children.2 Funding for such programs can be provided through the same channels
used to fund community mental health services (chapter 24 includes the funding models
considered by the Commission).

2 These centres have various names in different jurisdictions, such as child and parent centres in Western
Awustralia; maternal and child health centres in Victoria; and child and family health centres in New South
Wales and Tasmania, In all cases, however, the range of services provided includes routine health checks
in the first years of children’s lives.
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DRAFT RECOMMENDATION 17.1 — PERINATAL MENTAL HEALTH

Governments should take coordinated action to achieve universal screening for
perinatal mental illness.

In the short term (in the next 2 years)

e The Australian Institute of Health and Welfare should expand the Perinatal National
Minimum Data Set, to include indicators of mental health screening, outcomes and
referrals. This data should be reported by State and Territory Governments.

« State and Territory Governments should use the data to evaluate the effectiveness
of health checks for infants and new parents, and adjust practice guidelines in
accordance with outcomes.

In the long term (over 5 — 10 years)

e The National Mental Health Commission should monitor and report on progress
towards universal screening.

o State and Territory Governments should put in place strategies to reach universal
levels of screening for perinatal mental illness for new parents. Such strategies
should be implemented primarily through existing maternal and child health services,
and make use of a range of screening channels, including online screening and
outreach services.

17.2 Mental health and wellbeing for preschool-aged
children

As children grow, their engagement with the health system through maternal and child health
checks becomes far less frequent, and attendance rates at health checks drop.3 The last
government-funded health check is offered between a child’s third and fourth birthday,
depending on the jurisdiction (DHS 2019c).

This check offers another opportunity to identify potential risk factors that may affect mental
health and wellbeing before a major life transition — starting school. Addressing difficulties
identified at this age would give children a greater opportunity for a positive start to their
education.

The Australian Government has attempted to achieve this in the past. In 2008, the
Government introduced the Healthy Kids Check, funded by Medicare and delivered by GPs,
which was offered to families of 4-year-old children around the time of their immunisation.
One of the optional components of the check was questions on behaviour and mood. There
was widespread criticism among experts of how the check was structured and attendance
rates were low (Alexander, Brijnath and Mazza 2014). In 2012, the Government convened

3 In Victoria for example, attendance at health checks in the baby’s first six months is over 90%. By 3.5 years
of age, attendance declines to 63% (DET 2017).
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an expert working group to develop the Enhanced Healthy Kids Check, designed for 3 year
olds, which was intended to contain questions on social and emotional wellbeing. However,
this version of the check was never rolled out, partly due to public criticism as the check was
perceived by some as a mental health check for children (Oberklaid 2014). In 2015, the
Healthy Kids Check was removed from the Medicare Benefits Schedule (Alexander and
Mazza 2015).

Expanding the scope of existing health checks for 3- to 4-year-olds, which are currently
conducted by maternal and child health nurses, to consistently encompass social and
emotional development can result in risk factors being detected early and support offered to
families and children as they prepare to start school. Achieving this requires relatively little
change to existing practice — the guidelines required to conduct these checks have already
been developed, as part of the preparation for the Enhanced Healthy Kids Check; a
substantial proportion of the population already attends these checks with their local
maternal and child health nurse, and in some cases, these checks already include questions
on family wellbeing.

What is needed is a funding commitment from State and Territory Governments, to allow
for any additional time required both to train nurses to administer the checks and extend
consultation times with families. Further investment may also be required to achieve higher
attendance rates. Once risk factors are identified, families should be referred to parenting
programs (draft recommendation 17.2) or GPs, depending on need. Maternal and child health
nurses should also be able to access online information portals outlining pathways for
intervention and the local services available to support families (chapter 10 discusses these
in detail).

As pointed out by the Melbourne Children’s Campus Council (sub. 191, p. 3), community
education and evaluation of outcomes (addressed in chapters 20 and 25 of this report) will
be required if early detection of mental illness risk factors is to be successful:

[T]here remains considerable disquiet in the community about programs designed to detect
emerging mental health issues at an early age. Overcoming these concerns by implementing
stigma reduction strategies, improving parental and community mental health literacy, and
undertaking rigorous research on the effectiveness and outcomes of such programs may improve
their reach and uptake.

The role of early childhood education and care

The majority of children attend ECEC services before they start school. About 62% of 3 year
olds attend some form of ECEC, and 90% of 4 year olds participate in a preschool program
(either standalone or in a long day care service) (SCRGSP 2018a).

The high levels of attendance at ECEC — bolstered by a commitment from the Australian
and State and Territory Governments to provide universal access to preschool — create
another opportunity to support children’s social and emotional development and identify risk
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factors early. In the context of mental health and wellbeing, ECEC services can fulfil three
important roles.

« High quality ECEC services provide healthy environments for children that can promote
their social and emotional wellbeing.

o Trained staff can focus on child development, identify early signs of concern and
communicate these to parents.

« ECEC services can act as a gateway into the broader mental health system, or provide
parents with information and education on social and emotional development and the
support services available in the community (Oberklaid et al. 2013).

The National Quality Framework (NQF) supports ECEC services in fulfilling these roles.
The NQF’s seven quality areas cover numerous aspects of children’s wellbeing and the way
it is supported through the curriculum used, the relationships between educators and
children, and interactions with families (Australian Children’s Education and Care Quality
Authority (ACECQA) nd). All ECEC services are assessed against these standards, and
nearly 80% comply with or exceed the national standards (ACECQA 2019). Services are
also required to complete and update a Quality Improvement Plan (ACECQA nd).

In addition, ECEC curricula are based on the national Early Years Learning Framework,
which includes strong social and emotional wellbeing for children as one of its outcomes
(DoE 2009).

Each service can design its own approach to implementing the wellbeing standards of the
NQF. Services may choose to implement one of numerous wellbeing frameworks, some of
which were developed with support from the Australian Government — for example, the
Connections framework developed in 2014 by the Everymind institute (2014), and the
current national mental health initiative for schools, Be You (box 17.2). Over 2800 early
learning centres have signed up to Be You since it was launched in late 2018 (Beyond Blue,
pers. comm., 3 October 2019), representing about 25% of services. However, the uptake and
implementation of any framework is subject to the decisions of individual centre (Mental
Health Australia, sub. 407).

The NQF also mandates minimum qualifications for all staff in ECEC, and requires the
presence of a qualified teacher in all long day care services (ACECQA nd). Training courses
are highly regulated, and graduates are expected to achieve core competencies that, among
other skills, relate to supporting social and emotional development (SkillslQ 2015).
However, past reviews have found a number of shortcomings in the delivery of ECEC
training, including time frames that are too short to enable the development of sufficient
skills and knowledge (ASQA 2015). The quality of qualifications can be variable:

[S]Jome graduates from both [the university and vocational education and training] sectors are
inadequately trained or skilled to work in early childhood settings. Stakeholders identified a lack
of knowledge of child development, insufficient practical experience in early childhood settings
and challenges engaging with diverse communities and families (Pascoe and Brennan 2017,
p. 65).
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A lack of adequate training in child development, and in particular social and emotional
development, makes identifying risk factors in children’s behaviour, and supporting their
development, a challenging task. The extent of training should be commensurate with the
level of qualification (given that ECEC staff hold a mix of qualifications, from certificate 111
to 4-year university degrees); however, such training is important for all types of educators
working in ECEC, so that they are able to identify risk factors and other concerns in their
daily interactions with children.

While there are no regulated professional development requirements for ECEC educators,
many participate in a range of learning activities. Teachers are required to participate in
professional development to maintain their registration (section 17.3). Many public and
private providers offer professional development courses to ECEC staff, but there is limited
monitoring of their quality (Siraj et al. 2017). For services struggling to attract staff and
comply with legislated child-to-educator ratios, it can be challenging to allow staff sufficient
time to participate in professional development. This was reflected in the evaluation of
KidsMatter Early Childhood, the national early childhood mental health promotion,
prevention and early intervention initiative (which has recently been rolled into Be You):

[E]xpectations and opportunities for ongoing professional learning in many early childhood
settings, such as long day care services, have traditionally not been regarded as fundamental
aspects of child-care educators’ roles. Thus, the structures of many early childhood services do
not have timetabled spaces for formal professional development.

Therefore, during the period of the KMEC [KidsMatter Early Childhood] initiative, professional
learning was undertaken by most early childhood educators in their unpaid time, and as such,
depended on their personal commitment and availability to participate. In other words, KMEC
professional learning was an additional undertaking, unlike the situation in the school sector
where professional learning is structured into the work life of the educator; to occur on ‘student-
free’ days, or combined with staff meetings, or undertaken in personal time with time-off in lieu,
and being recognised and documented in formal ways. (Slee et al. 2012, p. 42)

Such concerns are not only relevant to large centres providing long day care; the lack of time
and the need to arrange alternative care for children were significant barriers to family day
care educators improving their knowledge of child mental health (Davis et al. 2015).

Improving ECEC capacity requires coordinated action from governments

To build the capacity of ECEC services in this space and equip educators with the necessary
skills will require action from several parts of government.

First, the Australian Children’s Education and Care Quality Authority, which approves all
ECEC qualifications, should review current training programs to ensure all pre-service
training for ECEC includes a compulsory component on social and emotional development,
commensurate with the level of the qualification. In particular, early childhood teachers
should be taught to identify behaviours that may be of concern and work with parents to
access support for the child and their family. Such a review should take into account the
national guidelines for teacher qualifications (draft recommendation 17.3).
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Second, ECEC staff should continue to build their knowledge and skills in this area. As part
of their NQF quality improvement plans, all ECEC services should ensure that staff complete
professional learning on children’s social and emotional wellbeing. In some jurisdictions,
services can access funding for backfilling positions when staff attend professional
development programs (for example, VIC DET 2019a). Where this is not occurring, State
and Territory Governments should allocate funding for backfilling. Organisations providing
professional development programs should be accredited (draft recommendation 17.3).

Unlike teachers in schools, early childhood teachers do not always have access to external
qualified mental health staff, such as psychologists. Early childhood services are not required
to retain the services of a counsellor or psychologist or necessarily have access to either these
service providers or other types of professionals such as nurses.4

Each ECEC service should have access to support and assistance from qualified mental
health professionals, similarly to the support available to schools. State and Territory
departments of education, as the regulatory authorities responsible for ECEC quality, should
provide these, as an extension of their existing mental health and wellbeing programs in
schools. Expanding the support services offered to parents through maternal and child health
clinics (draft recommendation 17.2), as well as improving the accessibility of mental
healthcare services (chapter 5), would create meaningful pathways that ECEC services can
refer families to.

Early childhood interventions for vulnerable groups

One in 10 pre-school aged children in Australia are exposed to multiple factors that put them
at increased risk of mental illness in adulthood (Guy et al. 2016). Examples of risk factors
include:

« poor physical health (particularly among children who spend a long time in hospitals)

« personal trauma (experienced either by the child or their carer/family) (Mental Health
Australia, sub. 407)

« socio-economic disadvantage (Centre for Excellence in Child and Family Welfare,
sub. 211)

« lack of access to services, for example, for children living in remote areas (RFW,
sub. 323)

« being in out of home care and in the child protection system®, and in particular Aboriginal
and Torres Strait Islander children in out of home care (SNAICC, sub. 123; Victorian
Aboriginal Children and Young People’s Alliance, sub. 240).

4 In South Australia, for example, nurses visit kindergartens and preschools to provide development checks
(SA Health 2016). In Victoria, preschool field officers from the Department of Education are able to assist
services providing funded kindergarten programs (DET 2019).

5 For example, Accoras, sub. 135; Berry Street, sub. 366; FCAV, sub. 114; PACYPC, sub. 291; Leonie Segal
and Jackie Amos, sub. 468.
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For some children, these factors compound to put them at risk of severe mental illness. For
example, Aboriginal and Torres Strait Islander children in remote communities are often
affected by entrenched disadvantage, exposure to trauma and poor physical health. By the
age of 3, Aboriginal and Torres Strait Islander children tend to have higher rates of social
and emotional difficulties, compared with other children, and the gap continues to expand
as children grow (Baxter 2013). Governments and communities have put in place a range of
interventions, which have achieved some progress, but Aboriginal and Torres Strait Islander
children are still more likely to be developmentally vulnerable than other children (NSW
Government 2018b).

Some of these risk factors can be ameliorated through early intervention. Over many years,
and in many developed countries, studies and trials have shown that early intervention for
vulnerable children significantly improves outcomes. Early intervention usually takes the
form of integrated education and therapeutic services, delivered by highly skilled staff. For
example, one such program in Victoria for preschool children employs experienced
educators, an infant mental health consultant and family support workers (Jordan et
al. 2014). An evaluation of the program has shown positive outcomes for both child and
parental mental health (Tseng et al. 2019).

Scaling such programs to substantially increase the number of children attending is a very
challenging task, due to funding shortages, a lack of services, limited coordination, poor
tailoring of service provision to local circumstances and other problems. As a result, some
children and families receive services that are much less intensive than what is needed
(Emerging Minds, sub. 455). More commonly, however, at risk children, and in particular
infants and young children, access no health services at all (Guy et al. 2016).

Nonetheless, vulnerable children are increasingly attending ECEC services and preschools.
For some groups, rates of attendance are higher than the rest of the population
(SCRGSP 2019h). While not providing a universal solution, strengthening the ability of all
ECEC staff to recognise factors that may put children at risk of a mental illness, as well as
offering additional support to all ECEC services (draft recommendations 17.2 and 17.3) are
likely to aid an improvement in social and emotional wellbeing for vulnerable children.

Beyond ECEC services, a holistic response, across multiple departments and agencies, is
required to support the mental health and wellbeing of vulnerable children. Governments
can address barriers to treatment by establishing accessible support services in the
community and effective gateways and pathways within the mental healthcare system
(chapters 5 and 7). Children facing multiple risk factors associated with a family member
having a severe mental illness will benefit from coordinated interventions — the proposed
care coordinator model is described in chapter 10 and family therapies are discussed in
chapter 13.
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DRAFT RECOMMENDATION 17.2 — SOCIAL AND EMOTIONAL DEVELOPMENT IN PRESCHOOL
CHILDREN

Services for preschool children and their families should have the capacity to support
and enhance social and emotional development.

In the short term (in the next 2 years)

« State and Territory Governments should use existing guidelines to expand early
childhood health checks, such that they assess children’s social and emotional
development before they enter preschool.

o State and Territory departments of education should ensure that all early childhood
education and care services have ready access to support and advice from qualified
mental health professionals.

e The Australian Children’s Education and Care Quality Authority should review the
pre service training programs for early childhood educators and teachers to ensure
qualifications include specific learning on children’s social and emotional
development.

In the medium term (over 2 — 5 years)

« State and Territory departments of education, as the regulators responsible for early
childhood education and care, should review the quality improvement plans of all
services to ensure they include professional learning for staff on child social and
emotional development.

« Where this is not already occurring, funding for backfilling should be made available
to enable early childhood education and care staff to attend accredited professional
development, to support their knowledge of child social and emotional development
and mental health.

o State and Territory Governments should expand the provision of parent education
programs through child and family health centres.

17.3 Supporting children and young people during their
school years

For many children and young people, mental illness first emerges during their school years,
but their symptoms can go untreated for long periods of time. Parents, and the community
as a whole, are often poorly informed about mental health and this can contribute to delays
in seeking help for their children and family:

[O]nly a third of Australian parents are confident they could recognise the signs of a mental
health problem in their child, with a further third of parents believing a child’s mental health
problems might be best left alone to work themselves out over time. Less than half of parents
(44%) reported being confident they would know where to go for help if their child was
experiencing social, emotional or behavioural difficulties. (University of Melbourne, sub. 236,

p.-8)
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Submissions to this inquiry emphasised the need to provide support and education to parents
of children of all ages, from birth through to early adulthood (for example, Connect Health
& Community, sub. 94; QFCC, sub. 85). Beyond teaching parents practical strategies to deal
with unexpected challenges they may face, education programs can raise their awareness of
the early symptoms of mental illness.

A range of support programs for parents, partly or fully subsidised by governments, are
offered by:

« healthcare providers (doctors, nurses, Aboriginal Health Workers and peer workers
employed in the health system)

« non-health care services, including NGOs, ECEC services and schools. For example, the
New South Wales Departments of Health and Education cooperate to deliver early
intervention for emerging conduct problems in young children through their school,
including offering support to parents (NSW Government, sub. 551)

o phonelines such as parentline (although their availability differs by jurisdiction
(eMHprac 2019b)

« parenting classes such as the Positive Parenting Partnership (Triple-P) and many others.

Despite the number of services available, parents may still lack the information they require
to support their child’s mental health. There are also gaps in services available, for example
for parents of children with conduct disorders and those with an intellectual disability and
mental illness (Mark Porter, sub. 331; Name withheld, sub. 81).

Parenting is a highly complex question for policy makers, and one where government
intervention has only a very short history. Nonetheless, there is strong evidence to suggest
that well-designed programs can help parents in understanding and guiding their children’s
behaviour, and supporting their social and emotional development (Parenting Research
Centre 2017). Particularly for mental health, the ability of parents to identify emerging
issues, seek help and access it easily when it is needed, can make a substantial difference for
children’s wellbeing. This can lead to quantifiable cost savings, through lower healthcare
costs for children and higher productivity for parents (NMHC 2019d).6

Parenting support services often find it difficult to engage the families who need them most.
Past evaluations have pointed to various strategies that can increase the engagement of
highly vulnerable families, and are widely used in the provision of family support services,
including outreach and service collaboration. The success of these strategies can be
hampered by poor policy design, including short funding cycles that contribute to staffing
shortages (Cortis, Katz and Patulny 2009).

6 The National Mental Health Commission analysed the expected costs incurred in delivering a parenting
intervention for the prevention of anxiety disorders in children. The intervention included screening for
anxiety disorders in preschool children, and group-based education sessions for parents whose children
were identified as being at risk. The program was found to cost $3.7 million, but save $8.3 million, as it
reduced children’s use of health services and the number of working days missed by parents as a result of
their children’s illness (NMHC 2019).
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While well-designed and funded targeted interventions are important, universal parenting
programs have also been shown to improve children’s mental health and wellbeing.
Universal programs can be very important for engaging vulnerable parents, by reducing the
stigma attached to interventions and having a strong prevention focus (Stewart-Brown and
Schrader-Mcmillan 2011).

Governments should make better use of existing channels to increase the provision of
evidence-based support and education programs for parents. State and Territory
governments should expand the provision of evidence-based group parenting programs for
parents of school-aged children, delivered through schools and community centres. As
discussed in section 17.1, subsidised parenting education programs for new parents should
be available through maternal and child health centres.

In addition, the Australian Government should expand the provision of evidence-based online
parenting programs, through mental health portals such as Head to Health, and increase
community and health professionals’ awareness of such resources (chapters 6 and 10).

The changing role of schools

The role of the education system in society has changed markedly in the past few decades.
Schools are now expected to not only teach numeracy, literacy and academic subjects, but
they also play a major part in actively supporting their students’ mental health and wellbeing.
There are good reasons for this change:

« nearly all children and young people attend school, meaning that interventions delivered
through the education system have significant reach (ReachOut, sub. 220).

« the mental health and wellbeing of students has a substantial effect on their academic
learning outcomes and the classroom environment (Goodsell et al. 2017).

« implementing interventions through schools to support mental health and wellbeing has
proven to improve student outcomes (Durlak et al. 2011).

« schools can act as community hubs, bringing together families and services (NCOSS,
sub. 143; Relationships Australia, sub. 103).

Schools contribute to the mental health of their students in three key ways. First, they
function as a gateway into the mental health system, as teachers or other school staff are
often the first to raise concerns about children’s wellbeing (Lawrence et al. 2015). This
gateway role is a difficult one, given the complexities of the mental health system and the
gaps in services for young people. For example, according to the ACT Government
(sub. 210, p. 21), ‘[w]hile there are significant supports in place for students in schools, it is
often the referral pathways and linkages to clinical services that require further support’.

Second, teachers and schools are a key part of the treatment and recovery of children with
mental illness — discussed in more detail below.
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Finally, schools are required to deliver a mental health and wellbeing curriculum to all their
students, and support them through their schooling years. This ever expanding role of
schools is reflected in numerous policy documents, funding initiatives, new programs and
frameworks (figure 17.1).

In practice, schools need to navigate what has been described by stakeholders as a ‘crowded
space’ of curricula, government programs, frameworks, service providers, NGOs and
specialists of many kinds, and weave together an effective support system for their students
(Bowles et al. 2017). One New South Wales secondary school worked with more than 13
separate programs and 31 agencies to coordinate the delivery of their wellbeing services
(NSW Auditor-General 2019). This also increases the expectations placed on teachers:

[T]here is a growing body of evidence that teachers feel overloaded with the demands of the
curriculum, and the expectation they solve and manage social and emotional issues of students
in partnership with families (Department of Education, pers. comm., 21 August 2019).

Like many other issues affecting mental health services, the problems relating to program
delivery in the education system are well-known. Most recently, they were raised by the
NMHC in 2014:

There is a range of preventive and early intervention programmes (Commonwealth, state and
local community) across the education sectors addressing the mental wellbeing of young children
and students. These focus more on those promoting resilience among school children rather than
supporting those with emerging or established difficulties.

The problem lies in the plethora of initiatives, lack of consistent messaging and poor uptake
across the country. There also are concerns about lack of comprehensive longitudinal evaluation
of the impact of many initiatives, partly because they are not sustained over time. (NMHC 2014e,
pp. 122-123)

The Australian Government has put in place two national initiatives to support teachers in
delivering mental health and wellbeing programs in schools — Be You (Beyond Blue,
sub. 275, box 17.2) and Emerging Minds (sub. 455, box 17.1). However, these initiatives do
not address the fundamental issues that impede schools from making a measurable difference
to mental health and wellbeing, including:

« the highly complex and overlapping set of policies and frameworks, at the Australian and
State and Territory levels, with little coordination and planning

« inconsistent approaches to teacher pre-service training and professional development in
mental health and wellbeing, coupled with numerous programs that schools can have
difficulty choosing between
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Figure 17.1 Crowded space — roles, responsibilities and policies in

school wellbeing2
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« incoherent pathways for children and families looking to access support in schools. There
is a multitude of roles funded within schools to support students’ mental health and
wellbeing — and yet, there are insufficient numbers of counsellors and psychologists,
and their workload is at times unsustainable

« children with severe and complex mental illness and their families can find it very
difficult to engage with the education system and find the right support. And there is
insufficient support for children who have disengaged from education due to mental
ill-health.

Our recommendations below aim to address each of these gaps.

As submitted by ADHD Australia (sub. 295, p. 6), ‘school is the place where the most
damage can be done, but also where the greatest difference can be made’. Schools have the
potential to deliver improvements in population mental health and teach children the skills
they will need to support their own wellbeing as they grow. To achieve this potential,
however, they require more practical assistance from governments, in the form of concerted
investment in the ongoing training of teachers and in meaningful pathways to support for
children and families who require it.

The curriculum and framework maze

As the attention paid to mental health in the education system has increased, so too has the
number of policies and frameworks setting out the expectations of governments for the
delivery of social and emotional wellbeing programs in schools. While each individual
school develops its own learning plan, they are required to comply with the Australian
curriculum, and the jurisdictional curriculum where applicable, and to take into account
numerous frameworks, government policies and programs and other regulatory requirements
(figure 17.1).

The Australian curriculum includes topics in personal, social and community health, from
entry into school up to year 10 — many of which are relevant to mental health and wellbeing.
For example, while children in years 1 and 2 are taught to ‘identify and practise emotional
responses that account for own and others’ feelings’, those in years 9 and 10 ‘investigate how
empathy and ethical decision making contribute to respectful relationships’ (ACARA 2015).
While the topics covered are comprehensive and likely to support mental health and
wellbeing, a major challenge for schools is the breadth of the curriculum and the extent of
topics covered.

Unlike the curriculum, which is compulsory, the Australian Student Wellbeing Framework
is intended to offer schools principles for building ‘positive learning environments’. In
addition, every jurisdiction has developed its own framework for wellbeing.

While the basic philosophy behind all policies is the same — intervening early to build
capacity and prevent mental ill-health — there is often limited coordination between them:
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Mental health promotion programs contained within school settings are not consistent and
planned at a State level, leaving schools and local services to plan and implement much of this
without larger direction and support from the government. This results in unequal and unfair
distribution of support and information for students, parents and teachers, and is based on the
individual schools resources and capacity, not their need....

Currently, schools’ resourcing of mental wellbeing appears to be largely reactionary, without a
lot of work being put in place for well-planned and structured prevention and early intervention
models. (Connect Health & Community, sub. 94, pp. 14-5)

This creates challenges for teachers and principals, who need to manage the competing
priorities imposed by various policies within very tight timeframes:

[E]ducators are overwhelmed by an explosion of new and existing mental health initiatives
targeted at schools, ranging from meditation and mindfulness apps, peer and lived experience
speakers and other wellbeing and mental health promotion programs. They are seeking simple,
flexible resources that align with the curriculum and clearly fit within other mandated mental
health and wellbeing strategies. (ReachOut Australia, sub. 220, p. 10)

In terms of challenges, teachers spoke of the time involved in reading and implementing policies
and engaging with them in a meaningful way. They indicated how aspects of some policies can’t
be taken up because they’re not practical or are vague in their instructions, and how difficulties
are experienced when changes are continually made to policy or there are evident and persistent
gaps. (Graham et al. 2014, p. 27)

In response to the concern about multiple, overlapping programs, the Department of Health
funded the development of a national mental health initiative — Be You — for all types of
educational settings, from ECEC to secondary schools (box 17.2). Be You is an optional
program, with about 68% of all schools participating as at October 2019 (Beyond Blue, pers.
comm., 3 October 2019). It remains one of 70 different programs that schools can choose
from when looking to implement a mental health strategy (Mentally Healthy Workplace
Alliance, sub. 209). While the Department of Health funds Be You, the Department of
Education has invested in the development of an online student wellbeing hub, which
includes similar materials for educators and schools (ESA 2019).

Addressing the curriculum requirements and responding to the needs of students and families
has prompted many schools to create detailed programs for social and emotional learning
(SEL), and build wellbeing teams, including teachers and other staff, charged with
implementing a whole-of-school approach (VAGO 2010). Some have developed wellbeing
hubs, offering students a range of services (NCOSS, sub. 143). Many others have written
specific policies to deal with issues such as bullying (although stakeholders have suggested
that a broader, community-based approach is needed (AUARA, sub. 431) — bullying is
discussed in more detail in appendix D). Some schools also engage with external providers
to deliver suicide prevention programs (chapter 21).

Whole-of-school approaches to mental health and wellbeing can be very effective when they
become an integral part of the way the school operates. However, submissions indicate there
are many barriers to success (box 17.3).
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Box 17.2 Be You —the national mental health initiative for education
providers

Be You is the national mental health initiative for early childhood education and care (ECEC)
centres and schools. Its establishment was part of the Australian Government’s commitments
following the 2014 National Mental Health Commission review, which identified duplication in
prevention and promotion programs for children and young people.

Launched in 2018, Be You brings together professional development materials and other
resources developed as part of several previous mental health initiatives dealing with various
aspects of child mental health. Its online platform offers support to ECEC centres and schools in
developing their own strategies and choosing suitable external providers of wellbeing programs.
It also employs consultants that assist ECEC centres and schools both in creating and
implementing wellbeing strategies, and following crises that affect the school community.

Participation in Be You is free. About 2800 ECEC centres, 6200 schools and 85 000 individual
educators have joined the initiative (as at October 2019) (Beyond Blue, pers. comm. 3 October
2019).

Be You received funding from the Australian Government for four years. Beyond Blue (sub. 275,
p. 10), which led the development of the program, has argued that governments should extend
its funding: ‘having ‘unscrambled the egg’, it is now critical that governments invest in Be You for
the long haul, avoiding unnecessary duplication and focussing investments on complementary
initiatives’.

Submissions to this inquiry welcomed the development of Be You, but some stakeholders were
also cautious about challenges in rolling out the program across all schools:

[Be You] is an important initiative, however requires close monitoring and review of resourcing to support
uptake and implementation across the Australian education sector. (Office of the WA Commissioner for
children and young people, sub. 311, p. 21)

The rollout of this national program may also present challenges for state and territory governments
which have developed their own initiatives that aim to build the capacity of schools to respond to mental
health issues. There needs to be careful consideration from this point forward to understand how
jurisdictional governments can leverage from the Be You infrastructure, rather than compete or duplicate.
(Orygen and headspace, sub. 204, p. 46)

Be You is a relatively new initiative and is yet to be evaluated. However, Be You acknowledge that the
school mental health prevention space is crowded and often overwhelming for educators.

There is a growing evidence base that supports a more comprehensive approach to the prevention of
mental illness in children and young people that should be used to build upon Be You. The school
environment is essential but educators need to be supported to work collaboratively with psychologists
within the school environment in order to better identify and target vulnerable young people and drive
early intervention with students who have emerging mental health conditions. School-based strategies
must be complemented by better support for parents and a focus on reducing the adverse childhood
experiences that are strongly related to subsequent mental illness. (APS, sub. 543, p. 15)
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Box 17.3 Poor uptake, ineffective implementation — stakeholders’
views on whole-of-school wellbeing programs

VicHealth and partners (sub. 131, pp. 23-4):

While Australia is making reasonable use of schools as a setting for prevention there is scope for
improvement with respect to reach, adoption, program fidelity (for classroom-based programs), parent
engagement, and monitoring and evaluation. Not all schools use available programs or use them in ways
that maximise their benefits. This in part reflects varying levels of engagement/commitment to
health/mental health promotion within schools, the confidence of teachers to deliver the initiatives,
particularly some of the more specialised classroom-based programs, and more importantly, time and
resource constraints. Schools and their staff are doing an excellent job of promoting student wellbeing
within the limited time and resources they have available. Additional resourcing coupled with dedicated
health promotion/mental health promotion personnel in schools would substantially increase the
likelihood that these initiatives are adopted fully, with greater fidelity and in a more integrated fashion.
Insufficient monitoring and evaluation of programs, in particular tracking of their impact on risk and
protective factors and on student-level outcomes, is also a major problem. Improved tracking of these
metrics would enable funders to better assess whether these investments are producing the desired
results, or whether they need to be strengthened, and how.

Office of the Commissioner for Children and Young People WA (sub. 311, p. 21):

The most effective mental health interventions and supports occur as part of a whole-of-school approach
to mental health and wellbeing, which includes support for individual students, whole-of-school programs,
staff training and capacity building, and student-specific programs developed to establish peer support.
There are a range of mental health programs in place in schools across Western Australia, many of
which have a strong evidence base behind them. However, there is often poor and ad hoc uptake,
inconsistent messaging about benefits of programs and need, and a huge number of initiatives for
schools to choose from. Often programs and activities are delivered once-off to teachers or students,
rather than being embedded as part of the principles and functions of our education system. Many of
these initiatives also lack any comprehensive longitudinal evaluation, either because the measurement
of outcomes is not established or because the initiatives are not sustained over time, making it difficult
to determine which of these are most effective in improving outcomes.

Black Dog Institute (sub. 306, p. 7):

Our current approaches to school-based prevention have focussed on making schools mentally healthy
rather than focussing a set of programs across primary and secondary school which are directed at the
individual child. We also see that our current school prevention programs are directed through school
counsellors, who struggle with demand, and who essentially offer reactive rather than proactive
approaches.

Associated problems include:

e Schools struggle with lack of clarity about which individual programs to use;

e There is lack of information about which programs work best in the Australian environment;

e Often programs which might be effective in high schools are expensive (or considered expensive).
There are difficulties timetabling prevention programs; very little training available to teachers or

others to implement programs; poor fidelity to potentially useful programs and teaching training may
not be sustainable because of high staff turnover;

e Increasing demand on school counselling services (where they exist) are high, once issues have
been identified; and

e Over-reliance on school wide approaches which do not target individual mental health prevention. It
is known that specific programs that target individual mental health for anxiety, depression, acting
out, suicide, stigma reduction managed across Kindergarten to Year 12 are effective ... , but not put
into practice.
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This is partly because there is currently no consistent assessment of the quality or
effectiveness of the multitude of programs offered to or delivered in schools (CMHR,
sub. 148). As there is only a limited evidence base to establish which programs are effective,
school principals and wellbeing staff have no source of reliable advice and information when
designing their policies. While there have been some examples of jurisdictional departments
of education reviewing the quality of programs offered (for example, NSW Auditor-
General 2019), there is no consistent approach to accreditation of SEL programs.

State or Territory departments of education should accredit all SEL programs offered by
external providers for delivery in schools, after providers have demonstrated their programs
are based on evidence.’ To ensure consistent implementation of accreditation processes, the
COAG Education Council should develop accreditation guidelines for the departments; this
should form part of the COAG Education Council strategic policy development (draft
recommendation 17.3). In addition, departments should use wellbeing outcome measures
(section 17.5) to evaluate all external programs, and only continue to accredit those that
deliver measureable improvements. To minimise additional costs to government budgets,
accreditation processes should be funded through fees imposed on program providers who
choose to apply.

Teacher training and professional development

The explicit expectation that schools play an increasingly large role in supporting the social
and emotional wellbeing of students has imposed new demands on teachers. Even for those
not directly involved in teaching SEL, the whole-of-school approaches to student wellbeing
require them to be equipped with potentially new skills to identify and respond to students’
mental health needs. And while teachers are making a substantial effort, systemic
shortcomings limit their ability to respond to student needs.

The need to improve teacher training in student mental health was raised by numerous
stakeholders in this inquiry.8 This relatively new aspect of teachers’ professional practice
has required adjustments to what pre-service teachers learn in their degrees, as well as to the
ongoing professional development programs undertaken by qualified teachers. While there
is an increasing focus on improving teachers’ understanding of students’ social and
emotional development, the extent to which this has succeeded in giving teachers the tools
they need is variable — and this can have very serious implications for the mental health of
students:

7 This is similar to the approach applicable to programs that promote safe behaviours online and aim to
address cyberbullying. These programs need to be accredited by the Office of the eSafety Commissioner
before they can be delivered in schools (Office of the eSafety Commissioner 2018).

8 Centre for Multicultural Youth (CMY) & the Multicultural Youth Advocacy Network (MYAN) Australia,
sub. 446; CHF, sub. 496; KYDS Youth development Service, sub. 166; Mental Health Coalition of South
Australia (MHCSA) and the Lived Experience Leadership & Advocacy Network (LELAN), sub. 360;
Mental Health First Aid Australia, sub. 224; MHCC ACT, sub. 517; Merri Health, sub. 120; Name withheld,
sub 16, 98; RRMH, sub. 97; Samaritans Foundation, sub. 121; VCOSS, sub. 478; Victorian Government,
sub. 483; Youth Mental Health — North Metropolitan Health Services, sub. 99.
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[W]hile there is currently a strong desire for [teaching] staff to be able to identify and respond to
students’ mental health and wellbeing needs in the school setting, in practice most staff are not
adequately skilled or trained to do this work, nor do they have adequate time. (Centre for
Multicultural Youth (CMY) & the Multicultural Youth Advocacy Network (MYAN) Australia,
sub. 446, p. 21)

The teachers’ lack of understanding of mental health and their inability to recognise that
something was wrong significantly set me back educationally. The scarcity of people that | could
talk to about this issue, especially when | was transitioning to high school, made me feel like
nobody cared. Essentially, | felt like nobody gave a sh#*.

I believe it is important that teachers are trained to recognise kids with mental health and also to
actually be able to talk to them and be helpful. To give kids a platform where they can
communicate is important because they feel like nobody cares about their issues. When teachers
shame you, whether intentionally or unintentionally, by picking you out of the crowd, it makes
you feel worthless. — Anon, 16 years (Youth Mental Health — North Metropolitan Health Service,
sub. 99, p. 15)

Pre-service teachers

In all jurisdictions, teachers must complete an accredited initial teacher education (ITE)
program, and then gain and maintain their registration in order to work in schools
(AITSL 2018b).

Since 2011, all jurisdictions have been working towards the implementation of a nationally
consistent approach to teacher registration. This has seen the introduction of national teacher
standards, as well as national standards for the accreditation of ITE programs, both
developed by the Australian Institute for Teaching and School Leadership, and agreed to by
the COAG Education Council (AITSL 2018b, 2018a). The standards are broad, and include
requirements that can form the basis of specific learning on social and emotional wellbeing.
For example, ITE programs must ensure that graduates ‘demonstrate knowledge and
understanding of physical, social and intellectual development and characteristics of students
and how these may affect learning’ and ‘demonstrate knowledge and understanding of
strategies for differentiating teaching to meet the specific learning needs of students across
the full range of abilities’ (AITSL 2011, pp. 10-11).

The accreditation of courses remains a State and Territory responsibility, carried out by the
teacher regulatory authority in each jurisdiction. In addition to the national standards, some
jurisdictional teacher regulatory authorities have other requirements that providers must
fulfil. For example, in New South Wales, the Education Standards Authority explicitly
requires that pre-service teachers complete studies in child and adolescent mental health
(NSW Education Standards Authority 2018).

A recent evaluation of the transition towards national teacher registration has found that there
remain variations in how standards are interpreted in different jurisdictions (AITSL 2018b).
The national standards are open for interpretation in the way they are applied to educating
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pre-service teachers on mental health, and, as a result, course quality can differ across
institutions:

The particular interest of one university lecturer seemed to determine what was provided in terms
of MH [mental health], which was delivered in the margins of the main programme of study and
varied widely in its form (what and how much specific education about child and adolescent MH
pre-service teachers received). The identified lack of resourcing and institutional status given to
MH provision ... implies an urgent need for change. Given the increasing policy emphasis on
school-based identification and support of children and young people with MH issues, it is
essential that teachers entering the profession have the skills, knowledge and confidence for
effective practice with all students. (Armstrong, Macleod and Brough 2019, p. 7)

All teachers need a clear understanding of child and adolescent social and emotional
development to allow them to respond effectively both to the needs of children who are at
risk of mental illness, as well as the daily challenges of the classroom, such as addressing
bullying behaviour (Whitley, Smith and Vaillancourt 2012). Improving pre-service teachers’
skills in this area requires strengthening the implementation of the national standards for
accreditation of ITE programs, so that all providers of initial teacher education include
explicit instruction in child and adolescent social and emotional development, practical tools
to support students’ mental health and referral pathways to appropriate services when
required. These requirements should apply to all teachers, including early childhood
education teachers (draft recommendation 17.3).

This training would ‘facilitate the development of capable and responsive education
workforces, across early childhood, school and higher education’ (Victorian Government,
sub. 483, p. 11). It is not, however, intended to negate the need for specialised mental health
workers within the education system (section 17.4).

Teachers’ professional development

In order to maintain their registration, teachers must complete 20 hours of professional
development activities each year (AITSL 2018b). For registered teachers, these hours of
professional development offer an opportunity to expand their knowledge of the SEL
curriculum and mental health.

The specific choices of professional development activities are up to the individual teacher,
in consultation with their employer. Given the increasing attention paid to mental health
issues in the education system, many teachers undertake professional development in this
area, but it is not available to all (Australian Education Union (AEU) NSW Teachers
Federation, sub. 305).

There are many professional development programs to choose from, some developed with
government funding and available freely online (such as those developed by Be You,
box 17.2) and others offered by private providers. School principals and teachers may find
choosing the most suitable, evidence-based program a significant challenge. Many rely on
word-of-mouth recommendations or independent research. There is a risk that some program
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choices are influenced by ‘fashions and fads’ (Healthy Minds Education and Training,
sub. 298, p. 11).

In some jurisdictions, such as the ACT, teacher regulatory authorities accredit professional
development programs for teachers that include content in line with the school curriculum.®
In some States and Territories, departments review programs offered to teachers in public
schools (for example, NSW Auditor-General 2019). In addition, Be You (2019b) has
developed an online directory for professional development as well as programs for students,
which it has assessed as being evidence-based.

To best equip teachers with the tools required to support student mental health and wellbeing,
a more structured approach to professional development is required. First, teacher regulatory
authorities should require that teachers devote time each year to building their skills and
knowledge in mental health. Second, where this does not already occur, SEL professional
development programs should be required to gain accreditation from the jurisdictional
teacher regulatory authority; accreditation would only be available for programs that
demonstrate their evidence base and their compatibility with the curriculum. Accreditation
processes should be based on national guidelines, to promote consistency across education
systems (draft recommendation 17.3) Only professional development undertaken with
accredited providers should be recognised for the purposes of teacher registration.

A national policy to support better teacher training and professional development

Improvements to pre-service training and professional development for teachers need to be
based on a national policy, in line with the national approach to teacher standards.
Introducing a national policy is intended to address two key issues, which lead to significant
fragmentation and inconsistency. First, while the Australian Institute for Teaching and
School Leadership (AITSL) standards can be interpreted as requiring pre-service teachers to
learn about child social and emotional development as part of their ITE, there is limited
national consistency in the implementation of the standards. Second, apart from the national
requirement to complete 20 hours of professional development, there is no national
consistency in the specific requirements teachers need to comply with and no consistent
approach to assessing the quality of professional development activities.

The Council of Australian Governments’ (COAG) Education Council, as the national body
that develops strategic policy on school education, early childhood and higher education,
should be responsible for filling this policy gap. The Education Council should develop a
national strategic policy on social and emotional learning in the Australian education system.
This policy should include:

» a clear statement on the role of the education system in supporting mental health and
wellbeing, and the role of schools in interacting with the mental health system

9 Inthe ACT, teachers must undertake at least 5 hours of professional development programs accredited by
the Teacher Quality Institute, as part of their required 20 hours of professional development per year (ACT
Teacher Quality Institute 2017).
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o a commitment to cooperate with the COAG Health Council in the implementation of
mental ill-health prevention policy, to prevent overlap and confusion

o clear guidelines for the accreditation of initial teacher education programs and
professional development courses for teachers, which must include social and emotional
learning

« similar guidelines for the accreditation of social and emotional learning programs offered
to schools.

There are different approaches to developing the accreditation guidelines. The Education
Council can choose to adopt the guidelines used in a specific jurisdiction (for example, the
NSW requirement that initial teacher education programs include a mental health
component) and implement those on a national scale. Alternatively, it can task the AITSL
with developing these guidelines, which would be closely aligned to the teaching standards
that are the responsibility of the AITSL. Alternatively, the Education Council may choose
to establish a new advisory body that would specialise in social and emotional learning.

Given the AITSL’s existing role as the body responsible for setting the national standards
for the teaching profession, the Commission sees benefit in tasking it with the development
of the guidelines for accrediting initial teacher education programs and professional
development, provided they are clear and unambiguous. This process mirrors current
approaches to quality improvements in the teaching profession, where AITSL develops the
national standards, which are endorsed by the COAG Education Council, and these are
implemented by the jurisdictional teacher regulatory authorities.

As the guidelines would apply nationally, this should allow for mutual recognition of
accreditation, and remove the need for national programs to be accredited separately in
different jurisdictions. AITSL should also evaluate the way jurisdictional authorities
implement its guidelines (similarly to past evaluations of the implementation of teaching
standards) to promote national consistency.

To develop guidelines for the accreditation of SEL programs offered to schools, the COAG
Education Council may need to convene an expert advisory panel. Several existing
frameworks can be considered — one example is the STEPS framework that assists schools
to select evidence-based anti-bullying programs. The STEPS framework was developed by
the Safe and Supportive School Communities Working Group, which includes
representatives from all Australian educational authorities (SSSC 2019b).
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DRAFT RECOMMENDATION 17.3 — SOCIAL AND EMOTIONAL LEARNING PROGRAMS IN THE

EDUCATION SYSTEM

Governments should develop a comprehensive set of policy responses to strengthen
the ability of schools to assist students and deliver an effective social and emotional
learning curriculum.

In the short term (in the next 2 years)

e The COAG Education Council should develop a national strategic policy on social
and emotional learning in the Australian education system. This policy should
include:

a clear statement on the role of the education system in supporting mental health
and wellbeing, and the role of schools in interacting with the mental health system

a commitment to cooperate with the COAG Health Council in the implementation
of mental illness prevention policy, and a clear delineation of responsibility, to
prevent overlap and confusion in policy development

guidelines for the accreditation of initial teacher education and professional
development courses for teachers, which will include social and emotional
learning. These guidelines should be developed by the Australian Institute for
Teaching and School Leadership

guidelines for the accreditation of external social and emotional learning programs
offered to schools. These guidelines could be developed by an expert advisory
panel.

In the medium term (over 2 — 5 years)

« State and Territory departments of education should use the national guidelines to
accredit social and emotional learning programs delivered in schools.

« State and Territory teacher regulatory authorities should use the national guidelines
to accredit initial teacher education programs and professional development
programs for teachers. Ongoing learning on child social and emotional development
and wellbeing should form part of professional development requirements for all
teachers. This should include the social and emotional wellbeing of Aboriginal and
Torres Strait Islander children.

Teachers’ own mental health can be affected when they find themselves in complex
situations arising from their students’ mental health challenges (KYDS Youth Development
Services, sub. 166). In addition, teachers, principals and other staff in the education system
often face substantial difficulties and time pressures in their roles (APACS, sub. 419;
Australian Education Union (AEU) NSW Teachers Federation, sub. 305). Their own
wellbeing can be compromised as a result, and it is the responsibility of employers to support
them. Some of this support can come from additional professional development in areas such
as self care, or offering debriefing sessions. The issue of mental health in the workplace is
discussed in detail in chapter 19.
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School-based support for children with mental illness

Many mental illnesses emerge in childhood and adolescence, and some, such as eating
disorders, tend to affect young people more than adults (box 17.4). Ensuring children with
mental illness remain engaged in education is important to their recovery. These children
have a legal right to education — as expressed in the Disability Standards for Education
2005, meaning that all schools are legally required to cater for children with mental illness
(DOE 2018b).

In 2017, about 188 000 school-aged children required some adjustment to their education
due to social/emotional disability (representing 26% of all children requiring adjustment due
to disability, and nearly 5% of all children attending school) (Education Council 2017).10
This can take the form of adjustments to teaching methods made by teachers within the
classroom, through to more extensive forms of support provided by specialist staff
(NCCD 2019). There can be substantial differences in how well schools implement these
adjustments, depending on the resources available to them and the skill sets of staff (OTA,
sub. 141; QAI, sub. 116).

The Australian Government provides additional funding for schools catering for students
with disability (including mental illness). Government schools can also apply to their
jurisdictional department of education for funding to employ aides or purchase materials that
would assist the student.1l In some jurisdictions, there are services to assist schools in
coordinating complex cases, but demand can be substantially higher than the support
available (for example, NSW Auditor-General 2019).

Applying for additional funding can impose significant difficulties on parents:

Parents at all schooling levels highlighted the need for numerous assessments in order to ‘prove’
that their child had disability which required reasonable adjustment. Parents reported funding
high numbers of these assessments, such as tests for dyslexia and psychological consultations,
which left them considerably out of pocket. These assessments also take a long time. As a result,
it appears that children from wealthier backgrounds and those with a committed parent or
guardian advocate were more likely to be able to secure adjustments. Similarly, several parents
and peak groups noted that, despite the Standards, they had to work as advocates for students to
ensure reasonable adjustments were made in the classroom. (Urbis 2015a, p. 34)

10 A social/emotional disability is defined by the Department of Education as ‘a disorder, illness or disease
that affects the person's thought processes, perception of reality, emotions or judgement, or that results in
disturbed behaviour’ (DoE 2019b).

11 1n some cases, further support is available from other departments. In New South Wales, for example, the
School-Link program, based on a memorandum of understanding between the Departments of Education
and Health, aims to support teachers and school counsellors in finding the most suitable assistance for
individual students (NSW Health 2017).
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Box 17.4 Eating disorders — funding focuses on treatment while
prevention remains ad hoc

About one million people in Australia are thought to experience an eating disorder (figures are
estimates as there is no national data collection on prevalence (EDV, sub. 329)). Although eating
disorders can affect people of all ages, their prevalence is highest among teenagers. Early risk
factors and symptoms often appear during the school years, with the highest prevalence of eating
disorders found among females aged 15-19 years (although in rare cases, disorders have been
diagnosed in children younger than 13 years) (Smink, van Hoeken and Hoek 2012). The
education system can contribute to prevention efforts, and issues relating to body image are
included in the Australian curriculum. However, according to the Butterfly Foundation for Eating
Disorders (sub. 424, part 2, p. 2):
The HPE [health and physical education] curriculum is designed to be high level focusing on knowledge,
skills and understanding, with each state and territory providing support to schools on implementing the
curriculum; they exercise freedom in relation to implementation timeframes, classroom practices and
resources to complement teaching. Mental health is one of the focus areas within HPE and [at]
appropriate intervals students are expected to learn about ‘body image and self-worth and their impact
on mental health and wellbeing’. We believe [there] is significantly insufficient focus on this critical area
of health and wellbeing.
Overall, HPE may not account for more than 10% of teaching hours (in NSW for example); not only is
there limited time for education relating to body esteem and other risk and protective factors for eating
disorders; they must also compete with other important health content.

Further, there has been no government funding for eating disorder prevention programs since
2011. Lack of funding is not the only challenge faced by schools:

Other perceived barriers to schools addressing this issue effectively include:

o Lack of confidence, in part because many adults struggling with their own body issues and feel unable
to ‘walk the talk’ or provide an authentic voice

e Limited up-to-date evidence based and age appropriate accessible resources

¢ Insufficient professional development and support on the ground to deliver, particularly around the
sensitive areas of eating disorders.

Currently, the national picture of how these issues are being addressed within our schools is incomplete
and largely anecdotal. (Butterfly Foundation, sub. 424, part 2, p. 3).

The Australian Government announced it will increase Medicare funding for treating eating
disorders from November 2019 and make additional investment in research and workforce
development (DoH., sub. 556). However, stakeholders in the sector are concerned about the lack
of available specialist services and insufficient data on prevalence and consumer pathways
(Butterfly Foundation, sub. 424, part 1).

Given that all students have a legal right to education, governments need to ensure that
students with mental illness (and indeed, all students with disability) have timely access to
the support they require. The effectiveness of the Disability Standards is due to be reviewed
again in 2020 (as the most recent review was completed in 2015, and the standards include
a requirement for five-yearly reviews) (DoE 2018b). The review should include specific
consideration of the way the standards affect children with mental illness, and the effect of
any adjustments made on their educational outcomes. A review should also examine
application processes for additional funding, and consider any necessary improvements (for
example, by increasing access to publicly funded psychological assessment). Further, the
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Australian Government should use the data collected through the Nationally Consistent
Collection of Data on Schools Students with Disability to evaluate the effectiveness of its
disability funding structures for children with social-emotional disability.

The Disability Standards for Education require schools to consult regularly with the student,
their family and other relevant professionals (such as therapists and other community service
providers) on the adjustments they require in the classroom (ACARA nd).

A review of the Standards conducted in 2015 found a lack of clarity among schools regarding
ways to conduct such consultation, and the development of individualised learning plans for
students. The review recommended the development of clear policies for how consultations
should be conducted and documented (Urbis 2015a).

Numerous submissions to this inquiry have referred to the difficulty of bringing together
schools and mental health service providers, to build a comprehensive treatment plan for
children with mental illness. For example, the Australian Psychological Society (APS,
sub. 543, p. 17) stated:

[External mental health service providers] are unlikely to be able to assist a child or young person
to re-engage with their education because external providers are not able to work collaboratively
with teachers to meet students’ holistic needs in relation to their learning.

This situation is at least partly due to funding. While schools receive specific funding for
students with disability, which can be used to allow teachers and other staff to attend
meetings with mental healthcare providers, there is no such funding available for allied
health professionals. Currently, case conferencing is rebated under the Medicare Benefits
Schedule only by GPs and psychiatrists in some cases (chapter 10). This means, for example,
that psychologists who treat children may need to forgo payment or bill their clients privately
to attend consultations in schools.

There are various ways to support better communication between schools and clinicians
treating children with mental illness. For example, psychologists treating children under the
Better Access program are currently required to provide a written report to the referring
medical practitioner (chapter 5). This report must include recommendations for future
management of the patient’s disorder, but there are no specific guidelines around providing
recommendations for third parties, such as family members or schools. Such guidelines have
been added to the reporting requirements for psychologists and other allied health
professionals treating children with autism (DoH nd); a similar approach could apply to the
reporting requirements for allied health professionals treating children with mental illness.
In other cases, children with severe mental illness would have a care coordinator
(chapter 10), who would work with all service providers, including the child’s school, to
coordinate care and support. Such care coordination needs to include the child’s school, and
be part of the consultation process required under the Disability Standards.
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Supporting children and young people who have disengaged from schooling

In some complex cases, children with mental illness, or young carers of people with mental
illness, disengage from school to the point that they no longer attend regularly. The
Commission has heard from carers and parents about the substantial difficulties in finding
help for their children:

[W]e really didn’t get the level of support, help or advice we needed from the school. It was
never flagged to me that her behaviour could be anxiety or depression. The situation was
exacerbated by the lack of school support for my daughter to catch up on her missed school work,
which meant she fell further and further behind in her school work and felt increasingly unable
to go to school for this reason (Anonymous parent, sub. 399, p. 2)

Reintegration with my child’s school failed soon after she commenced ... I spent many hours
sourcing information/advise from educational authorities (Name withheld, sub. 392, pp. 18-9)

Parents and carers spoke about the need for more flexible approaches within the education
system to assist children with complex needs:

The lack of flexibility on curriculum results in students like my son, not being able to participate
in accordance with their capacity to learn. le. lack of part-time study options means that if a
student is unable to cope with a full-time load due to mental or physical illness there is this
continual sense of failing plus additional stress on the family, which embeds a lack of hope,
causes tension and stress in the family dynamics and damages the self-worth of the young person.
(Carer’s story quoted in Youth Mental Health - North Metropolitan Health Service, sub. 99, p. 7)

There are examples of outreach programs run or funded by State and Territory Governments,
which work with schools, students and families to find solutions that enable children to
return to the classroom (for example, Centre for Excellence in Child and Family Welfare,
sub. 211; Marathon Health, sub. 88; Mission Australia, sub. 487). Other organisations, such
as headspace, are trialling approaches to support young people returning to education
(chapter 18). In some regions, demand for services supporting re-engagement in school
outstrips supply (Merri Health, sub. 120). The success of these initiatives hinges on effective
communication and coordination between the parties involved in supporting the child and
their family, but this does not occur in all cases (for example, Robert Davis, sub. 133;
Australian Clinical Psychology Association, sub. 359). Ways to promote effective care
coordination for those requiring care from a larger team of professionals are discussed in
chapter 10.

State and Territory departments of education should review the funding of outreach services
offered and the extent to which it should be expanded such that all students who are at risk
of disengagement or have disengaged from their schooling are supported. Departments
should put in place clear policies for referrals of students and families to proactive outreach
services once the student’s attendance declines significantly, and monitor their
implementation.
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DRAFT RECOMMENDATION 17.4 — EDUCATIONAL SUPPORT FOR CHILDREN WITH MENTAL
ILLNESS

The education system should review the support offered to children with mental illness
and make necessary improvements.

In the short term (in the next 2 years)

e The Disability Standards for Education are due to be reviewed in 2020. The
upcoming review should:

— include specific consideration of the way the standards affect students with mental
illness and their educational outcomes.

— examine application processes for adjustments and consider any necessary
improvements.
« MBS-rebated health professionals treating children should be required to include
recommendations for parents/carers and teachers in their report to the referring
medical practitioner.

In the medium term (over 2 — 5 years)

e The Australian Government should use data collected by schools as part of the
National Consistent Collection of Data on School Students with Disability to evaluate
the effectiveness of its disability funding structures for children with social-emotional
disability.

o State and Territory departments of education should review the funding for outreach
services supporting students who have disengaged from education due to mental
illness to return to school. Services should be expanded such that they are able to
support all students who are at risk of disengagement or have disengaged from their
schooling. Departments should put in place clear policies for outreach services to
proactively engage with students and families referred to them, once the student’s
attendance declines below a determined level, and monitor their implementation.

17.4 The wellbeing and mental health workforce within
schools

Beyond teachers and principals, there is a wide array of professionals whose role is to support
the mental health and wellbeing of students. Depending on the jurisdiction, school-based
wellbeing staff can include school counsellors and/or psychologists, social workers,
wellbeing officers, mental health workers, youth workers, peer workers, chaplains,
wellbeing coordinators, school nurses and others (for example, Tasmanian Government,
sub. 498) (figure 17.1). However, in all jurisdictions, various factors limit the ability of staff
to contribute to improving student outcomes, including:

« insufficient services to respond to need
« blurred responsibilities and a lack of coordinated service delivery within schools

« overlapping responsibilities for policy and funding.
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State and Territory Governments have made numerous attempts to address these issues, by
offering schools funding for specific wellbeing roles and supporting the employment of
additional staff. However, according to Australian Psychologists and Counsellors in Schools
(APACS, sub. 419, p. 3), an uncoordinated approach to service delivery can carry risks:

Shortfalls in school resourcing and the vast need within schools has led to a ‘patching up’
approach. This type of provision and uptake may be more cost-effective in the short term, but
may under-utilise the opportunities inherent in school spaces for creating better futures and
longer-term positive outcomes for societal mental health.

Insufficient services to respond to need

While there are school psychologists in every jurisdiction, there is a substantial difference
in the ratios of psychologists to students in government schools. Information provided to the
Commission on ratios ranged from 1:885 in Western Australia to 1:3090 in the Northern
Territory. All fall short of the recommendation of the Australian Psychological Society, of
1:500 (APS, sub. 543).

A number of submissions described shortages of services, and their implications for service
quality and accessibility:

Whilst many schools have psychologists and student wellbeing workers, these positions are often
small in number, and do not have adequate resources to be able to provide an individualised
response or support to each child or young person experiencing challenges within the school.
(Office of the Commissioner for Children and Young People WA, sub. 311, p. 21)

[M]any schools lack funding for wellbeing programs, and need more youth workers, nurses and
counsellors. (VCOSS, sub. 478, p. 42)

[D]ue to heavy workloads and time constraints [school psychologists’] work is often reactive
rather than proactive. Similarly, the demand for assessment services within schools (often linked
to funding) tends to override the development of systemic and preventative practices. (APS,
sub. 543, p. 16)

Where services do exist, submissions have pointed to substantial barriers to access for
students:

Due to reporting policies and lack of confidentiality in most schools’ children resist seeing school
guidance officers, who in the most part are psychologists not counsellors in the public-school
system. Issues such as stigma and lack of confidentiality/privacy, many counselling rooms are
situated in the main admin area close to the principal’s office, and where foot traffic is constant,
there is a strong reluctance by students to use available services. Students are also aware their
files are not confidential; principals and other teaching staff can access files and, in some schools,
counsellors must share files and cases with teaching staff who have no training in mental health.
Another roadblock for many students is that Guidance Officers (in the main psychologists) will
automatically assess and diagnose students against the DSM5 or ICD with a mental illness before
entering into a counselling process. This can have lifelong negative consequences. (ARCAP,
sub. 337, p. 20)
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Many young people the [Queensland Family and Child Commission] spoke to did not know who
their school counsellor or guidance officer was or how to access them. ... Young people are
concerned about school guidance officers and counsellors breaching their privacy and
confidentiality should they raise mental health. This concern is stopping them engaging with
support services. (QFCC, sub. 85, p. 5)

Unclear roles and responsibilities complicate service delivery

The range of professions involved in supporting children and young people’s wellbeing in
schools, their skill sets, responsibilities and titles vary considerably between institutions —
for example, a school psychologist can also be known as a guidance officer or a school
counsellor (APACS, sub. 419). Each jurisdiction has different definitions of the role and
different qualification requirements for school psychologists working in public schools. In
New South Wales, Queensland and Western Australia, they require both teaching and
psychology qualifications, while in other jurisdictions, a psychology degree is sufficient
(Faulkner and Jimerson 2017).

The model of service delivery also differs between jurisdictions and education sectors, with
some psychologists being school-based and servicing single government schools to others
working from regional offices. Non-government (independent or catholic) schools may
employ psychologists or allow them to see clients on school grounds. Jurisdictions also have
different approaches to the employment of school nurses, and their role in supporting
students’ mental health (QNMU, sub. 229; NSWNMA, sub. 246; ANMF, sub. 317).

A recent audit of the wellbeing services offered in New South Wales government secondary
schools found a lack of clarity about the roles of the various professionals contributing to
these services and the overall service model that schools should use (NSW Auditor-
General 2019). The possible overlap in responsibilities, as well as the sheer number of
different staff involved, can lead to unclear pathways for students and families who need
support, weaker accountability and poorer outcomes. Coordination between service
providers, particularly when it involves school-based education professionals and
community-based healthcare providers, can be challenging (Weist and Mellin 2012).

Funding and policy overlap create confusion

State and Territory departments of education fund a very large range of policies intended to
support school mental health and wellbeing services. However, the funding structures for
these initiatives are inconsistent and they often lack planning. For example, the NSW
Auditor-General (2019) found that there is no workforce planning undertaken by the NSW
Department of Education to estimate future need for counsellors and psychologists.

In Victoria, funding for medical practitioners and mental health workers in schools has been
sourced from the State Department of Education and Training but the initiatives are
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implemented by primary health networks, which are funded by the Australian Government.
According to the Primary Health Networks (sub. 377, p. 18):

The service model design of both programs does not have strong provision to strengthen linkage
and integration with the broader health and education sector environment resulting in
implementation delays and the dilution of the programs’ impact.

... [C]ase studies unveil the structural weaknesses in the healthcare system such as:

o the existence of multiple commissioning bodies (e.g. State governments and PHNSs) and the
subsequent risk of parallel and disjointed commissioning approaches for the same type of
services, resulting in complex navigation pathways, possible duplication of some service
offerings and service gaps.

o the State Department’s rigid commissioning approaches including tight timelines and limited
community and PHN consultations resulting in siloed rather than more integrated, flexible
and tailored initiatives responsive to local needs.

Some schools can find it difficult to keep up with the range of initiatives, while others find
themselves bound by rigid administrative requirements:

Some of the schools we visited were not aware of all of the [NSW Department of Education]’s
funded programs for wellbeing, and the basis of the funding allocations was not widely
understood.

The Core School Counselling Allocation and Flexible Funding for Wellbeing Services Allocation
include ‘hard’ entitlement cut offs. For example, a school is not entitled to greater than 1.0 FTE
school counsellor if enrolments exceed 850 students. This affects more than a quarter of
secondary/central schools in NSW, and creates the risk of inequitable outcomes. (NSW Auditor-
General 2019, p. 15)

Leadership —the missing piece of the puzzle

In response to the increasing focus on student mental health and wellbeing, many schools
have established wellbeing teams to coordinate their efforts and support staff; in some
jurisdictions, state governments offer funding to government schools to create a leadership
position that will oversee wellbeing programs. For example, the NSW Department of
Education allocates funding for secondary schools to employ a Head Teacher Wellbeing,
Victorian secondary schools receive funding for school welfare coordinatorsl? and South
Australian schools can employ school wellbeing leaders (NSW Auditor-General 2019; VIC
DET 2019b; State and Territory Governments Survey).

In practice, however, the scope of these roles varies substantially between schools, and can
include everything from bullying prevention to counselling. For example, in New South
Wales, the Auditor General (2019, p. 17) found that:

12 Eligible primary schools can employ primary welfare officers (VIC DET 2019b).
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An appropriately skilled Head Teacher Wellbeing is essential to an effective team and requires
adequate time away from classroom duties to perform the role. This role requires more consistent
definition and identification of the time required to fulfil the role.

Recently, reforms introduced in the United Kingdom included ‘incentivising every school
to identify a designate senior mental health leader to deliver whole of school approaches to
promoting better mental health for students as well as staff’(APS, sub. 543, p. 16). This
model was successfully trialled before roll-out and the evaluation showed substantial
benefits within schools (box 17.5).

Box 17.5 The United Kingdom approach to mental health leaders

The United Kingdom is implementing large scale reforms intended to improve mental health and
wellbeing among children and young people. These reforms encompass both the education and
health systems, and include three core policies:

« all schools and colleges will be incentivised to identify and train a Designated Senior Lead for
mental health

e new Mental Health Support Teams, which will be supervised by the National Health Service
(NHS) children and young people’s mental health staff, and focus on delivering prevention and
early intervention

o piloting a four week waiting time for access to specialist NHS children and young people’s
mental health services (UK Department of Health and Department for Education 2017).

The reforms were developed based on a trial conducted in 2015 across 255 schools. Each school
designated a senior teacher, whose role was to liaise with local mental health services and lead
the implementation of mental health and wellbeing initiatives in the school. This included acting
as the first point of contact for teachers raising concerns about their students’ mental health and
wellbeing. An evaluation of the trial showed a range of benefits, such as improvements in
communication and referrals to mental health services. In addition:
It was also apparent that improvements to the mental health knowledge and awareness of school staff
had contributed towards increased capacity and capability for preventative mental health and well-being
support. Although it was less common for schools to report delivering ‘interventions’ per se, it was
certainly the case that many were willing to engage in preventative work with young people, where the
default response would have been to make a referral. (Day et al. 2017, p. 75)

While the appointment of a Designated Senior Lead is not compulsory, the UK Government is
offering incentives to schools to participate in the program. Teachers designated as mental health
leads will receive free training, and the role will be incorporated in the career pathways of
teachers. The Government intends to offer the training to all schools by 2025 (UK Department of
Health & Social Care and Department for Education 2018).

The Commission considers that all schools in Australia should employ a school wellbeing
leader, who would be tasked with coordinating the work of the various professions that
contribute to student mental health and wellbeing and overseeing the implementation of
whole-of-school SEL programs, including relevant professional development for staff.

The Commission recognises that some schools already have a designated wellbeing leader
carrying out these duties, and in others wellbeing coordinators are fulfilling part of this role.
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Where government schools can demonstrate that a leadership role already exists and operates
effectively, they would be able to use the funding for other activities intended to promote
student mental health and wellbeing. Funding arrangements are discussed further below.

The role of a school wellbeing leader

A school wellbeing leader should be responsible for:

« coordinating the work of the school wellbeing team, which can include a school
psychologist, counsellor, social worker, school nurse, chaplain, local Aboriginal
community leader or health worker, peer workers and others. This should include clear
definitions of the roles and responsibilities of wellbeing staff and pathways for student
referrals within the school

« establishing the needs of the school community, in terms of additional programs or staff
members required, and working with school leadership and government agencies to find
suitable funding

o acting as the first point of contact for teachers concerned about students’ mental health
and wellbeing, and supporting students in accessing services, both within and outside of
the school

« ensuring plans to support students with mental illness are implemented, and there is
appropriate consultation with their family and mental healthcare providers

« overseeing the implementation of whole-of-school wellbeing programs, including
identifying the most suitable programs for the school community, developing the skill
sets of teachers who will be delivering the programs, monitoring outcomes and
supporting school staff to incorporate wellbeing practices in their day-to-day teaching

« developing and maintaining referral pathways to local community services, including
community mental health services, parenting programs and support services for young
carers.

A school wellbeing leader should be part of the leadership team of a school, and should have
minimal (if any) classroom duties. They should have substantial knowledge of child social
and emotional development and mental health. In school communities with a substantial
proportion of Aboriginal and Torres Strait Islander or culturally and linguistically diverse
families, relevant cultural capability would be essential. They should not be required to hold
psychology qualifications, as their role would not involve counselling individual students.

A teaching background is essential, however, in enabling the school wellbeing leader to
support other school staff members in implementing wellbeing initiatives. While many
teachers may complete brief professional development courses, there is often limited follow
up support (Orygen and headspace, sub. 204). Mentoring teachers and other staff members
and supporting them in incorporating wellbeing practices in their daily work and identifying
emerging mental health issues among students, should be a core part of the school wellbeing
leader role.
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Monitoring outcomes and using data to better understand student wellbeing, as well as any
additional resources the school may require, should be another core responsibility for the
school wellbeing leader. Currently, there are limited accountability structures around the
delivery of mental health and wellbeing programs in schools. The school wellbeing leader
should be accountable for improvements in wellbeing and accessibility of support services
for students. Data collected in schools should be used by governments to evaluate the
effectiveness of this policy initiative, and generate more insights into best practice in
school-based mental health and wellbeing.

In the UK trial of mental health leaders in schools, access to training for school staff as well
as ongoing monitoring and self-evaluation were identified as critical factors for success.
Other key factors relevant included support from senior school management and clear
referral pathways (Day et al. 2017). These factors will be equally important to success in
Australian schools.

Funding the employment of school wellbeing leaders

Different funding arrangements apply across the education system, and this will affect the way
the role of the school wellbeing leader would be funded. While both levels of government
contribute to school funding, State and Territory Governments are mostly responsible for
funding government schools, while the Australian Government is the major contributor to the
funding of non-government (independent and catholic) schools. The Australian Government
is in the process of reforming its school funding arrangements, such that they are consistently
based on need and, in the case of non-government schools, reflect the ability of the school
community to contribute to funding through school fees (DoE 2019d).

All State and Territory departments of education should be required to fund the creation of
this role in all government primary and secondary schools. Smaller schools should employ
a wellbeing leader on a part-time basis; alternatively, one position could be shared among
schools. Larger schools may require additional resources, such as more counsellors or
psychologists, but as the school wellbeing leader is seen as a senior management role, it is
not envisaged that more than one leader would be required. The Commission will give more
consideration to scale efficiencies, and make further recommendations on the structure of
this role in its final report.

Where schools are able to show that they already have a full-time equivalent of a dedicated
wellbeing leader and they are tracking the outcomes of wellbeing initiatives, they should be
awarded the equivalent funding as a designated mental health and wellbeing budget.

In the case of non-government schools, there are arguments for and against the Australian
Government (as a major funder of the sector) contributing funding to these positions. On the
one hand, it can be argued that this is a role for the Australian Government as part of its
overall responsibility towards non-government schools, and in a similar way that other
wellbeing initiatives such as Be You are offered to all types of schools. On the other hand,
non-government schools have developed their own approaches and wellbeing strategies, and
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are often well placed to continue implementing them. It is likely that many non-government
schools already have a leadership position in place to manage mental health and wellbeing
initiatives and additional funding is not required.

The Commission estimates that the annual cost of employing school wellbeing leaders in
government schools would be up to $660 million. Actual expenditure is likely to be lower
for two reasons. First, most jurisdictions have already allocated funding to similar initiatives
as part of their education budgets (for example, head teachers wellbeing in New South
Wales, wellbeing leaders in South Australia and regional mental health coaches in
Queensland) and this funding could be redirected towards the employment of school
wellbeing leaders. Second, this estimate is based on the assumption that a full-time wellbeing
leader would be employed in all government schools with over 100 students.13 However,
anecdotal evidence suggests that this is unlikely to be an efficient level, and full time leaders
would only be required in larger schools, for example those with more than 200 students.

This estimate represents about 1.8% of State and Territory Government expenditure on
schools.14 If funding is allocated to employing wellbeing leaders in non-government schools
as well, the cost is estimated at $975 million per year, or 2.2% of total government
expenditure.1> However, the benefits of improved student wellbeing are likely to be substantial
(chapter 26). The Commission is seeking further input on the mechanisms to fund the
employment of wellbeing leaders in non-government schools, and existing state and territory
government funding that could be redirected towards their employment in government
schools.

13 In 2018, there were 4851 government schools with more than 100 students (ABS 2019). Wages for the
proposed school wellbeing leaders were estimated based on the annual salary currently offered to head
teachers in NSW, which is $112 614 per annum. Adding superannuation and other employment costs, the
expenditure per school wellbeing leader was estimated at $136 000 (NSW Department of Education nd).

14 1n 2016-17, expenditure on schools by State and Territory Governments totalled $37 134 million
(SCRGSP 2018a).

15 As above, this assumes the expenditure per school is $136 000. In 2018, there were 7173 government and
non-government schools with over 100 students (ABS 2019k). In 2016-17, total expenditure on schools by
the Australian and State and Territory Governments reached $43 731 million (SCRGSP 2018a).
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DRAFT RECOMMENDATION 17.5 — WELLBEING LEADERS IN SCHOOLS

All schools should employ a dedicated school wellbeing leader, who will oversee school
wellbeing policies, coordinate with other service providers and assist teachers and
students to access support.

In the short term (in the next 2 years)

o State and Territory Governments should review existing programs that support
school wellbeing initiatives, and establish which funding could be redirected towards
the employment of school wellbeing leaders in government schools.

In the medium term (over 2 — 5 years)

e All schools should have a dedicated wellbeing leader. In larger schools, this should
be a full-time position.

« Where government schools can demonstrate that they already employ a staff
member in an equivalent position, and are delivering effective mental health and
wellbeing programs, they should be able to access the equivalent funding to be used
for additional investment in social and emotional wellbeing.

INFORMATION REQUEST 17.1 — FUNDING THE EMPLOYMENT OF WELLBEING LEADERS IN
SCHOOLS

The Productivity Commission is seeking input on funding mechanisms for the
employment of wellbeing leaders in schools.

« What existing funding could State and Territory Governments redirect towards
employing wellbeing leaders in government schools?

« To what extent should the Australian Government contribute to funding their
employment in non-government schools?

« What would be the number of students enrolled in a school above which a full-time
school wellbeing leader would be required?

A team-based approach to school mental health and wellbeing

In some ways, the delivery of school-based mental health services mirrors the stepped care
approach described in chapter 4. Schools implement universal, targeted and intensive
interventions, depending on the needs of their students and school community and the
curriculum requirements. There is no uniform model for successful delivery of mental health
and wellbeing services within schools. As described above, schools often establish wellbeing
teams, and their composition will vary from school to school, depending on need and
available resources. What determines the success of wellbeing teams is often the
commitment and shared understanding of their members. In its 2010 evaluation of student
wellbeing programs, the Victorian Auditor-General used data from a student wellbeing
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survey to explore differences between two secondary schools. The schools reported similar
results in the survey conducted in 2006, yet by 2009 one school’s student wellbeing scores
improved substantially while the other’s declined. According to the Victorian
Auditor-General’s Office (2010, p. 20):

School one [where scores improved] had a strong cohesive student wellbeing team with a clear
plan and objective, which has allowed it to integrate student wellbeing into the everyday life of
everyone in the school. The student wellbeing team in School two [where scores deteriorated] is
more disjointed and does not have a clear, shared vision for student wellbeing. This has prevented
the school from delivering its student wellbeing services in an efficient and effective way.

These findings are important, not only because of the paucity of evaluations in this space
(section 17.5), but because they highlight some of the key principles that are vital to the
success of school-based wellbeing teams. These include:

« ajoint vision and a clear plan for mental health and wellbeing initiatives in the school

« clear understanding of the roles of different staff members on the team, as well as clear
leadership and accountability structures

« Wwell-established student support pathways within the school. These pathways should
recognise the contribution of different professional skill sets, such that the services
offered are matched with need. Such pathways would also determine the staffing
requirements on the team.

In addition to school management and the school’s wellbeing leader, wellbeing teams need
to include mental health professionals:

Schools need properly qualified mental health professionals (psychologists, social workers and
mental health nurses) to work with students and families. Teachers need more education and
support in identifying and supporting students with mental health issues — but they should not be
expected to take the place of a mental health professional (MHCC ACT, sub 517, p. 24)

Depending on students’ individual needs, in-school support services can initially be
delivered by a range of professions — counsellors, social workers, school nurses. The school
psychologist would be the next step in a student’s pathway, once counselling provided by
other professions has established the need for psychology services or more comprehensive
assessment. School psychologists have extensive skills and are able to provide services to
students, support teachers and assist with the implementation of whole-of-school prevention
programs. The focus of their role, however, tends to be psychological and educational
assessments (APS 2018b).

The education system is not a suitable setting for long-term treatment of mental illness, and
practicing in schools can create substantial ethical challenges for psychologists; for example,
around student confidentiality and sharing information with teachers and principals
(APS 2018b). Schools are responsible for identifying concerns and working with students
and families to improve educational outcomes; they are a gateway into the mental healthcare
system for those who need more intense services and they need to work with mental
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healthcare professionals to support their students, but their role is not one of mental
healthcare provision.

To fulfil their role as a gateway into the mental health system, school mental health and
wellbeing teams should develop the school’s relationships with local providers of mental
healthcare services, such as headspace or other community mental health services.
Depending on individual need, the school’s wellbeing team should be able to refer students
to any external services required, or draw on additional supports offered by the Department
of Education.

School wellbeing leaders should monitor the effectiveness of the team they lead. This
includes defining clear boundaries around the various responsibilities of team members,
assessing whether the school has the right balance between the roles involved in supporting
student health and wellbeing and establishing whether available resources match the needs
of the school community.

Stakeholders have suggested that resources available currently are insufficient (Merri
Health, sub. 120; APS, sub. 543). It is difficult to identify best practice around the numbers
of counsellors or psychologists required to improve student outcomes. In the US, the
National Association of School Psychologists recommends that ratios do not exceed one
psychologist to 1000 students, but this may need to reach 500 or 700 in schools that aim to
provide comprehensive prevention services, or whose communities have additional needs.
Recommended ratios for counsellors and social workers are 1:250 and 1:400 respectively
(NASP 2010, 2013). Nonetheless, the National Association of School Psychologists (2010,
p. 10) argues that the ‘ratio should be determined by the level of staffing needed to provide
comprehensive school psychological services in accordance with the system’s needs
assessment’.

Departments of education should work with school wellbeing leaders to determine where
more resources are needed, and address these gaps. Depending on the service models
developed by schools and the needs of the school community, this may require additional
staff. Overall, departments of education should aim to work towards best practice ratios of
students to staff members.

Youth workers and peer workers can play a very important role in supporting the mental
health and wellbeing of students (for example, VCOSS, sub. 478). The voices of young
people with lived experience should be incorporated in school-based mental health and
wellbeing programs:

Sharing lived experiences in a safe and effective way can help young people feel not so alone,
and through hearing of real experiences navigating the health system, it educates people on what
support is available and how to find the right fit and persevere. Stories of hope and resilience can
model to others that it is possible to get through tough times and find ways to manage one’s
wellbeing and that people care. (batyr, sub. 334, p. 4)
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17.5 Are we on theright track? Assessing the effect of
policy on the wellbeing of school-aged children

As is the case in the broader mental health system, the mental health and wellbeing of
children is a topic where Australia is data rich but information poor (chapter 25). Beyond
the headline indicators about mental illness among children and young people, which are
often based on surveys that have been carried out several years ago, there is very little
information to allow us to determine whether investments in mental health and wellbeing
are delivering improvements and what policy initiatives have been effective.

Large scale data collections are not used to their full potential

There is a wide choice of data collections that include metrics relevant to child mental health
and wellbeing. The most extensive is the Australian Early Development Census, which
includes information about each child when they start school, around the age of five years.
Teachers fill in this census every three years (most recently in 2018), by assessing each
child’s development across five domains, including their social competence and emotional
maturity (DoE 2019a). There are also a number of longitudinal studies, which follow groups
of children as they grow and collect detailed data on their health (including mental health)
and wellbeing.16

There are many other population health surveys run by governments; in some states, these cover
a range of topics relevant to child mental health and wellbeing (for example, VIC DET 2019c;
WA DoH 2018). The last national survey, Young Minds Matter, was run in 2013-14 (Telethon
Kids Institute 2019). There are currently no plans to repeat the national survey.

Data from these surveys has been used in a very large number of publications, describing
the mental health of Australian children, and the effects it has on their education and other
outcomes. However, the information collected varies widely between surveys, making it
difficult to compare the effects of various government policies and produce up-to-date
national indicators of mental health and wellbeing among children and young people.

Schools also collect vast amounts of data on their students. Collections can be part of
standardised testing, such the program for international student assessment (PISA) wellbeing
collection (OECD 2017b), but more commonly occur through surveys that are either
developed by jurisdictional departments of education or purchased by schools from private
providers. In South Australia, for example, more than 90% of government schools participate

16 Examples include the Longitudinal Study of Australian Children (LSAC), the Childhood to Adolescence
Transition Study (CATS) and the NSW Child Development Study (AIFS 2019; Murdoch Children’s
Research Institute nd; UNSW Sydney 2018).
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in the Wellbeing and Engagement Collection survey, which offers a very detailed view of
children and adolescents” wellbeing (box 17.6).17

However, state wide results are not always available and data cannot be compared across
jurisdictions. Surveys are not compulsory, and schools can choose to use commercial
surveys or not measure wellbeing at all. For example, participation rates in the survey offered
to public schools by the NSW Department of Education vary between 41% and 91% (NSW
Auditor-General 2019).

Box 17.6 The SA Wellbeing and Engagement Collection

The South Australian Wellbeing and Engagement Collection is one of the largest surveys of its
kind in Australia; it differs from surveys run in other jurisdictions in that it specifically asks students
guestions about their mental health. It is based on the Middle Years Development Instrument, an
extension of the Early Development Instrument from which the Australian Early Development
Census was developed (Gregory et al. 2019).

In 2018, more than 65 000 students from year 4 to year 9 took part in the survey, enabling
comparisons between students in their primary and secondary school years. Results show that
older students tend to worry more, and feel less connected with their school teachers. The
proportion of students who reported being bullied was somewhat higher in primary schools, with
the exception of cyberbullying, which was more common among older students (SA DoE 2019).

The Middle Development Instrument was initially trialled in Victoria and South Australia in 2013,
and according to the National Mental Health Commission (2014e), cost $2 per student to
administer. The National Mental Health Commission recommended introducing the index as a
national measure ‘as the next stage in measuring, identifying and responding to child
development issues’ (NMHC 2014e, p. 101).

Results of school surveys are not always transparent — not all schools inform the community
of their wellbeing surveys and their outcomes. It is unclear to what extent data is used to
inform policy, evaluate programs or to improve the performance of individual schools.18

Some of the organisations running SEL programs in schools have commissioned individual
evaluations of their work, which generally concluded that the programs delivered
improvements to children’s wellbeing (Slee et al. 2012; Stokes and Turnbull 2016).
However, evaluations of the wellbeing policies rolled out across entire education systems
have been rare. The Commission has been able to identify only two publicly available

17 other jurisdictions run state-wide surveys, such as the Attitudes To School Survey in Victoria, student
engagement data collections in NSW and Tasmania and the Australian School Climate and School
Identification Measurement Tool in the ACT (SCRGSP 2018, table 4A.27).

18 The Commission has reviewed a selection of annual reports completed by government schools in all
jurisdictions and found that wellbeing measures were not reported consistently. All reports included results
of various satisfaction surveys (usually administered to staff, students and parents), from which it is possible
to get an indirect indication of wellbeing in the school. In the NT, survey results were reported alongside
national benchmarks. Annual reports from Victorian government schools were the only ones to compare
school results to other schools directly, based on the responses to the ‘Attitudes To School” survey run by
the Department of Education and Training.
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evaluation reports, one completed by the Victorian Auditor-General in 2010 and a 2019
report by the NSW Auditor-General.

Improving the use of data to assess child wellbeing: what should
governments do

Despite the large volumes of data collected, it is still very difficult to compile a clear picture
of children’s and young people’s mental health and wellbeing. According to the Department
of Education (pers. comm., 21 August 2019):

There are a range of issues that need to be addressed to ensure there is a solid evidence base to
improve the mental health and wellbeing of students in education:

« there are currently no national measures to track student wellbeing,
o itis difficult to measure effectiveness of interventions, and consequently

« there is limited evaluation of school based approaches.

Efforts to develop a national indicator for children’s social and emotional wellbeing have
been in train since 2006. Most recently, in its 2016 submission to the Productivity
Commission’s Education Evidence Base inquiry, the Australian Curriculum, Assessment
and Reporting Authority stated that is ‘collaborating with states and territories to explore
measurement of student wellbeing and engagement’ (ACARA 2016, p. 1).

The current national indicator for children’s social and emotional wellbeing, published by
the AIHW, relies on 2014 data from the Young Minds Matter survey (AIHW 2018c). This
data is not comparable to past national surveys, or to more recent surveys conducted by other
stakeholders, nor is it linked to information about government interventions. While some
jurisdictions collect data as part of their population health survey, inconsistent definitions
mean it cannot be used to construct a national indicator.

Research undertaken by the AIHW has concluded that responses to the Strengths and
Difficulties Questionnaire — a survey tool that has been validated and used extensively in
Australia and overseas — would be the most suitable instrument to create an indicator of
children’s social and emotional wellbeing. The AIHW suggested that the questionnaire,
which takes about five minutes to complete, could be added to jurisdictional population
health surveys, to produce a consistent national measure, which would be comparable over
time (AIHW 2012c). The Strengths and Difficulties Questionnaire was included in the
Young Minds Matter survey, but has not been run on a large scale since then.

Given that the AIHW has laid the groundwork for a national indicator that uses existing data
collections to assess children’s wellbeing, the Commission considers that the Australian
Government should fund the AIHW to complete its work and roll out a national wellbeing
indicator. The AIHW should work with State and Territory departments of health to add the
Strengths and Difficulties Questionnaire to their population health surveys, with data to be
collected and published annually.
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Particular consideration should be given to the measurement tools used to assess the social
and emotional wellbeing of Aboriginal and Torres Strait Islander children. The Strengths
and Difficulties Questionnaire is likely to have limitations as an indicator for Aboriginal and
Torres Strait Islander children; a specific tool, developed in consultation with Aboriginal
and Torres Strait Islander communities, may be more appropriate (Marmor and
Harley 2018).

Further, as recommended by the Commission in its Education Evidence Base inquiry (PC
2016a), the Australian Government should fund the Australian Institute of Family Studies to
establish new cohorts of the Longitudinal Study of Australian Children (LSAC) at regular
intervals. The LSAC uses different measures of mental health and wellbeing, which can paint
a more comprehensive picture of children and young people’s mental health, and the factors
affecting it. It can also be used in the calculation of a wellbeing index (Sanson et al. 2005).
In order to inform policy initiatives that assist young carers, new waves of LSAC should
include questions about informal care provided by children and young people (chapter 13).

The collection of data is important, but what matters most is the use of this data to improve
policy development and implementation. At a national level, a first step towards achieving
this would be developing an evidence base for the education system, as recommended
previously by the Commission (2016a). Such an evidence base will assist schools in
choosing programs that have proven to support students and teachers in improving mental
health and wellbeing outcomes. Evaluations of trials should form part of this evidence base;
to this end, the Australian Government should fund the creation of school networks that run
trials of wellbeing interventions, to inform the development of future policy.

State and Territory Governments should monitor the wellbeing of school-aged children, and
the extent to which programs delivered in schools are effective in improving outcomes. This
could be achieved by:

« the ongoing collection of population health data, as described in draft recommendation
17.6. Such data should routinely be used to inform and evaluate policy.

« the use of existing school surveys to develop school-based outcome measures. Each
school’s wellbeing policy should aim to deliver measurable improvements in wellbeing,
and these should be benchmarked against schools with similar populations. Additional
support should be offered to schools where wellbeing measures are declining, and results
should be measured continuously to monitor improvement. Results should be aggregated
by State and Territory departments of education, such that they are able to report on the
effectiveness of the overall school system in supporting better health and wellbeing.

« school surveys should also be used to assess the efficiency and effectiveness of wellbeing
programs offered by external providers.
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DRAFT RECOMMENDATION 17.6 — DATA ON CHILD SOCIAL AND EMOTIONAL WELLBEING

Governments should expand the collection of data on child social and emotional
wellbeing, and ensure data is used (and used consistently) in policy development and
evaluation.

In the short term (in the next 2 years)

o the Australian Government should fund the AIHW’s work to finalise the development
and implementation of an indicator of child social and emotional wellbeing. Where
jurisdictions do not collect the required data, the AIHW should work with Departments
of Health to implement data collection. Data should be collected and reported
annually.

o State and Territory departments of education should use existing school surveys to
monitor the outcomes of wellbeing programs implemented in schools. These should
be used to identify schools that require additional support to implement effective
wellbeing programs.

In the long term (over 5 — 10 years)

e The Australian Government should fund the creation of an education evidence base,
including an evidence base on mental health and wellbeing. This should include
funding networks of schools to trial and evaluate innovative approaches.

e The Australian Government should fund the Australian Institute of Family Studies to
establish new cohorts of the Longitudinal Study of Australian Children at regular
intervals.

17.6 Quantifying the benefits of recommended reforms

There are strong economic arguments for investing in mental health programs targeted at
infants, children and young people. Such investments can deliver benefits by:

preventing mental illness from emerging or reducing its severity, which improves the
wellbeing of the individual and their family, reduces the cost of treatment for the
healthcare system and prevents productivity loss across a person’s life.

enhancing mental health across the population, which will contribute to higher levels of
wellbeing, better educational outcomes, and later on, improved labour market outcomes
and overall life trajectories (for example, through fewer incarcerations), higher income
tax and GST contributions and less reliance on income support

intergenerational benefits, as young people become adults and have their own families
that experience less parental stress and a lower risk of child maltreatment, which
contribute to better outcomes for children (McDaid 2011; McDaid, Park and
Wahlbeck 2019).

Numerous studies have attempted to quantify the benefits of interventions to improve mental
health and wellbeing for children and young people. Many such studies were conducted in
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the United States, with broadly positive results; some have reported returns as high as $32
for every $1 invested in specific programs (WSIPP 2019).

Australian studies also reported positive returns on investment in prevention and early
intervention across the population. Some estimates reached $53 billion over the period to
2040, through increased productivity and participation, and saving across health, justice and
social services (Urbis 2015b). Submissions to this inquiry emphasised that delaying
intervention will offset some of the possible benefits:

Investing in the early years makes good economic sense. Research has demonstrated that
investing in the formative years from pregnancy to three years is one of the most efficient and
cost-effective ways to create the human capital needed for economies to grow. For every $1 spent
on early childhood development interventions, the return on investment can be as high as $13.

These returns diminish every year that intervention is delayed. The short terms costs of
investment in early years programs, are more than offset by the immediate and long-term benefits
in terms of reduction in the need for special education and remediation, better health outcomes,
reduced need for social services, lower criminal justice costs and increased self-sufficiency and
productivity among families. (QMHC, sub. 228, p. 6)

In this chapter, the Commission has made a range of recommendations to support the mental
health and wellbeing of children through the health and education systems. Each of these
will carry its own specific costs, although some are likely to mostly require governments to
shift their focus to improving current efforts, rather than invest in additional functions.

For example, improving teachers’ knowledge of child social and emotional development
(draft recommendation 17.4) has been shown to improve outcomes for students (Day et
al. 2017; Sklad et al. 2012; Taylor et al. 2017). The costs involved are likely to be relatively
low, given that there are already legislated standards for initial teacher education and
requirements for ongoing professional development. Regulators would, however, need to
ensure that course content is consistent, and provides teachers with evidence-based tools to
support their students and deliver effective SEL programs.

The Commission has estimated the possible economic benefits of these recommendations,
in terms of expected changes in labour force participation and income. Based on large scale
analyses conducted overseas, we assumed that an improvement in the quality of SEL in
schools will result in a minor improvement in population mental health for those with below
average mental health (specifically, this was assumed to be 0.04 of a standard deviation
(appendix F)).

The possible benefits of such a change are likely to be large, given that in the long term, they
will apply to a large portion of the working population. Based on preliminary analysis, the
possible improvements in mental health are likely to result in 43 000-59 000 more people in
employment, and an increase in overall income of about $4.3-5.6 billion. This includes
income from people entering employment due to better mental health, switching from
part-time to full-time employment, as well as increases in productivity across the workforce
(chapter 26, appendix F).
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18 Youth economic participation

Interventions for youth
matter because ...

The years of 18-24 are an important transition point in a
person’s life and participation and outcomes during this period
can significantly affect economic and social participation in later
life.

Many 18-24 year olds participate in tertiary education and
there is evidence that tertiary students are more likely to
experience mental ill-health than the general population.

The level and types of mental health-related support provided
by tertiary institutions to students varies between education
providers.

Many students do not feel comfortable disclosing mental
ill-health and seeking support due to stigma, yet demand for
services, such as counselling, exceeds supply at many
institutions.

Many youth experiencing mental ill-health are disengaged from
education, training or work.

Successful
intervention
requires ...

Tertiary education providers should be required to develop a
mental health and wellbeing strategy that sets out how they will
meet their regulatory obligations to their students in respect of
mental health.

Tertiary education providers should also clarify the roles and
responsibilities of teaching staff in supporting students’ mental
health and provide information and guidance to teaching staff
to help them meet their responsibilities.

Guidance should be provided to non-university higher
education providers and Vocational Education and Training
providers so they can meet their regulatory obligations in regard
to their students’ mental health.
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The years between 18 and 24 are an important transition point in a person’s life. Many people
in this age group are leaving school and moving on to tertiary education and/or work. Their
economic participation during this period can affect their outcomes in later life. Many people
also experience mental ill-health during this period. About three-quarters of adult mental
health disorders emerge by the time people are 25 years. Mental ill-health can negatively
affect a person’s ability to participate economically and socially and disrupt their transition
from education to work.

This chapter discuses improving youth economic participation, and in particular,
participation in education and training, and whether youth in education and training receive
sufficient mental health-related support. It also looks at supporting disengaged youth to
re-engage with education and training.

18.1 Youth mental health and economic participation

Young adults experience higher rates of mental ill-health

Many people first experience mental ill-health in their youth. About 50% of adult mental
health disorders start by the age of 14 years, with another 25% emerging between the ages
of 14 and 24 years (Kessler et al. 2005).

Young adults experience higher rates of mental illness than the rest of the adult population.
According to the 2007 National Survey of Mental Health and Wellbeing, 26% of people aged
16-24 years had an anxiety, mood or substance use disorder in a given year, compared with
19% of people aged 25-85 years (ABS 2008). Young people also experience relatively high
rates of psychological distress (figure 18.1).

Similar to the general population, the proportion of young adults experiencing moderate or
greater psychological distress increased between 2011-12 and 2017-18 — from 37.6% to
43.5% (figure 18.1). However, at least part of this increase could be due to increased
awareness about mental health possibly leading to people being more likely to report feelings
of distress.

The types of mental illnesses young people experience differ to the general adult population.
Young adults have much higher rate of substance use disorders (12.7% of 16-24 year olds
compared with 5.1% of 16-85 year olds), but their rate of mood and anxiety disorders is
similar to the remainder of the adult population (ABS 2008). Young adults also have lower
rates of psychotic illness than the general population (Morgan et al. 2011).

Mental ill-health is a significant contributor to disability and the overall costs of ill-health
for young people relative to the rest of the population. Mental health is the leading cause of
disability in people aged 10-24 years (McGorry et al. 2014) and accounts for almost 50% of
the burden of disease in people aged 16-24 years (AIHW 2011b). As well, in 2018,
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436 people aged 1524 years died by suicide, making it the leading cause of death in this
age group (ABS 2019a).

Figure 18.1 Psychological distress in young adults over time?2
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& Graph excludes not asked and unable to be determined.

Source: ABS (Microdata: Australian Health Survey, National Health Survey, 2011-12, Cat.
no. 4324.0.55.001; Microdata: National Health Survey, 2014-15 and 2017-18, Cat. no. 4324.0.55.001).

Among young people, those leaving out-of-home-care at the age of 18 years are particularly
vulnerable. A Senate inquiry considered them to be some of the most disadvantaged groups
of young people who were at greater risk of negative outcomes in terms of social outcomes,
psychological functioning, financial status and educational and vocational achievements
(Senate Community Affairs References Committee 2015). Young carers are another highly
vulnerable group. About 12% of mental health carers in Australia are aged between 15 and
25 years (chapter 13).

Economic participation of young people

At the same time that many young adults are experiencing mental ill-health problems for the
first time, they are also undertaking an important transition — moving from secondary
school into further studies, employment or both.

Because many young people are studying, young adults have higher economic participation
rates than the rest of the adult population. About 81% of Australia’s 2.1 million 18-24 year
olds were engaged in education, training or employment in 2016, compared with about 73%
of 25-64 year olds (figure 18.2).
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Figure 18.2 Adult economic participation@
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Source: ABS (Microdata: Census of Population and Housing, 2016, Cat. no. 2037.0.30.001).

But there is a large group who struggle with the transition from secondary school into further
studies or employment. For example, one study found 19% of 15-24 years olds seeking help
for mental ill-health were not engaged in employment, education or training. Those not
engaged are more likely to be male, older, and have a history of criminal charges, risky
cannabis use, higher levels of depression, poorer social functioning, greater disability and
economic hardship, and a more advanced stage of mental illness than those who are engaged
(O’Dea et al. 2014).

While short spells not engaged are very common for young people (more than two thirds of
all youth spend some time in neither education nor work), long spells of time not engaged
are most common for young females and Aboriginal and Torres Strait Islander people
(OECD 2016).

The high overall engagement rate of Australia’s young adults disguises the fact that they are
much more likely to be unemployed than the general population. In August 2019, the
unemployment rate for 15-24 years olds was more than double the unemployment rate of
the working age population (ABS 2019c).

Participating in education, training and work have important benefits both for the individuals
themselves and for the wider community, including:

o increased employment rates and incomes — for example, employment projections
suggest that over 90% of new jobs over the next five years will require a VET
qualification or higher (DJSB 2018a)
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o improved health and wellbeing — for example, a meta-analysis examining the
relationship between socioeconomic status and depression found that each additional
year of education was associated with a 3% reduction in the odds of being depressed
(Lorant et al. 2003). Employment has also been shown to have mental health-related
benefits (chapter 19)

« increased social participation (OECD 2017a, 2018a; Renner et al. 2015).

As noted by New South Wales Mental Health Commission (2014, p. 16):

Participation in education is critical to maintaining a young person’s trajectory towards a
fulfilling life, building skills and improving employment prospects.

Poor mental health can negatively affect economic participation

Young people experiencing mental ill-health are at higher risk of disengaging from
education or employment. For example, an evaluation of headspace (whose clients are aged
12-25 years) found that 20.2% of clients were disengaged from employment, education and
training, compared with 10.7% of the comparable general population (Hilferty et al. 2015,
cited in Orygen 2018b). This can have substantial negative consequences for their future
wellbeing. Analysis of the 2007 Australian National Survey of Mental and Wellbeing
showed that people with no post-school qualifications were more likely to have an affective
disorder (Slade et al. 2009).

Given that mental ill-health has been linked with lower economic participation, young
people with mental ill-health might miss many of the important benefits of participating in
education, training and employment. As Orygen and headspace (sub. 204, p. 16) noted:

The onset of mental illness peaks in adolescence and early adulthood, which is a critical
developmental period for education, employment and interpersonal or relational outcomes. The
experience and impact of mental ill-health during this life stage can interfere with the
development of skills needed to successfully navigate these social and economic milestones. The
persistence of mental ill-health through the prime years of productivity and economic
participation can significantly increase the lifetime risk of poor health, social, education and
employment outcomes. Therefore, the economic impacts of mental disorders in youth can endure
well into life-stages at which mental ill-health represents relatively lower proportions of the
prevalent health burden.

Transitioning from secondary education can be problematic

The transition from secondary to tertiary education and/or employment can affect a person’s
mental health. Transition points are known to place additional stress on a person’s mental
health (Orygen 2017; ReachOut 2019). This particular transition can be accompanied by
‘experiences of loneliness, self-doubt, anxiety and feelings of pressure’ and it is also
associated with other life changes and challenges, including having increased autonomy,
balancing work and study, relocating from home and being financially responsible for the
first time (Orygen 2017, p. 14).
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Studies of the economic impact of youth mental health show the significant impact mental
ill-health in young people can have on later outcomes. For example, a 2009 study of the
economic impact of mental illness in people aged 12—25 years estimated that the annual
financial cost in 2009 was over $10.6 billion. This included $7.5 billion in productivity lost
due to lower employment, absenteeism and premature death of young people with mental
illness (Access Economics 2009). A 2012 study of the cost of mental illness in young men
aged 12-25 years concluded that it costs the Australian economy $3.27 billion per annum.
Of this, 24.3% were employment costs, including reduced earnings due to lower education,
and 7.0% were unemployment costs (Degney et al. 2012). The costs associated with mental
ill-health are discussed further in chapter 3 and appendix E.

Given the significant costs of mental ill-health, and the benefits of education, training and
employment, it is important that young people, and particularly those experiencing mental
ill-health, are provided with adequate support to complete their education and training and
participate in employment.

18.2 Supporting people in tertiary education

Many young adults are studying at higher education or vocational education and training
(VET) institutions (box 18.1).

While the focus of this chapter is on youth economic participation, many people who
undertake tertiary education are aged 25 years and older (ABS 2019d). Given that the data
and research in this area generally covers students regardless of age, and that the benefits of
education, and the rationale for support students to complete education, are not limited to
the 18-24 year old age group, the following discussion encompasses all students undertaking
tertiary education. ‘Support’ for this group is about arrangements that prevent the
development of mental ill-health and helping those who have mental ill-health to remain
engaged with their studies.

Who is undertaking tertiary education?

In 2017, there were over 1.5 million university students in Australia and, in 2018, there about
4.1 million undertaking VET studies (DoE 2018c; NCVER 2019b). In addition, there were
about 276 000 apprentices and trainees in-training, as at 31 March 2019 (NCVER 2019a).
Students in the higher education sector are more likely to be female, studying full-time, and
from overseas (table 18.1).
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Box 18.1 The tertiary education sectors

Tertiary education in Australia is made up of two sectors: higher education and Vocational
Education and Training (VET). These sector often overlap, with some universities, particularly in
Victoria, providing VET-level qualifications and some public and private VET providers also
offering higher education qualifications (Norton, Cherastidtham and Mackey 2018; Orygen 2017).

Higher education

The higher education sector confers awards that span levels 5-10 of the Australian Qualifications
Framework, which include diplomas, advanced diplomas, associate degrees, bachelor degrees,
graduate certificates, graduate diplomas, masters degrees, doctoral degrees, and higher doctoral
degrees (TEQSA 2019c). As October 2019, there were 178 higher education providers operating
in Australia, including 40 Australian universities, 1 Australian university of specialisation, 1
Australian university college, 2 overseas universities and 134 non-university higher education
providers (TEQSA 2019a). The non-university higher education providers are a mix of for-profit
and not-for-profit providers, generally specialising in one field of education, occupation,
qualification level or type of student (Norton, Cherastidtham and Mackey 2018).

The Australian Government is predominantly responsible for policy and regulation of the higher
education sector. Higher education providers are regulated under the Higher Education
Standards Framework. The Tertiary Education Quality and Standards Agency was established in
2011 as the higher education sector regulator. It registers providers and evaluates their
performance against the Higher Education Standards Framework (DoE 2018d).

VET

The VET sector includes a broad range of award courses that span levels 1-8 of the Australian
Quialifications Framework and non-award courses. Courses include, for example, certificates,
diplomas, apprenticeships, general use courses such as first aid training and part-day
employer-specific training (Ey 2018; Orygen 2018b). As of 2017, there were 4193 VET providers,
including 3156 private training providers, 442 community education providers, 398 schools, 143
enterprise providers, 41 TAFE institutes and 13 universities (NCVER 2018). Of these, 3193 were
Registered Training Organisations. Providers must be registered to deliver award courses
(Ey 2018).

The VET sector is jointly funded and regulated by the Australian, State and Territory
Governments. The National Agreement for Skills and Workforce Development and the National
Partnership Agreement on Skills Reform set out the governments’ roles and responsibilities
(SCRGSP 2019g). The Australian Skills Quality Authority is the national regulator for the VET
sector and accredits courses, regulates registered training organisations, and manages the
registration of providers who wish to offer courses to overseas students studying in Australia.
Victoria and Western Australia also have state-based regulators (the Victoria Registration and
Qualifications Authority and the Training Accreditation Council). Providers who only offer courses
in these states and do not enrol overseas students can register with these regulators (Ey 2018).
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Table 18.1 Characteristics of tertiary students
Proportion of all students in sector2

Characteristic Higher education (2017) VET (2018)
% %
Sex
Male 44.5 50.8
Female 55.50 45.1
Located in:C
Major cities 79.8d 59.2
Regional 19.1d 26.7
Remote 0.9d 2.5
Full-time 71.3 10.78
Aboriginal or Torres Strait Islander 1.3 3.4
With disability 6.49 4.1
At school na 8.4
Apprentice or trainee undertaking off-the-job training . 7.7
SEIFA quintile:®
1 (most disadvantaged) na 17.3
2 na 18.3
3 na 19.6
4 na 17.4
5 (most advantaged) na 14.9
Low socioeconomic statusd 17.6 na
International student 28.5 4.4€

& For VET data, each category includes a proportion of students of which their status is not known. b
According to the data notes, students who have requested their gender to be recorded as neither male nor
female are counted as female. ¢ Does not include students who are located overseas. 9 Excludes
international students. © Data are for 2017. Quintile 1 is the most disadvantaged. na Not available. .. Not
applicable.

Source: DoE (2018a); NCVER (2019c).

The VET and higher education sectors have experienced quite different trends in enrolments
in recent years. While the proportion of 15-64 year olds who undertake higher education has
increased since 2001, the proportion undertaking VET has declined (Atkinson and
Stanwick 2016). The introduction of the demand driven system has led to a significant
increase in people undertaking higher education since 2008 (Atkinson and Stanwick 2016;
PC 2019d). In addition, these changes, and other specific efforts by the Australian
Government, have also led to increases in the participation rate of particular demographic
groups including international students, students from regional and remote areas, students
from lower socioeconomic backgrounds, students with disabilities and Aboriginal and
Torres Strait Islander students. The proportion of overseas students enrolled in the higher
education sector has increased in recent years from 18.7% of all enrolments in 2001 to 28.5%
in 2017 (DoE 2018c).
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Mental health outcomes of university and VET participants

Many students experience mental ill-health

There is some evidence that tertiary students experience poorer mental health outcomes than
the general population. For example, Cvetkovski, Reavley and Jorm (2012) analysed the
2007 wave of the Household, Income and Labour Dynamics in Australia survey, the 2007-08
National Health Survey and the 2007 National Survey of Mental Health and Wellbeing and
found that tertiary students had a higher prevalence of moderate psychological distress, but
the rate of high distress was similar to that of non-students. The National Union of Students
survey of 3303 students across 40 universities and 30 TAFEs in 2016 found that 67% of 16—
25 year olds and 59% of students over 25 years rated their mental health as poor or fair. They
also had high rates of psychological distress — 65% of 16-25 year olds and 53% of students
over 25 years reported experiencing high or very high psychological distress (National
Union of Students and headspace 2016). Other Australian studies have also found that
tertiary students experience relatively high rates of psychological distress (Renner et
al. 2015; Stallman 2008, 2010; Stallman and Shochet 2009).

This is not unique to Australia. International studies have also found that tertiary students
experience relatively high rates of mental ill-health (Eskin et al. 2016; Kramer et al. 2004;
Said, Kypri and Bowman 2013; Steptoe, Tsuda and Tanaka 2007).

According to data from the Multi-Agency Data Integration Project (ABS 2019¢), VET
students appear to experience higher levels of psychological distress than university
students. Both VET students and university students experience higher levels of distress than
those in employment, but not as high as those that are unemployed (figure 18.3).

The prevalence of mental ill-health in university students could have increased in recent
years. For example, counselling service managers at Australian and New Zealand
universities have reported they have seen an increased demand for counselling, which many
services are struggling to meet (Vivekananda, Telley and Trethowan 2011). Also, a
submitter to this inquiry who is a TAFE teacher advised that they were encountering more
and more students with anxiety (Name withheld, sub. 41). However, an increase could also
be driven by more students seeking help.

There is no regular national data collection on the mental health of tertiary students in
Australia that allows a comparison over time or a periodic assessment across institutions at
a point in time. Other than Cvetkovski, Reavley and Jorm (2012), most of the research into
student mental health has been in the form of optional self-reported surveys, mostly of
university students.19 In some cases, the results of these studies have been benchmarked
against national data collections, enabling some comparison with the general Australian
population.

19 Given participation in these surveys has been optional and they generally have low response rates, the
results should be treated with caution.
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Figure 18.3 Psychological distress by type of economic participation?2
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Source: Commission estimates using ABS (Microdata: Multi-Agency Data Integration Project, Australia, Cat.
no. 1700.0).

The prevalence of mental ill-health varies between different groups of students
The prevalence of mental ill-health in tertiary students varies between different groups.
There is evidence that mental ill-health might be more prevalent in:

o female students (Andrews and Chong 2011; Said, Kypri and Bowman 2013;
Stallman 2010; Vivekananda, Telley and Trethowan 2011)

« full-time students (Stallman 2010)

« younger students (Cvetkovski, Reavley and Jorm 2012; Stallman 2010)

« undergraduate students (Andrews and Chong 2011; Said, Kypri and Bowman 2013)
« LGBTIQ students (Said, Kypri and Bowman 2013)

« students with disability (Vivekananda, Telley and Trethowan 2011)

o students on low incomes and those experiencing financial stress (Andrews and
Chong 2011; Cvetkovski, Reavley and Jorm 2012; Said, Kypri and Bowman 2013;
Stallman 2010)

o students living alone or off-campus (Cvetkovski, Reavley and Jorm 2012;
Stallman 2010) and students who have relocated to study (King et al. 2011)

« students who also work (Cvetkovski, Reavley and Jorm 2012)
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 students undertaking some areas of study, with one study finding that law, psychology
and mechanical faculty students had higher rates of psychological distress than medical
students (Leahy et al. 2010), and another finding that law students had higher rates of
psychological distress than other tertiary students (Kelk et al. 2009)

o students from a non-English speaking background (Vivekananda, Telley and
Trethowan 2011)

« students in regional and remote areas (Mulder and Cashin 2015)

« Aboriginal and Torres Strait Islander students (Toombs and Gorman 2011).

International students have also been identified as a group that may experience higher rates
of psychological distress, with some Australian studies finding that international students
presenting at a university counselling service and Chinese students at a major Australian
university had higher rates of distress than domestic students (Redfern 2016; Vivekananda,
Telley and Trethowan 2011). As well, a study of international and domestic students at
RMIT found that international students experienced higher rates of depression, suicide
ideation and physical symptoms of psychological distress than domestic students (Summers
et al. 2005, cited in Vivekananda, Telley and Trethowan 2011). However, other studies have
not found that international students have worse mental health outcomes (Said, Kypri and
Bowman 2013; Skromanis et al. 2018; Stallman 2010).

At least part of the mixed results related to international students may be due to cultural
factors. International students might underreport mental health illness as they may be less
willing to disclose illness, even in an anonymous survey (Said, Kypri and Bowman 2013).
As noted by Vivekananda, Telley and Trethowan (2011, p. 40), ‘international students may
be a vulnerable group due to the many psychosocial and cultural transition stressors they
experience’. There has been increased awareness of the pressures faced by some
international student cohorts in recent years, with at least 27 international students dying by
suicide between 2009 and 2015 in Victoria alone (box 18.2).

What factors worsen student mental health outcomes?

Being a student is associated with a number of stressors that can affect mental health. These
include study-specific stressors and other factors associated with being a student.

For many students, beginning tertiary education is associated with increased workloads and
academic demands, which can cause stress (Wynaden, Wichmann and Murray 2013). For
example, 64% of all respondents to the 2016 National Tertiary Student Wellbeing Survey
said they found their academic experience to be very or extremely stressful (National Union
of Students and headspace 2016). In comparison, a survey of year 12 students undertaking
the Higher School Certificate in New South Wales found that 37% reported above stress
levels and 16% server levels of anxiety (North, Gross and Smith 2015).
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Box 18.2 Suicides among international students

Suicides among international students have receive significant attention in recent years. In 2019,
a Victorian Coroner investigated the death of Zhikai Lui, an international student studying at the
University of Melbourne in Victoria. The Victorian Coroner found that Zhikai Liu was likely
depressed due to relationship issues, the difficulties he had understanding what was happening
in his university classes and the language barriers he faced.

As part of the investigation, the Coroners Prevention Unit found that at least 27 international
students had died by suicide in Victoria between 2009 and 2015. However, this is likely to be an
underestimate as the Coroners Prevention Unit found, when reviewing the Victorian Suicide
Register, in some cases they were unable to determine if the person was in Australia on a student
visa or another type of visa. The Unit compared these students to a cohort of domestic students
who had died by suicide and found that a lower proportion of international students had a
diagnosed or suspected mental health issue, and a higher proportion had experienced
educational and financial stressors. The international students were also much less likely to have
attended a health service for a mental health-related issue within six weeks of death (22.2%
compared with 57.1%).

The Coroners Prevention Unit expressed concerns that the lower rate of diagnosed mental illness
and lower engagement with mental health services could reflect increased barriers to international
students accessing mental health treatment, rather than a lower underlying prevalence of mental
illness.

The Victorian Coroner noted that while they were unable to conclude the student would still be
alive if they had engaged with a mental health service, it at the least would have created
prevention opportunities that did not exist otherwise.

The Victorian Coroner made a number of recommendations including that the Australian
Government Department of Education:

e consult with Victorian international student education providers as well as other relevant
organisations to identify strategies to engage vulnerable international students with mental
health support and how critical incident reports maintained by education providers may be
brought together to inform interventions to reduce suicides among international students

o amend Standard 6 of the National Code of Practice for Providers of Education and Training to
Overseas Students to include a requirement that education providers must forward a copy of
the critical incident report and any remedial action taken to the Coroner in that jurisdiction
within four weeks of the death of an international student.

The Australian Government Minister for Education agreed in principle to the Victorian Coroner’s
recommendations and noted that they were relevant at a national level, not just Victoria. The
minister tasked the Australian Government Department of Education with consulting with the
education sector to further develop strategies to support international student mental health.

Source: Hunter (2019); Tehan (2019); Victorian Coroner (2019).

Separation from familiar support networks

For many people, beginning tertiary studies is associated with living away from home, and
being away from support networks, for the first time (Said, Kypri and Bowman 2013). And
for many students — in particular, international students and students from regional and
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remote areas — beginning tertiary studies can involve moving long distances away from
family and support networks (Forbes-Mewett and Sawyer 2011).

International students are often not just experiencing living away from their families and
support networks, they are also adapting to a different culture, language and way of doing
things (Forbes-Mewett and Sawyer 2011; Wynaden, Wichmann and Murray 2013).

Financial stresses

Many students also experience financial stress. While some are financially supported by their
families, other students are responsible for their own finances and living costs for the first
time. This can cause significant stress for these students. Stallman (2010) found that students
with financial stress were twice as likely to report mental illness. As noted by the Curtin
Student Guild (sub. 234, p. 2):

More than ever, students are experiencing high levels of stress associated with lifestyle factors
related to financial strain, unemployment, graduate employability, and work or study pressures.
A Universities Australia report found that most domestic undergraduate students (58%) are
worried about their financial situation and students of low socioeconomic status are more likely
(63%) to be worried. ... Accordingly, a significant number of students are now living below the
poverty line and have been found to carry 30% more debt in 2012 than in 2006.

Financial stress may be worsening over time, with a number of studies suggesting that higher
education has become less affordable in recent years (Bradley et al. 2008; James et al. 2007
and Long and Hayden 2001, cited in Mulder and Cashin 2015).

Balancing work and study

While some financial stress associated with study may be alleviated for those working at the
same time, balancing study and work brings its own additional stresses (Orygen 2017). The
Curtin Student Guild (sub. 234, p. 6) noted that ‘nearly a third (30%) of full-time domestic
undergraduate students are also working more than 20 hours a week’.

Mental ill-health problems can affect students’ education outcomes

Mental ill-health can negatively affect tertiary students’ participation and academic
performance. Curtin Student Guild (sub. 234, p. 4) stated:

A lack of response to mental health difficulties can result in poor academic performance or
complete academic failure, relationship issues, and compounding problems such as drug or
alcohol abuse, stigma, isolation, discrimination and the continued decline of physical and mental
health.

There is evidence that mental ill-health is related to lower academic achievement. For
example, Australian and international research have found that increased mental ill-health
and higher levels of psychological distress are associated with lower grade point averages
(Stallman 2010).
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Many tertiary students not completing their studies are also affected by mental ill-health.
Cavallaro et al. (2005) found that VET students with mental illness had a subject completion
rate of 67%, compared with 75% for all VET students with disability and 82% for all VET
students. Karmel and Nguyen (2008) found a similar result and that, once other student
characteristics were controlled for, mental illness had a relatively larger impact on
completion rates than other disability types. Mental ill-health also appears to affect higher
education students’ completion of their studies. For example, 45% of higher education
students in 2018 who were considering exiting their course early were doing so for health or
stress reasons (Social Research Centre 2019).

There are several channels through which mental ill-health affects students’ outcomes,
including:

o they can lead to difficulties with concentrating and studying, missing classes and
disruptions to participation due the mental ill-health

« perceived and actual stigma, discrimination and fear of failure

« the effect of other issues associated with mental ill-health such as financial pressures
(Hartley 2010; Miller and Nguyen 2008; Orygen 2018b).

Many tertiary students with mental ill-health do not seek help

Many students do not seek help for their mental ill-health. Surveys of Australian university
students have found that only about one-third of students with elevated levels of
psychological distress had consulted a health professional regarding their stress
(Stallman 2008, 2010). These rates are similar to the general population (Stallman 2008).
However, according to Stallman (2010), a higher proportion of students reported seeing
counsellors, which may reflect the availability of counselling services on university
campuses.

Data from a VET provider survey indicated that only 11.7% of VET students who reported
a disability also disclosed having a mental illness (NCVER 2011, cited in Orygen 2018b).
This translates to only about 1% of VET students, which is much lower than the prevalence
of mental illness in young people (Orygen 2018b). This discrepancy indicates that many
VET students may choose not to disclose their mental illness, and avoid seeking support and
reasonable adjustments. In addition, while the proportion of students with disability enrolled
in higher education has increased, only 6.4% of domestic higher education students report
having a disability (table 18.1) and only a portion of these would have a mental illness.

Help-seeking behaviour appears to vary by type of student. For example, Skromanis (2018)
found that international students at the University of Tasmania were less likely than domestic
students to report seeking help for a mental health, relationship, or alcohol or substance use
problem.

There are several reasons why students do not seek help. A key reason is stigma. A 2016
survey of university and VET students found that about 20% of 16—25 year old participants
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said they were too embarrassed to ask for help for their mental health and almost 20% said
they were worried about what other people might think (National Union of Students and
headspace 2016). McAuliffe et al. (2012, p. 117) stated:

... students often do not know who they should disclose to, what will happen to disclosed
information, and who has access to this information. Student’s often fear embarrassment, stigma,
and shame about disclosing mental illness, which is compounded by the diverse attitudes,
experiences, and beliefs of educators.

Another Australian study found that many students go to considerable lengths to conceal
mental ill-health and, as a result, found it difficult to meet their academic requirements
(Martin 2010; Orygen 2017).

Not unlike the general population, students may be unsure as to whether their problems are
serious enough to seek help or may consider that they can deal with their problems on their
own. Other reasons reported as to why students do not seek help include a lack of time and
the cost (Wynaden, Wichmann and Murray 2013).

Mental health and wellbeing support for students

In addition to the supports available to the general community, there is a range of specific
supports that are provided to tertiary students to help them with their mental health and
wellbeing, and to access and participate in education and training if they are experiencing
mental ill-health. The education institutions themselves mostly provide these supports, but
governments and other organisations also provide support.

Some of the institution-provided support is required by legislation or government policy.
Nevertheless, the amount and types of support provided varies by institution, including by
institution size (larger institutions with more resources typically providing more support)
(for example, IHEA, sub. 555) and sector (different requirements are imposed on higher
education and VET sector providers).

Similar to mental health more broadly, there has been increasing awareness of student mental
health and wellbeing needs in recent years, which has driven significant activity in the sector.

Mental health-related support requirements

Requirements on both the higher education and VET sectors

Under the Disability Discrimination Act 1992 (Cth) and the Disability Standards for
Education 2005, all education providers regardless of sector are obligated to make
‘reasonable adjustments’ to ensure that students with disability (including psychosocial
disability) are able to access and participate in education and training on the same basis as
other students (DoE 2018b) (box 18.3).
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Box 18.3 Disability Discrimination Act and Disability Standards for
Education

The Disability Discrimination Act 1992 (Cth) makes it unlawful to discriminate of the basis of
disability (including mental illness) in areas such as education, employment, the provision of
goods and services, and access to public buildings.

The Disability Standards for Education 2005 were created under the Disability Discrimination Act
to clarify education providers’ obligations and the rights of students with disability under the Act.
The objectives of the standards are to:
(a) to eliminate, as far as possible, discrimination against persons on the ground of disability in the area
of education and training; and
(b) to ensure, as far as practicable, that persons with disabilities have the same rights to equality before
the law in the area of education and training as the rest of the community; and

(c) to promote recognition and acceptance within the community of the principle that persons with
disabilities have the same fundamental rights as the rest of the community.

The Standards are to be reviewed every five years, with the next review expected to take place
in 2020 (chapter 17).

Source: Disability Discrimination Act 1992 (Cth); Disability Standards for Education 2005.

In addition, all higher education and VET sector providers that are registered to educate
overseas students must provide certain supports to these students under the National Code
of Practice for Providers of Education and Training to Overseas Students. These include
providing an age and culturally appropriate orientation program and providing or referring
students to mental-health and disability related services (box 18.4).

Requirements for the higher education sector

The Higher Education Standards Framework (Threshold Standards) 2015 and the National
Access to Service Benchmarks include mental health-related requirements for higher
education providers. Section 2.3 of the Higher Education Standards Framework includes
wellbeing and safety standards that all higher education providers must meet, including:

« all students are advised of the actions they can take, the staff they may contact and the
support services that are accessible if their personal circumstances are having an adverse
effect on their education

« timely, accurate advice on access to personal support services is available, including for
access to emergency services, health services, counselling, legal advice, advocacy, and
accommodation and welfare services

« the nature and extent of support services that are available for students are informed by
the needs of student cohorts, including mental health, disability and wellbeing needs

« asafe environment is promoted and fostered, including by advising students and staff on
actions they can take to enhance safety and security on campus and online
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« there is a critical-incident policy together with readily accessible procedures that cover
the immediate actions to be taken in the event of a critical incident and any follow up
required.

Box 18.4 Requirements of providers who educate overseas students

Under Standard 6 in the National Code of Practice for Providers of Education and Training to
Overseas Students, education providers are require to provide a number of mental-health related
supports including:

e (giving overseas students an age and culturally appropriate orientation program that provides
information about:

— student support services available to assist overseas students to adjust to study and life in
Australia and to assist with general or personal circumstances that are adversely affecting
their education

— emergency and health services
— the provider’s facilities and resources

o either directly providing, or referring overseas students to, services and programs, including
counselling and mental health, general health, and disability support, at no additional cost to
the student

¢ having a designated contact officer for overseas students, who must have access to up-to-date
details of the registered provider’'s support services

¢ having a critical incident management policy.
Source: DoE (2018e).

Higher education providers under the National Access to Services Benchmarks (established
under the Higher Education Support Act 2003 (Cth)) are required to provide information
about the support services available to students, including the health, mental health,
counselling and welfare services.

Where higher education institutions provide these services directly, the benchmarks state
that the services must be delivered by trained and qualified staff. Where higher education
providers refer students to external services, they cannot charge students for these referrals.

VET sector requirements

Under the Commonwealth Standards for Registered Training Organisations (RTOs) 2015,
Registered Training Organisations are required to provide educational and support services
that meet the needs of learners. Standard 1.7 in regard to learner support states:

The RTO determines the support needs of individual leaners and provides access to the
educational and support services necessary for the individual learner to meet the requirements of
the training product as specified in training packages or VET accredited courses.
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The Australian Skills Quality Authority (ASQA 2019) notes that while there is no defined
approach as to how support will be evaluated or provided, there is an assumption that the
purpose of the support is to maximise the outcomes for the learner. This may include
providing Learning, Literacy and Numeracy support, assistive technology including
equipment, resources and/or programs, flexible scheduling and delivery of training and
assessment, counselling services and referral to those services.

Individualised support provided to students experiencing mental illness

As discussed above, institutions are required to provide a range of supports to help students
with mental illness engage with their studies.

While the exact process students need to go through to access these supports varies by
institution, generally students need to apply for support and have their condition verified
(such as by supplying evidence of a diagnosis) (IHEA, sub. 555). The supports provided
vary depending on the student’s diagnosis, their needs and preferred supports. Education
providers are not required to provide any and all supports the student requests. Any support
or adjustments need to be considered ‘reasonable’. Examples of support that may be
provided include: pre-enrolment information and advice; counselling and advocacy; extra
tuition; and alternative learning and assessment arrangements. As an example, the University
of Technology Sydney (sub. 474, p. 5) stated that adjustments for its students with mental
illness commonly included:

« clarification of attendance expectations, procedures for absence and behavioural norms
« provision of a peer mentor

o flexible delivery methods such as online learning, blended learning and flipped
classroom programs

« individual orientation to laboratories, workshops, studios and computer systems to
reduce anxiety

« feedback on assignments given verbally in private rather than in writing

« additional time in exams, modified exam papers, alternative exam venues or take home
exams

« postponement of assessments or suspension of enrolment without penalty is a student
experiences a severe episode of their mental illness.

Higher Education Disability Support Program

The Higher Education Disability Support Program was established by the Australian
Government to help support students with disability in higher education. It provides funding
to assist in removing barriers to access for students with disability. These funds are aimed at
assisting higher education providers with the additional costs incurred in providing support
and equipment to students with disability, implementing strategies to support these students
and funding to maintain the Australian Disability Clearing House on Education and Training
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website that provides information and resources to promote inclusive practices for people
with disability (DoE 2019c).

KPMG conducted an evaluation of the Higher Education Disability Support Program in
2015. While KPMG concluded that the Disability Support Program is generally meeting its
objectives, it noted some areas where it could be improved. In relation to mental health,
KPMG found that:

o while more students with mental health issues and learning disorders are accessing
university disability services, the bulk of funding under the program supports physical
disabilities

« alack of awareness of the implications of mental illnesses and understanding of how to
support students amongst academic staff means that disability support workers spend a
lot of time working with academics to raise awareness and develop learning plans. In
addition, staff training was not eligible for funding under the Disability Support Program

« students with mental illness thought that students with more visible disabilities were
better catered for

« higher education providers do not necessarily have the expertise to meet the needs of
students with mental health issues (KPMG 2015).

KPMG argued that including staff training in the activities that could be funded under the
Disability Support Program would improve the ability of the program to respond to changes
in student needs and to better meet the needs of students with mental health and learning
disorders (KPMG 2015). The Australian Government Department of Education has stated
that it is progressing this recommendation to expand the use of funding to include staff
training to better support students with mental illness (Department of Education, pers.
comm., 27 August 2019). However, it remains unclear when this recommendation will be
implemented.

Counselling services

As discussed above, all higher education and VET providers are required to provide access
to mental health-related support services. As part of meeting these requirements, some
provide in-house counselling services, while others (often smaller institutions) refer students
to external counselling services.

Whether institutions have counselling services generally varies by sector and the size of the
institution. All Australian universities have counselling services (TEQSA 2019b). Of the
non-university higher education institutions (including independent and TAFE higher
education providers) 46% reported offering internal counselling services, and 35% offered
access to external counselling. About 25% of services reported that they do not offer any
counselling at all (TEQSA 2019b). However, there is no complete information on which
institutions have counselling services.
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The characteristics of internal counselling services also vary by institution, but they are
usually free, low-intensity services, and there is often a limit on how many sessions students
can access (IHEA, sub. 555; Orygen 2017; Universities Australia, sub. 251).

Most students who access counselling services do so for common mental disorders,
including depression and mood disorders and anxiety disorder. Students also often want help
for interpersonal issues such as family issues (Vivekananda, Telley and Trethowan 2011).

Other mental health and wellbeing support

Tertiary education institutions provide a range of other mental health-related supports, that,
similarly to counselling services, vary by institution. These include, for example:

« campaigns and activities aimed at increased mental health awareness and reducing
stigma, such as the batyr@uni program, which aims to reduce stigma and encourage help
seeking by getting people with lived experience to share their stories (batyr 2019)

» peer mentoring services, such as Monash University’s Peer Mentoring Program, which
pairs students registered with Disability Support Services with a student mentor (Monash
University 2019)

« online support, such as thedesk, which support tertiary student mental health by
providing free access to online modules, tools, quizzes and advice (thedesk 2018)

« training for educators, such as providing Mental Health First Aid Training
(Andrews 2019)

« psychology clinics, which are usually set up to provide postgraduate students in
psychology and psychiatry with practical opportunities (Orygen 2017).

Whole of institution mental health and wellbeing strategies and frameworks

There is increasing recognition that mental health and wellbeing should be embedded in all
activities and processes at tertiary education institutions. Almost half of universities have
developed whole-of-institution mental health and or wellbeing strategies or frameworks to
guide their response to these issues and the support they provide (Andrews 2019). Each
institution’s strategy differs, but they generally include similar core elements. For example,
the Australian National University’s Mental Health Strategy (ANU 2016) includes seven
components:

institutional structure: organisation, planning and policy

« supportive, inclusive campus climate and environment
« mental health awareness and literacy
e community capacity to response to early indicators of concern

« self-management competencies and coping skills
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« accessible mental health services

e Crisis management.

In September 2018, the Australian Government announced it was providing Orygen, the
National Centre in Youth Mental Health, with $660 000 to develop a National University
Mental Health Framework. The framework is intended to include guidelines and standards
for all Australian universities to create learning environments that prevents mental ill-health
and poor mental health outcomes, and strengthen connections between universities and
community mental health services. The framework is intended to be voluntary at this stage
and is expected to be completed in 2020 (Hunt 2018a; Orygen and headspace, sub. 204).

What needs to be done to improve support provided to tertiary
students?

Given the high proportion of tertiary students who experience mental ill-health and the effect
these problems can have on shorter- and longer-term economic participation, it is important
that students experiencing mental ill-health are supported to remain in and complete their
studies. Higher education and VET settings provide an opportunity to deliver support to a
significant proportion of people aged 18-24 years.

Indeed, there is evidence that supporting tertiary students’ mental health can yield substantial
benefits. For example, the RAND Corporation evaluated prevention and early intervention
programs delivered across universities and community colleges in California and their
impact on accessing support services, retention and lifetime earnings. It found a net societal
benefit of $6.49 for every dollar invested, and a net societal benefit of $11.39 for every dollar
invested when the results were restricted to just community colleges.

While tertiary education institutions provide a range of supports, the level and type of
support provided varies between institutions. Given that problems remain, even for people
studying at institutions with greater levels of support, governments and tertiary education
institutions need to do more to enable young people with mental ill-health to remain engaged
in their education.

Encouraging students to seek help

The low rates of disclosure by students with mental illness and their reluctance to seek help
(as discussed earlier), likely means that many do not receive the supports that they are
entitled to receive under the Disability Discrimination Act and Disability Standards for
Education.

There have been concerns that tertiary education institutions are not doing enough to address
the low rate of students seeking help for mental ill-health. For example, Miller and Nguyen
(2008) argued that TAFE institutes need to used mental health promotion to address the lack
of disclosure. In addition, the Curtin Student Guild (sub. 234, p. 5) recommended:
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An increase in mental health promotion campaigns and awareness raising strategies to direct
students to resources and online interventions that are accessible through university channels
targeted to their needs, schedules, and preferences.

There is limited evidence on how institutions can reduce stigma and encourage disclosure
and help seeking in students. However, a study into non-disclosure of university students
with disabilities made a number of recommendations, which could encourage disclosure or
reduce the negative impact of non-disclosure, including:

« offering different disclosure channels, including online options, and times, and ensure
that students retain control over their information

« explaining equity programs and services to students at university, with clear information
on benefits, confidentiality and the disclosure process

« adopting clear, consistent and easily understood definitions of equity groups

« adopting inclusive practices and procedures across educational content, such as
accessible online materials, so that students who choose not to disclose are less likely to
reach a ‘crisis’ point (Clark, Kusevskis-Hayes and Wilkinson 2019).

Addressing the reasons why students do not disclose or seek help would likely increase the
number of students seeking and receiving support for their mental ill-health.

Counselling services are important and need to be adequately resourced

Tertiary education institutions should support the mental health and wellbeing of their
students, but they are primarily an education service. Accordingly, counselling services at
educational institutions should play an important role in triaging students with mental
ill-health and make available short-term counselling for those requiring it. Those students
with more complex and severe needs that cannot be met by counselling services should be
directed to the appropriate service providers in the wider mental health system.

Effectiveness and resourcing of these services

While there is limited evidence on the effectiveness of tertiary education institutions
counselling services in Australia, international evidence suggests that counselling provided
by tertiary education providers can be effective in improving mental health outcomes.

For example, Connell et al. (2008) studied data from seven UK university counselling
services and found that 70% of clients saw improvements in their level of psychological
distress from pre- to post-counselling. Murray et al. (2016) examined the effectiveness of a
UK counselling service and found that 63% of clients saw a reliable improvement in their
psychological distress levels.

There is also evidence that university counselling can also improve academic outcomes, even
where academic issues are not the reason a student attends counselling in the first place
(Biasi et al. 2017; McKenzie et al. 2015; Monti, Tonetti and Ricci Bitti 2014, 2016).
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However, education counselling services are currently facing a range of challenges. There
has been an increase in demand for counselling services, with many counselling services
struggling to meet this demand (Andrews 2019; Orygen 2018b; Vivekananda, Telley and
Trethowan 2011). There are a few reasons for this including:

« an increasing number of students are approaching counselling services
« current students are more likely to have severe and complex needs than previously seen

« the student population is becoming more diverse, and these students often require a
different approach (Andrews et al. 2010).

The Australian and New Zealand Student Services Association has developed guidelines for
the provision of counselling services in the post-school education sectors in both countries,
based on international best practice guidelines for the provision of services to higher
education students (Andrews et al. 2010). These guidelines cover a range of topics including
the role, function and responsibilities of services, the typical activities and types of services
provided, services standards, staffing — including staff levels, qualification and workloads
— and risk management and occupational health and safety.

These guidelines also include a recommended staff to student ratio for counselling services
of either one counsellor to 1000 or 3000 student population per campus, depending on the
types of services the counselling service is expect to provide (Andrews et al. 2010). Many
universities do not appear to be meeting these recommended ratios (Andrews 2019).

There have been calls from student bodies for increased resources for counselling services.
The Curtin Student Guild (sub. 234, p. 5) recommended:

An increase in funding to Australian university counselling services, with the aim of increasing
numbers of professional staff to meet the demands of a student population who are demonstrating
an increasing complexity and severity of mental health conditions

Tertiary education institutions that provide on-site counselling services need to adequately
resource these services so that they can meet the needs of students who require these services.
This includes ensuring that these services can meet the needs of a diverse cohort of students,
including those who are Aboriginal or Torres Strait Islanders, from overseas, from culturally
and linguistically diverse backgrounds and who are studying off-campus (draft
recommendation 18.2).

There have been calls for tertiary education providers to develop partnerships with external
service providers. Orygen (2017) called for counselling services to develop ‘pathways to
appropriate and specialised mental healthcare within (such as psychology clinics) and
outside of universities’. And the Curtin Student Guild (sub. 234, p. 5) argued for:

... improved collaboration between university campuses and external service providers who can
assist students in specialised areas which are outside the scope of university counselling services.

While many institutions provide some mental health support services online (Andrews 2019
IHEA, sub. 555; Inglis & Cathcart 2018), there may be greater scope for counselling services
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to utilise online services for the diagnosis, triaging, and/or treatment of mental ill-health.
This may enable improved access to counselling services for a demographic familiar with
the use of online services (chapter 6). For example, Macquarie University provides an online
delivered treatment course over 5 weeks for its students to provide practical skills for
managing symptoms of stress, anxiety, worry, low mood and depression (Macquarie
University 2018).

The use of online services could improve data collection on the mental health of students
and the effectiveness of different services for that institution. This may also create the
opportunity to aggregate this data across institutions to develop a larger database on the
mental health of the student population.

INFORMATION REQUEST 18.1 — GREATER USE OF ONLINE SERVICES

Should tertiary institutions play a more active role in promoting the use of online services
for student mental health? To what extent could (and should) an increase in the use of
online services in tertiary institutions be used to improve information on, and practical
support for, the mental health of student populations?

Educators need more training and guidance

Teaching staff at tertiary education institutions play an important role in supporting students’
mental health and wellbeing. The curriculum that educators set and the teaching strategies
used can affect a student’s wellbeing (Baik et al. 2017). In addition, some students will
approach teaching staff with mental health-related issues and how educators respond to this
can affect the student’s mental health. For example, if the staff member does not respond in
an appropriate manner, this could result in further stigmatising of the student or the student
not receiving the appropriate support or referrals (AMSA Student Mental Health and
Wellbeing Committee 2013).

Anecdotal evidence suggests teaching staff generally receive limited guidance and training
on how to effectively and appropriately respond to students’ mental ill-health. There are
currently no legislated requirements for teaching staff to undertake any sort of training on
student mental health and wellbeing.

In a survey of teaching staff at an Australian university, about 60% stated they felt
under-equipped to deal with student mental ill-health and about 50% stated they did not have
access to formal training (Gulliver et al. 2018). TAFE staff have reported that they felt there
was a lack of clarity about the extent of their roles in supporting mental health and that they
require appropriate skills and collegiate support to respond confidently to the need of
students with mental illness (Miller and Nguyen 2008). In addition, McAuliffe et al. (2012)
reported that academics are often unsure of how to respond to students who disclose a mental
illness and there is a need for clearer policies and procedures in this area.
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Some institutions do provide optional training courses for educators; for example, some
universities provide Mental Health First Aid or other training to help equip staff to respond
to students who are in distress (Andrews 2019; IHEA, sub. 555). In addition, there has been
some guidance developed for teaching staff. For example, the Enhancing Student Wellbeing
project was developed with the aim of building the capacity of university educators to design
curriculum and create teaching and learning environments that enhance student mental
wellbeing. It is an online resource that includes five modules for educators to work through
on student wellbeing, curriculum design, teaching strategies, difficult conversations and
educator wellbeing (Enhancing Student Wellbeing Project 2016).

Stakeholders, including staff and students have called for more training and guidance for
teaching staff to improve their mental health literacy, reduce stigma and help them
appropriately and effectively respond to students who come to them with mental health
concerns (AMSA Student Mental Health and Wellbeing Committee 2013; Miller and
Nguyen 2008; Orygen 2018b).

Tertiary education providers need to clarify the roles and responsibilities of teaching staff in
supporting students’ mental health and provide information and guidance to teaching staff
to help them meet their responsibilities. This could including promoting already available
information including the Enhancing Student Wellbeing project and guides such as the

Western Australian Department of Training and Workforce Development’s guidelines (WA
TWD 2012).

DRAFT RECOMMENDATION 18.1 — TRAINING FOR EDUCATORS IN TERTIARY EDUCATION
INSTITUTIONS

In the short term (in the next 2 years)

The Australian Government should amend the Higher Education Standards Framework
(Threshold Standards) 2015 and the Standards for Registered Training Organisations
(RTOs) 2015 to require:

« all teaching staff to undertake training on student mental health and wellbeing

« all tertiary education providers to make available guidance for teaching staff on what
they should do if a student approaches them with a mental health concern and how
they can support student mental health.

INFORMATION REQUEST 18.2 — WHAT TYPE AND LEVEL OF TRAINING SHOULD BE PROVIDED TO
EDUCATORS

What type and level of training should be provided to teaching staff to better support
students’ mental health and wellbeing?
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International students need additional support

While international students can benefit from many of the services provided to all students,
as discussed earlier, they are often subject to additional stressors, such as language and
cultural differences, and they are less likely to seek help for mental ill-health. This is likely
due to cultural barriers and issues accessing support. Institutions need to provide services
that meet the diverse and different needs of international students. This may require
alternative approaches to those used for domestic students.

As discussed earlier, the Australian Government Department of Education have been tasked
with consulting with the education sector to develop strategies to address international
student mental ill-health, following increased attention on suicide deaths by international
students (box 18.2).

More generally, if there are barriers to international students accessing mental health
services, these need to be addressed. Students from most countries20 are required to purchase
Overseas Student Health Cover (OSHC) as a condition of their student visa. OSHC is offered
under a Deed of Agreement between the Australian Government and certain insurers. The
insurance covers the Medicare Benefits Schedule fee component of international students’
(and their dependents) medical and hospital care and ambulance services, and limited
pharmaceutical benefits. It does not cover physiotherapy, dental, optical and other ancillary
costs or any fees charged above the Medicare Benefits Schedule fees. However, insurers are
able to offer a higher level of benefits as an OSHC product. Under the Deed of Agreement,
treatment for pre-existing conditions in the first 12 months after arrival is not covered. An
exception to this is pre-existing psychiatric conditions, for which treatment provided within
the first 2 months following arrival is not covered, unless a medical practitioner certifies and
the insurer agrees that the international student required emergency treatment in Australia
(Australian Government 2019i).

We have heard concerns during the inquiry about the ability of international students to
access mental health services, even though they hold OSHC.

The Commission has been unable to ascertain which government department has
responsibility for ensuring that international students have and maintain the necessary
OSHC. But it would appear to fall to hospitals and other medical service providers to recover
unpaid mental healthcare expenses of international students (and indeed other unpaid health
expenses of international visitors) (Parnell 2018). While the regulatory arrangements remain
unclear and there is insufficient sharing of information between government agencies and
service providers, the amount of taxpayer funds involved with respect to mental healthcare
is likely to be comparatively small.

20 students from some countries (Sweden, Norway and Belgium) may have access to special arrangements
under their own national schemes and maybe exempted from the requirement to have OSHC. Those from
countries that have reciprocal health care agreements (United Kingdom, Netherlands, New Zealand) with
Australia can access Medicare, but are still required to have OSHC (Australian Government 2019b).
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Tertiary education institutions that choose to accept international students need to provide
adequate services to students that meet their varied and diverse needs. One approach would
be for tertiary education institutions (or groups of institutions) to negotiate with those
insurers providing OSHC, to secure group cover for their international students. Ideally, such
cover would be of a level that met both the scheduled fees for treatment and some portion of
the student’s out-of-pocket expenses for treatment, to ensure that their mental health needs
were adequately covered. It would be up to the tertiary institution to recover the costs of the
insurance cover from their international students.

INFORMATION REQUEST 18.3 — INTERNATIONAL STUDENTS ACCESS TO MENTAL HEALTH
SERVICES

The Productivity Commission is seeking more information on:

« the difficulties international students face accessing mental health services, including
any problems with the Overseas Student Health Cover and the merits of requiring
tertiary institutions to take responsibility for ensuring their international students have
sufficient healthcare cover

« what reforms are required to improve the treatment of and support provided to
international students.

A whole-of-institution approach is required

There is an increasing awareness that whole-of-institutions responses are required by tertiary
education providers to manage their students’ wellbeing and mental health (discussed
above).

Tertiary education institutions need to undertake a range of activities to support student
mental health and wellbeing including providing in-house counselling services of referring
students to appropriate external services, developing connections to community based
mental health services, training staff about mental health and providing wellbeing and
resilience initiatives.

These approaches should be included in a student mental health and wellbeing strategy that
would set out how tertiary education institutions will meet their obligations to their students
in respect of mental health in relation to the Disability Discrimination Act and the Disability
Standards for Education 2005 (Cth) and their requirements under the other Australian
government standards placed on tertiary education providers. These include the Higher
Education Standards Framework (Threshold Standards) 2015, Standards for Registered
Training Organisations (RTOs) 2015 and the National Code of Practice for Providers of
Education and Training to Overseas Students. In addition, tertiary education providers would
be required to include information on their internal and external support and the partnerships
with providers of external supports, their training and guidance for staff and any relevant
dispute resolution processes in their mental health and wellbeing strategy.
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Having a student mental health and wellbeing strategy in place would be a requirement of
registration for each institution and would be assessed by the Tertiary Education Quality and
Standards Agency or the Australian Skills Quality Authority as part of the registration
process. That is, providing and maintaining an effective student mental health strategy would
be a regulatory requirement, with oversight provided by the relevant regulatory agency.

Similar to workplaces in general, tertiary education providers, particularly the larger
institutions, have undertaken interventions to develop and improve mental wellbeing and
resilience for both students and staff. Effective evaluation of these interventions and the
subsequent sharing of the outcomes across the higher education sector would enable tertiary
education providers to select and implement initiatives and programs that are more likely to
deliver improved outcomes for their staff and students.

Some tertiary institutions will require more guidance

The level and types of support non-university higher education and VET sector institutions
provide varies. As discussed above, many of these have limited resources and infrastructure
relative to the universities and the range of support and consequently the services they
provide can be markedly different from those provided by the universities. For example,
Independent Higher Education Australia (sub. 555) noted that its members had a variety of
approaches and actions in place to assist with student mental health and wellbeing with larger
providers having quite developed policies and frameworks in place with the smaller
providers tending to have less developed structures in place.

However, teaching staff have indicated that they would like to do more, but in many cases
do not know what the best approach is, or have found they do not have the resources to
provide more support. In these cases effective links with external providers, both counselling
services and community based mental health services, are critical.

The Australian Government has recognised the need to provide universities with guidance
on how to address student mental health, with its funding of the development of the National
University Mental Health Framework, which Orygen is currently developing (discussed
above). Similar guidance is needed for non-university higher education providers and VET
providers that reflects their circumstances to enable them to meet their regulatory obligations
and provide the necessary programs and initiative to support their students’ mental health.
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DRAFT RECOMMENDATION 18.2 — STUDENT MENTAL HEALTH AND WELLBEING STRATEGY IN
TERTIARY EDUCATION INSTITUTIONS

In the short term (in the next 2 years)

The Australian Government should amend the Higher Education Standards Framework
(Threshold Standards) 2015 and the Standards for Registered Training Organisations
(RTOs) 2015 to require all tertiary education institutions to have a student mental health
and wellbeing strategy. This strategy would be a requirement for registration and would
be assessed by the Tertiary Education Quality and Standards Agency or Australian
Skills Quality Authority as part of the registration process.

This strategy should cover:

« how they will meet their requirements under the Disability Discrimination Act 1992
(Cth) and Disability Standards for Education 2005 (Cth)

e how they will meet their requirements under the Higher Education Standards
Framework (Threshold Standards) 2015, Standards for Registered Training
Organisations (RTOs) 2015 and National Code of Practice for Providers of Education
and Training to Overseas Students, including information on their internal and
external support and the partnerships with providers of external supports

e ensuring on-site counselling services, where available, provide appropriate links into
the broader health system and are adequately resourced to meet the needs of
students who require these services

« the prevention and early intervention support institutions provide
e training and guidance for staff.

In the medium term (over 2 — 5 years)

The Tertiary Education Quality and Standards Agency and the Australian Skills Quality
Authority should monitor and collect evidence from interventions initiated by tertiary
education providers to improve mental wellbeing and mental health of students and staff.
They should then disseminate this information to tertiary education providers.

DRAFT RECOMMENDATION 18.3 — GUIDANCE FOR TERTIARY EDUCATION PROVIDERS
In the short term (in the next 2 years)

To supplement guidance being developed for universities to address student mental
health, the Australian Government should develop or commission guidance for
non-university higher education providers and Vocational Education and Training
providers on how they can best meet students’ mental health needs. This should include
best-practice interventions that institutions could adopt to build students’ resilience and
support their mental health.
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Apprentices and trainees’ mental health

Apprentices and trainees combine on-the-job training with VET-level training. Typically,
about 80% of their time is spent on-the-job with the remainder in college or TAFE
(Knight 2012). For example, trade apprentices spend about 6 to 8 weeks a year at formal
training or ‘block training’ while some trades may do one day a week at college (box 18.5).

Box 18.5 Apprentices and trainees

The apprenticeship model is based on a combination of paid employment, on the job training and
institutional training and has a long history in Australia. While the system has evolved in some
areas, it retains many features of the apprenticeship model inherited from the United Kingdom. A
contract (or indenture) is undertaken between the employer and the apprentice with the
apprentice receiving on-the-job training and formal off-the-job training (at a Vocational Education
and Training institution) with the indentures or training contract held by the relevant State or
Territory Government training agency or department. On completion of the training contract, the
relevant training agency or department provides a completion or trade certificate (or indenture
papers) and the apprentice is now recognised as a tradesperson.

Traineeships were conceived and implemented by the Australian Government in the mid-1980s
primarily to address growing youth unemployment by providing training opportunities for mostly
young people. They cover a wide range of occupations, mainly in the services sector (retail and
hospitality) and personal care (childcare and aged care), but have also been used in general
administration and business services. Traineeships typically involve a one year or less training
contract between the employer and the employee, compared with four years to complete an
apprenticeship in one of the traditional trades.

By the mid-1990s, the Australian Government commenced paying incentives to employers to
offset the costs of employing apprentices and trainees, resulting in a large growth in trainee
numbers, but lesser growth in apprentices. Over the past 30 years, the system in Australia has
evolved from providing trade training to mainly young males to providing training to people of all
ages and genders and in a wider range of occupations.

Both apprenticeships and traineeships involve a contract between an employer and employee to
learn the required skills for a particular occupation. However, there are differences in the level of
commitment that both the apprentice or trainee and the employer make — with an apprenticeship
requiring a greater level of commitment. In the case of an apprenticeship, there is a legally binding
contract between the employer and the apprentice and the employer cannot cancel the
apprenticeship if the business is sold or the employer is experiencing poor business conditions.
For example, where the employer sells the business the new employer in most jurisdictions has
to continue with the training contract and continue to employ the apprentice, whereas for trainees
the new owner has no obligation to complete the training contract and continue to employ the
trainee. State training agencies also put considerable effort into finding a new placement for an
apprentice when they face the loss of an employer. For an apprentice, following the probation
period, all parties must agree for the contract or apprenticeship to be cancelled whereas for a
traineeship, either party can unilaterally cancel the training contract or traineeship. Consequently,
completion rates for apprenticeships are significantly higher than for traineeships.

Source: Knight (2012); NCVER (2001); Noonan and Pilcher (2017).
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Apprentices and trainees face unique pressures that may affect their mental health. They are
often new to the workforce and young, and are in workplaces that pose special challenges.

There is evidence that many apprentices have experienced bullying, particularly in
blue-collar industries (AISRAP 2006; ACTU, sub. 452; Evins 2019). Based on surveys of
apprentices and trainees who did not complete their training, over 25% of apprentices and
about 20% of trainees reported that bullying was a factor in deciding to withdraw from their
training (Cully and Curtain 2001).

In some workplaces, apprentices and trainees are ‘soft targets’ with limited potential to
defend themselves. There is an imbalance of power and status experienced by apprentices
and trainees and in some workplaces, new apprentices and trainees may be outranked both
formally and informally by other workers. The bullying that sometimes results may be seen
as way of ‘trialling’ or ‘testing’ the recent arrival to the workplace — particularly by the
more senior apprentices who experienced the same treatment as first year apprentices
themselves (McCormack et al. 2011).

There have been a number of prosecutions under the relevant workplace health and safety
legislation involving initiation rituals and hazing of apprentices in blue-collar industries. For
example, a number of more senior apprentices were prosecuted in the Victorian Magistrate’s
Court for spraying brake cleaning fluid on a new apprentice, while a construction site
supervisor was prosecuted in South Australia for dousing the clothes of an apprentice in
flammable liquid and then igniting the clothing (Jones 2010; Opie 2019). Workplace
bullying and the role of workplace health and safety legislation is discussed in appendix D.

A further pressure for trainees involves their contractual arrangements relating to their
employment and training (box 18.5) — for example, the need to find another employer to
continue and complete their training if their employer’s business fails. Apprentices may also
feel obliged to continue in a work environment where they are experiencing problems given
that terminating the contract requires the mutual agreement of all parties and even with
agreement from their employer, there may be concerns as to finding another employer to
complete their apprenticeship.

In addition to the mental health-related support provided to tertiary students (discussed
above), apprentices and trainees have access to the mental health support that is provided to
other employees in their workplace (chapter 19). However, the unique circumstances of
apprentices and trainees has been acknowledged by governments, particularly given their
age and usually recent entry into the workforce. Accordingly, there is a range of targeted
support provided, including:

« the Australian Apprenticeship Support Network, which provides universal generic
support for all apprentices and trainees, and targeted services, including mental
health-related support, for individuals who need additional help to complete their
apprenticeship (Australian Government 2019l)

« the Industry Specialist Mentoring for Australian Apprentices program, which aims to
improve retention and completion rates and aid the supply of skilled workers in industries
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undergoing structural change. Mentors provide support to apprentices who face
additional barriers to finishing their training, for the first two years of their training.
Apprentices and mentors develop a plan outlining the support required (Australian
Government 2019f)

« the Disabled Australian Apprentice Wage Support Program, which provides funding to
employers who employ apprentices and trainees who require tutorial, interpreter and
mentor services (DHS 2019a)

« supports provided by Group Training Organisations21, which can include, for example,
regular on-site visits, education for host employers, induction programs that include
mental health training, and mentoring from former apprentices (box 18.6)

o OzHelp Foundation’s Life Skills Tool Box, which is a workshop focused on improving
mental health and life coping skills in apprentices (OzHelp Foundation, sub. 294).

Box 18.6 Mental health support provided by the Victorian Automobile
Chamber of Commerce

The Victorian Automobile Chamber of Commerce is an employer group representing the
automotive industry in Victoria. It also operates as a group training organisation employing
automotive apprentices and placing them with host employers (typically small to medium sized
enterprises). It currently employs over 540 apprentices and provides a life skills course to the
apprentices during their induction covering mental health, alcohol and drugs, financial skills and
communication skills with regular follow up training. The mental health component focuses on
looking after themselves, family and friends.

Field managers work with Employee Assistance Program services to deal with any mental health
concerns affecting apprentices. Work plans can be implemented and adjusted to deal with any
mental health difficulties and keep the apprentices engaged with their work and training and
typically operate similarly to a return to work program.

Prior to implementing the life skills programs, apprentices were dropping out of employment and
training often due to alcohol and drug, and mental health concerns. The program is credited with
improving the retention rates of their apprentices from 70% to 90%.

Source: Victorian Automobile Chamber of Commerce (pers. comm., 3 July and 12 August 2019).

There are also additional supports available in industries that employ a relatively high
number of apprentices. For example, MATES in Construction is a charity established to
reduce the higher level of suicide among construction workers. It implements community
development programs, provides care coordination support to workers in need and has a 24/7
help line (MATES in Construction 2016).

Documented evidence on the effectiveness of supports provided to apprentices is limited.
However, Buchanan et al. (2016) looked at social support structures for carpentry

21 Group Training Organisations hire apprentices and trainees and place them with host employers. The Group
Training Organisation is responsible for meeting employer obligations, such as remuneration and other
employment benefits (Australian Government 2019c).
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apprentices and found that informal and peer-based mentoring services are often more
effective than formal mentoring arrangements. As well, we have heard that support from
industry mentors has been effective in helping apprentices to complete their training.
Australian Industry Group (sub. 208, p. 31) stated that one employer has found that engaging
families is an effective strategy in managing mental health of young workers:

One small employer, with a relatively high number of apprentices over many years, has found
that directly engaging with parents in the recruitment and management of the apprenticeship
relationship through the full four years of the apprenticeship greatly helps in managing mental
health and broader behaviour issues for this group of young workers.

A longitudinal survey of apprentices and trainees with disability (11% had a mental illness)
found that the most important factor in facilitating course completion was support, including
support from disability employment services providers, group training organisations, TAFE,
employers, and informal support from family and friends (Cocks and Thoresen 2013).

Apprentices and trainees spend the majority of their time in the workplace and the remainder
in formal training in VET institutions. The draft recommendations in this chapter in regard
to students in higher education and the draft recommendations to improve mental health in
the workplace (chapter 19) will benefit apprentices and trainees and their mental health.

18.3 Support for youth to re-engage with education and
training

Youth who are not in employment, education or training face a higher risk of mental illness,
but often do not seek support. For instance, young people are the least likely sub-population
to seek help or access professional care for mental ill-health, and once a young person is
disengaged from the system, it can take up to four years for them to access mental health
services (Burns and Birrell 2014; Scott et al. 2013). Further, poor treatment of mental illness
is associated with comorbidities, including drug and alcohol problems, which can complicate
re-engagement (Burns and Birrell 2014). This group has an increased risk of lifelong social
exclusion and economic marginalisation.

This group is also relatively large — 11.8% of 15-29 year olds in 2016 were not in
employment, education or training (OECD 2016). Across Australia, rates of disengaged
youth are highest in the Northern Territory, Tasmania and Queensland, and lowest in the
ACT (OECD 2016).

Re-engagement can be difficult

Re-engaging young people experiencing mental ill-health with education and training can
be difficult because they often have complex needs. Their engagement with learning can also
be disrupted by fluctuations in thinking and concentration, lower levels of academic
confidence, mood variability, motivation spikes, negative effects of medication and
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difficulty with social relationships (Venville et al. 2016). Further, young people report that
they are unsure whether reporting their mental illness, and therefore becoming eligible for
support services, is in their best interest (Venville and Street 2012). Young people have
reported discrimination, unstable housing, financial stress and not knowing how, when or
where to access available support as key issues (Carter et al. 2017).

There is a strong case for prioritised intervention for young people experiencing mental
ill-health given their risk factors and their numbers. Strategies to re-engage with them
include specialised support and intervention and approaches that build self-esteem and
confidence (FCDC 2012). Programs tend to take one of two broad forms. The first uses
specialists to link young people with educational institutions and available support services.
The second provides education, tailoring the experience to the student’s needs to reduce the
risk of dropping out. Additional support structures, such as mentoring and work-plan
development, are utilised by both program types. The Commission considers that both of
these program types are needed for improved educational outcomes and that each State and
Territory should have clear, well-funded policy and interventions that support the roll-out of
such programs.

Education support for young people experiencing mental ill-health

Australia has no structure for addressing incompletion of school education in a consistent
way. Schools are able to register frequent or long-term absences, but cannot track student
who change schools and do not have powers to intervene if a student chooses to leave school
early (OECD 2015b). This limits the ability for states to track and identify disengaged youth
and provide them with educational opportunities, leaving certain groups more at-risk than
they would be otherwise.

The lack of a consistent policy framework also means the programs can be rolled out in
uncertain funding environments. Programs have been de-funded despite showing early signs
of success, such as Youth Connections (SSCOAGBC 2015). On the other hand, the diversity
of programs can make it hard to rigorously evaluate outcomes, which means governments
might struggle to justify the expenditure among competing priorities. Inconsistency can also
hinder the formation of a cohesive sector, reducing the ability of providers to advocate and
raise awareness (FCDC 2012, p. 84).

Although the programs in this space include pathways into higher education, their focus is
usually vocational training leading into employment. For instance, headspace developed the
Digital Work and Study Service in response to difficulties in funding their traditional
vocational services (Orygen and headspace, sub. 204, p. 43).

VET is an attractive pathway because it is more accessible than other post-school education
programs. Completing a VET program also increases the likelihood of employment more
for people with disability than those without (Polidano and Mavromaras 2010).
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headspace Digital Work and Study Service

The Digital Work and Study Service is a vocational program delivered via email, web chat
or phone that helps young people access employment and education. The program involves
connecting the young person with an expert Work and Study Specialist, who helps the young
person with a range of employment and education-related tasks, including identifying and
tailoring individual career plans, exploring suitable education options and sourcing financial
support for education, and skills to manage mental health challenges in a work or study
environment (headspace 2019d).

The Digital Work and Study Service has been relatively effective at achieving its major
outcomes and has strong support from its participants. For instance, over half the young
people participating in the service reported a work or study outcome, which increased to
72% for people who completed at least ten sessions. A survey of participants found that 90%
felt the program supported them to achieve their work and study goals and 77% believed
they gained skills (Orygen and headspace, sub. 204, p. 44).

Youth focused Individual Placement and Support

Individual Placement and Support (IPS) is an intensive model of employment support, which
involves a rapid job search, followed by on-the-job training and ongoing support from
employment support specialists (chapter 14).

A youth IPS trial was conducted in headspace centres across Australia in 2018 and included
the option of participating in education, as well as employment. The Department of Social
Services initially funded 14 headspace centres to provide youth IPS employment and
education support. The Department of Social Services stated that the initial results were
promising, with 50% of the 879 participants achieving an education or employment
placement (Henderson and Fletcher 2019). Although evaluation results have not been made
public, Orygen and headspace (sub. 204, p. 43) noted that the program has a placement rate
of young people into education or work of about 72% based on data it privately received
from nine IPS sites. About 20% of people in the program are placed into education based on
Commission estimates. In January 2019, the trial was extended by two years, with additional
funding to extend the trial to 10 more headspace centres (chapter 14).

Vocational programs delivered in community mental health services

There are also programs that have educational and training elements, although these
programs are not focused on the education of young people specifically. For example, the
New South Wales Department of Health has funded programs that have educational and
training elements such as the Vocational Education, Training and Employment program,
which is similar to a youth IPS program. The program used local partnerships and in-house
vocational rehabilitation services to promote vocational and educational outcomes for
consumers with persistent mental illness. The Vocational Education, Training and
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Employment program had a similar level of success when compared with youth IPS (Private
Mental Health Consumer Carer Network (Australia), sub. 49, p. 19).

Another NSW Government initiative is the Young People’s Outreach Program within the
Community Living Supports program that aims to increase social participation and inclusion
more generally, with education part of its agenda (Mental Health Commission of
NSW 2015). Other states run similar programs, for instance Western Australia funds the
Individualised Community Living Strategy program.

General support for disengaged young adults

National, state-based and local programs also exist to re-engage youth with education that
are not focused on youth with mental health needs. Programs can be targeted at groups that
face employment barriers, such as early school leavers or those at risk of homelessness.

Flexible Learning Options

Flexible learning options (FLOs) are re-engagement programs that emphasise inclusivity for
marginalised young people across Australia. They offer formal academic credentials and
feature applied learning while providing comprehensive mental and emotional wellbeing
support (Thomas and Nicholas 2018). They typically cater to 15-18 year olds but can extend
to cohorts several years older. For instance, programs can be offered by TAFEs and
Community Colleges either as part of their general education program or offered to specific
groups of disadvantaged people.

The OECD (2016) noted that while some individual cases studies have proven promising,
many flexible learning programs have not been subject to rigorous evaluation as to the their
effect on participants.

National Disability Coordination Officer Program

The National Disability Coordination Officer Program is an Australian Government funded
program that aims to improve access and participation in tertiary education and subsequent
employment for people with disability. The program establishes a network of regionally
based National Disability Coordination Officers who work with stakeholders (such as
educational institutions, employment agencies, and bodies that provide relevant services to
Aboriginal and Torres Strait Islander people) at the local level to reduce systemic barriers,
facilitate smooth transitions, build links and coordinate services. Part of this program is
raising awareness about the support services available to participants (DoE 2019e).
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Better supporting these youth

Although there are many programs and services available providing general support to assist
young people re-engage with education and training, there is no coordinated or consistent
approach across governments. Much of the activity in this area appears to be ad hoc.

Early intervention to have young people re-engage in education and employment is crucial
for their longer-term outcomes. It is estimated that the majority of 24 year olds not in
education and training would likely remain disengaged for the rest of their adult life (Lamb
and Huo 2017).

As a first step, being able to capture data on those who left school early and an understanding
of why they did so would enable a more targeted and responsive approach to better support
these young people. The next step would be to access and identify those youth not in
education or employment to be able to direct them to support. The only point of contact with
government for these youth is likely to be Centrelink and this may provide the best
opportunity to reach out and direct them to appropriate programs. More detail on supporting
disengaged school students is provided in chapter 17.

A better understanding of what type of programs deliver the best outcomes is also required.
Reviews of program models for disengaged learners across all ages undertaken for the
Victorian Government (Davies, Lamb and Doecke 2011) found that effective approaches to
re-engagement required these features:

« Outreach — being able to connect with the disengaged, who often are also socially and
economically marginalised, through accessible information, bringing learning to the
learners, targeting high needs groups and establishing lasting relationships with the
learner.

« Wellbeing — identifying and addressing the welfare needs of disengaged people by
identifying the structural or situational obstacles that affect their capacity to learn.

« Pedagogy — being able to take an approach to learning for disengaged people that takes
account of their previous learning, failure at high school and avoidance of formal
teaching and learning.

« Pathways — including and creating pathways for learners from the program to further
study and employment through establishing connections with community and other
institutions and other educational and labour market programs.

The review concluded that where programs do contain these features and are resourced
adequately there would be expected to be improvements in participation of disengaged
learners in achievement (as measured by completion or improvement in skill levels),
progress to other types of study and an overall reduction in the population with Certificate 111
or above qualifications. However, these conclusions were for all disengaged learners across
all age groups.
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Trials have shown that a youth-focused IPS that provides support for young people with
mental illness has been fairly successful in placing them in employment or education
(Orygen and headspace, sub. 204). The IPS services model in general is considered to be
effective in improving the employment outcomes of people with mental illness. Depending
on the final outcomes of the trial, State and Territory Governments should include
youth-focused services in their staged rollout of IPS services more generally (draft
recommendation 14.3).
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19 Mentally healthy workplaces

Interventions for
mentally healthy
workplaces matter
because ...

e There are strong two-way links between employment and
mental health — being employed can improve mental health
and mentally healthy workplaces are important to maintain the
good mental health of those who work there.

e There are potential high returns to employers — in terms of
lower absenteeism, increased productivity and reduced
compensation claims — from investing in strategies and
programs to create mentally healthy workplaces.

¢ A number of recognised workplace risk factors — such as high
job demands with little control, imbalance between effort and
reward and a lack of organisational justice in the workplace —
can create a poor psychosocial work environment.

e Hazards such as workplace bullying are increasingly an issue.

e The cost of workers compensation claims for work related
mental health conditions is about three times the cost of other
workers compensations claims and involves significantly more
time off work.

Successful
intervention
requires ...

As a priority:

e Making psychological health and safety as important as
physical health and safety in Workplace Health and Safety
(WHS) arrangements.

e Providing clinical treatment for mental health related workers
compensation claims, irrespective of liability, for a period of up
to 6 months.

Additional actions required include:

o Developing codes of practices to assist employers, particularly
small employers, better manage psychological risks in the
workplace

e Having WHS agencies and employers work together to collect
and disseminate information on the effectiveness of workplace
programs and interventions.
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There are strong links between employment and mental health. Being employed can improve
mental health and mentally healthy work places are important to maintain the good mental
health of those who work there.

There are also strong economic reasons to encourage those with a mental illness to
participate in employment (including reduced income support, greater workforce
participation and social engagement) and to ensure workplaces and those who work in them
are mentally healthy (lower risk of developing mental health issues, improved productivity
and lower compensation claims).

19.1 Mentally healthy workplaces

Although employment provides a range of mental health and broader economic benefits to
the individual and the wider community, some workplaces can undermine the good mental
health of employees and exacerbate any existing mental health problems. Most studies have
found that being employed supports good mental health and work, on balance, acts as a
protective force — and while unemployment can be psychologically damaging, poorly
designed workplaces can exacerbate mental health symptoms (Harvey et al. 2014). The
benefits of employment on mental health are discussed in detail in chapter 14.

There are a number of costs associated with a mentally unhealthy workplace. They include
absenteeism, presenteeism (where an employee remains at work despite experiencing
symptoms that result in reduced levels of productivity) and the cost of workers compensation
claims. Some studies have estimated that the cost of unhealthy workplaces to business in
Australia is in the order of $11 billion (PWC 2014) to $12.8 billion each year (KPMG and
Mental Health Australia 2018).

What is a mentally healthy workplace?

There is limited evidence of what actually constitutes a ‘good’” workplace or a ‘good’ job in
terms of mental health, but there are a number of recognised risk factors or stressors that are
specific to the workplace that can undermine the mental health of those in the workplace
(box 19.1).

A mentally healthy workplace is most likely to be one that is able to recognise and manage
these workplace related risks. In research undertaken by the Black Dog Institute and the
University of NSW, a mentally healthy workplace was conceptualised as one in which
psychosocial risks are recognised and suitable action is taken to prevent or minimise their
potential negative impact on the mental health of workers. At the same time, protective or
resilience factors are encouraged and promoted (Harvey et al. 2014).
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Box 19.1 Risk factors to workplace mental health

The risk factors pertaining to a mentally healthy workplace are generally grouped in the literature
as the individual risk factors associated with work, workplace support and organisational factors.

In brief, these individual psychosocial risks include:

e job demand and control — jobs with high emotional and cognitive demands, but with little
control or autonomy in decision making.

o effort-reward imbalance — the perception and experience of the employee that their effort is
inadequately rewarded both financially and non-financially.

e exposure to trauma — regular exposure to traumatic events and/or potential threats as well
as exposure to bullying or intimidatory behaviour

e jobinsecurity — the perception of employees as to how secure they consider their employment
to be and the degree to which they feel powerless to do anything about it

How jobs are designed plays a major role in creating individual risk factors. Job demand and
control focuses on the demands placed on an individual in terms of workload, time pressure and
physical and emotional demands and the control an individual has to control their tasks and
general work activity. There is also the risk created by exposure to trauma. Those employed as
police, emergency service workers, medical staff and military personnel and exposed to regular
trauma face an increased risk of developing mental health problems such as depression and
post-traumatic stress disorder (PTSD). A Beyond Blue survey found 8% of ambulance, 9% of fire
and rescue and 11% of police employees had probable PTSD compared to 4% of Australian
adults.

Workplace support includes the level of social support from colleagues — the perceived support
from colleagues and/or supervisors with higher levels mitigating these psychosocial risks. There
is also the quality of the interpersonal relationships in the workplace and the leadership exhibited
by supervisors and management.

Research into organisational justice (the perceived fairness of rules and norms within an
organisation in terms of the distribution of benefits and rewards and the methods and processes
of how these rewards are distributed) has indicated that organisation factors relating to fairness
and justice can influence employee mental health. This can involve relative remuneration, but
also the provision of car parking, allocation of seating, distribution of information and the level of
respect received from management. These organisation factors include:

e organisational justice — the fairness, rules or social norms in the organisation in terms of
distributing resources and benefits across the organisation and the processes for governing
the fairness or equity of decision.

e organisation culture or climate — the perception of the individual as to the culture or climate
in their workplace based on their experiences and beliefs as to the organisation’s policies,
procedures and practices

e psychosocial safety climate (PSC) — the balance of concern by management as to their
employees’ mental health versus productivity goals that is reflected in management values,
philosophy and priorities.

o physical environment — the physical environment in the workplace such as exposure to noise,
low and high temperatures and chemicals or other agents can also impact on mental health

o stigma — the stigma that continues to be attached to mental iliness in the community, including
the workforce, can make it difficult for workers to seek help or discuss any symptoms with their
employers which in turn can delay treatment or access to care.

Source: Safe Work NSW (2017) Harvey et al.(2012); Harvey et al. (2014); Beyond Blue (2018a).
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Although providing a mentally healthy workplace is important, it is only one component
underpinning the mental health of an individual. The specific workplace related risks or
stressors are part of a much larger group of risk factors to mental health that are outside the
workplace (figure 19.1).

Figure 19.1 Factors contributing to a mentally healthy workplace
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* Resources and management
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* Physical environment Well-Being
* Stigma Outcomes

Source: Harvey et al (2014).

These outside risk factors include home/work conflict or the pressures at home, such as
marital distress, domestic violence, caring for dependent children and older persons that can
impact on levels of depression and anxiety as well as on an individual’s performance at work.
Stressful life events such as the death of a partner or the diagnosis of serious physical disease
can have similar impacts. Importantly, there are also the individual determinants of mental
health and there are a range of biological, psychological and social factors that determine
each person’s risk of developing a mental health problem. These individual determinants
include genetic factors, early life events, personality, cognitive and behaviour patterns and
prior mental health problems (Harvey et al. 2014).
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While on balance employment is generally recognised as being protective to an individual’s
mental health, poorly designed work can exacerbate mental ill-health symptoms. Given the
importance of a mentally healthy workplace to the mental health of an individual and the
costs resulting from mentally unhealthy workplaces, governments and many employers have
sought to address this through:

« the requirements placed on employers to protect the mental health of their employees
through the relevant workplace health and safety laws and through the workers
compensation schemes

« the initiatives undertaken by business to improve the mental health of their workplace
and address the potential costs of ill-health.

19.2 Workplace health and safety and workplace mental
health

Employers face a number of requirements under Workplace Health and Safety (WHS)
legislation to ensure not only the physical health and safety, but also the psychological health
and safety of their employees.

WHS legislation (both the Commonwealth and State and Territory) requires persons
conducting a business or undertaking to ensure the health and safety of workers at work, so
far as reasonably practical. This requires employers to eliminate risks to health and safety
and where not able to do so, then reduce those risks as far as reasonably practical. ‘Health’
is defined in legislation to mean both physical and psychological health.

Model WHS legislation has been enacted by the Commonwealth and most states and
territories?2. Victoria and Western Australia have not enacted the model laws, but place
similar obligations on employers to ensure both the physical and psychological health of
their employees.

All WHS regulators across Australia make it clear that there is a legal requirement on the
employer to provide a workplace that protects the psychological health and wellbeing of
their workforce.

22 1n 2011, Safe Work Australia developed a single set of model WHS laws along with supporting regulation
and model codes of practice as practical guidelines to provide a nationally consistent framework for WHS.
To become legally binding each jurisdiction has to separately implement the model laws as their own laws.
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Is the attention paid to WHS psychological health and safety
equivalent to physical health and safety?

Although psychological health and safety in the workplace is now attracting increased
attention (along with mental health issues more generally in the community) it does not
receive the same focus in a workplace as physical health and safety. For example, all
workplaces have first aid officers in place, as required under WHS regulations, but the
appointment of the equivalent ‘mental first aid officer’ in the workplace is rare.

In previous work, the Productivity Commission highlighted that less attention was given in
WHS legislation and by WHS regulators and inspectors to psychological health and safety
compared to physical health and safety (PC 2010b). In part, this is because psychological
risks and hazards are harder to define and investigate compared with physical risks and
hazards — a trip hazard or a piece of machinery without a safety guard is easier to identify
and rectify than workplace stress or workplace bullying.

Some participants were of the view that the WHS system tended not to take mental health
and safety as seriously as physical health and safety (ACTU, sub. 452; Maurice Blackburn
sub. 239; Mental Health at Work sub. 171). The independent review of the model workplace
health and safety laws highlighted that unlike serious physical injuries in the workplace,
psychological injuries were not subject to the same requirements involving notification of
these incidents to the relevant WHS regulator (Boland 2018).

Also, there are a range of factors outside the workplace that can have negative impacts on
an individual’s mental wellbeing (figure 19.1). Consequently, the detection, management
and regulation of psychological hazards in the workplace presents challenges to employers
and regulators alike.

Nevertheless, regulators have begun steps to better deal with psychological health and safety
in the workplace. For example, WorkSafe Victoria has established a Psychosocial
Operations Inspectorate to monitor and enforce compliance with psychological health and
safety in the workplace, in accordance with the Victorian WHS legislation (sub. 483).
Research is being undertaken to monitor and identify psychosocial risks in the workplace,
such as the Australian Workplace Barometer project. Other work is being done on measuring
the workplace psychosocial safety climate as a measure of risk levels of poor psychological
health and safety in the workplace (box 19.2).

While the focus on workplace psychological health and safety lags behind that on physical
health and safety, certain areas of psychological risk in the workplace have received more
attention in recent years. One aspect of workplace psychological health and safety that has
received considerable attention is bullying in the workplace and is discussed in detail in
appendix D.
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Box 19.2 Psychosocial safety climate in the workplace

Psychosocial Safety Climate (PSC) refers to a workplace or organisation’s priorities for the
protection of its employees’ psychological health defined in the policies, practices and procedures
in place. It reflects senior management commitment, participation and consultation in relation to
stress prevention and a communicated position from management about the value of human
psychological health and safety at work.

PSC is measured using a 12 item questionnaire covering management commitment,
management priority, organisational communication and organisation participation to build a scale
from 12 to 60. Benchmarks used with the scale indicate that workplaces with scores of 41 and
above places workers at a low risk of poor psychological health, those with scores between 38
and 40 at a moderate risk and those with scores below 37 at high risk.

In a workplace with low PSC, there are typically high work demands on employees with few
resources available to help them cope with these demands. With high job demands and low job
control, workplace stress is exacerbated. Where demands are intense and there is a lack of
adequate job control to enable employees to develop a coping response, the residual stress can
create harmful effects on physical and mental health.

In a workplace with a high PSC there will be policy and procedures that actively manage
psychosocial risk factors to shape jobs where demands are manageable, and resources are
adequate. Human resource divisions, health and safety representatives, and managers will have
clear methods for promotion and protection of worker mental health. Employees will feel
encouraged to utilise mechanisms for wellbeing such as flexible working arrangement, and
reporting bullying and harassment. Communication about stress prevention will be clear and
psychosocial risks will be regularly discussed at safety meetings. Participation of policy,
procedure, practices, and communication relating to psychological health and wellbeing will exist
at all levels of the organisation (executive, management, and worker).

Research around PSC implies that attempting to improve productivity by increasing work pressure
or by reducing job control and the level of rewards (an imbalance of the effort and reward) will in
all likelihood lead to psychological and physical health problems and ultimately a decline in
productivity.

Source: Dollard et al (2012); Becher and Dollard (2016);Dollard and Bakker (2010); McTernan, Dollard and
LaMontagne (2013).

Improving workplace mental health through the WHS arrangements

Psychological health and safety needs to be treated with the same importance as physical
health and safety to improve workplace mental health. Indeed, employers under the existing
arrangements have a duty of care to both the physical health and safety and psychological
health and safety to their employees.

At present, identifying physical risks to health and safety and managing these risks is widely
done in the workplace and while psychological risks are obviously more difficult to identify
and even address, both employers and employees are familiar with the approach to risk
management that underpins WHS arrangements. Moreover, there is growing awareness and
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recognition across the community as to the importance of mentally healthy workplaces and
a willingness to discuss mental health issues.

Is there is a lack of focus in the WHS legislation and regulation?

Although there is a duty of care to the health and safety of employees under WHS legislation
(including their mental health), specific reference to psychological health and safety is
limited. The recent independent review of the model WHS laws in Australia noted the
widespread view that psychological health was neglected in WHS codes and regulations
(Boland 2018). This has resulted in some uncertainty and confusion for employers as to how
they should meet their duty of care in regard to psychological health. It has also presented
challenges for the broader interpretation and implementation of the legislation as well as for
WHS regulators in dealing with enforcement or breaches associated with mental health (Safe
Work NSW 2017).

The review of the model WHS laws in December 2018 recommended that new WHS
regulations be developed that set out how to identify the psychosocial risks associated with
psychological injuries and appropriate control measures to manage those risks. However, a
number of employer groups argued that this would be overly prescriptive and instead
proposed that guidelines rather than regulation be used (Boland 2018). In its submission to
this inquiry, the Australian Chamber of Commerce and Industry said:

Blanket ‘one-size-fits-all’ approaches to psychological risk in workplaces are not effective and
the emphasis should be on empowering and assisting workplace to effectively manage
psychological risk relevant to their individual work contexts (sub. 365, p. 30)

A way forward

At present, the objectives of the model WHS legislation do not clearly specify the protection
of workers from psychological harm, although a key objective is to protect workers and
others against harm to their health, safety and welfare through the elimination of or
minimisation of risks. Psychological health is only mentioned in the definitions of health.
Including psychological health alongside physical health up front in the objectives of the
model WHS legislation would send a clear signal as to the importance of a psychological
health and safety in the workplace.

Importantly, psychological risks and injuries should be treated similarly to physical risks and
injuries within the legislation and regulation (unless there are clear reasons not to do so). For
example, serious psychological injuries should be notifiable (as serious physical injuries are
notifiable). As recommended by the recent review of the model WHS laws, the incident
notification provisions in the model WHS Act should be reviewed to ensure they provide a
notification trigger for psychological injuries (Boland 2018).
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DRAFT RECOMMENDATION 19.1 — PSYCHOLOGICAL HEALTH AND SAFETY IN WORKPLACE
HEALTH AND SAFETY LAWS

Psychological health and safety should be given the same importance as physical health
and safety in workplace health and safety (WHS) laws.

In the short term (in the next 2 years)

The model WHS laws (and the WHS laws in those jurisdictions not currently using the
model laws) should be amended to ensure psychological health and safety in the
workplace is given similar consideration to physical health and safety.

o All WHS legislation should clearly specify the protection of psychological health and
safety as a key objective.

« Necessary amendments should be made to ensure that the relevant legislation and
regulation addresses psychological health and safety similarly to physical health and
safety.

Assisting employers to meet their obligations

A more significant challenge for WHS is the uncertainty and confusion many employers face
as to how they should meet their duty of care in regard to the psychological health of their
employees. Many commented that there are no specific requirements for dealing with
psychological risks or hazards in the workplace or practical examples of how to comply.
This was particularly problematic for smaller businesses without the resources or expertise
or for those employers in higher risk industries (for example, construction, emergency
services and transport).

Various approaches both in Australia and overseas have been taken to assist employers in
meeting their duty of care in regard to the psychological health of their employees. In Canada
there is a national standard, Psychological Health and Safety in the Workplace, to provide
guidance to employers on how to prevent psychological harm and promote psychological
health and safety in the workplace. This standard is voluntary and is a guide only (Mental
Health Commission of Canada 2018).

In Ireland, WHS laws require workplaces to have an Operational Safety Statement outlining
the hazards and risks in that workplace and control measures in place to eliminate or reduce
them. To deal with psychological risk, the Health and Safety Authority in Ireland provides
guidance and feedback to workplaces on workplace stress, employee psychological
wellbeing and critical incident exposure in the workplace. It also delivers structured
guidance enabling organisations to develop an action plan to mitigate against these stressors
(Health and Safety Authority, Ireland 2018).

The Danish Working Environment Authority (WEA) provides guidelines and checklists for
employers including checklists designed for specific workplaces, such as building
construction, agriculture and forestry and cleaning. However, while these guidelines are not
a legal requirement for employers, the WEA will not take action for a breach of health and
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safety regulations against a business that has acted in accordance with the guidelines (Danish
Working Environment Authority 2018).

Most WHS regulators in Australia as well as Safe Work Australia provide some type of
guidance to employers to assist them in meeting their duty of care for the psychological
health of their employees. For example, Workcover Queensland provides guidelines and
toolkits for employers, NSW provides tip sheets for employers, Victoria uses an online
toolkit and survey for employers and South Australia provides guidelines and checklists for
employers. Safe Work Australia has produced Psychological Health Guide to assist
employers with meeting their duty of care under the model WHS laws (Safe Work Australia,
sub. 256).

Guidance or regulation?

Some employers are seeking more than guidance in meeting their duty of care in regard to
psychological health (Boland 2018). Unlike with physical health and safety, there are no
specific regulatory requirements or practical examples of how to comply in the WHS laws.
As employers are legally required to protect their workers’ psychological health and safety
and there is greater complexity involved in identifying, eliminating and reducing
psychological risks in the workforce compared to physical risks, WHS arrangements should
provide more than just guidance to employers.

To address this issue, the independent review of the Model WHS laws recommended that
the WHS regulations be amended to specify how to identify the psychosocial risk associated
with psychological injuries and the appropriate control measures (Boland 2018).

Setting out in regulation the requirements necessary for an employer to comply with their
duty of care would provide certainty. However, this certainty would come at the expense of
flexibility for those employers, particularly larger employers, who may have in place certain
processes to manage and deal with these risks. It would provide a prescriptive ‘one size fits
all’ approach that may not suit the needs of all workplaces.

Alternatively, codes of practice could provide both certainty and flexibility for employers in
meeting their duty of care in regard to psychological health. For those employers requiring
greater certainty, a code of practice would provide practical guidance on how to comply with
their legal obligations and having adopted and implemented the code would be a defence
against any action taken by the relevant WHS authority. Where the employer had an
alternative policy or process in place that delivered better or similar outcomes, the code of
practice would not need to be implemented. This would also avoid placing additional
regulatory obligations on employers that could create further barriers to the employment of
those with mental health issues (appendix C).

The current WHS arrangements do provide for a code of practice to be used in this way.
Under WHS legislation approved codes of practice are admissible in Court processes and
while there is no requirement for a code of practice to be complied with, the Courts may

746  MENTAL HEALTH
DRAFT REPORT



regard a code of practice as evidence of what is known about a hazard risk or control and
may rely on the relevant code to determine what is reasonably practicable in the
circumstances (Safe Work Australia 2019).

Importantly, codes of practice could be developed to meet the different risk profiles of
different workplaces and occupations. For example, separate codes of practice could be
developed for those occupations exposed to greater risks of psychological harm such as for
first responders, FIFO workers and/or by sector such as construction and hospitality. (The
Western Australian Government recently introduced a code of practice for mentally healthy
workplace for FIFO workers in the resources and construction sector (DMIRS 2019)). Codes
of practice developed for small and/or medium sized businesses could provide the practical
tools these employers need to meet their duty of care. Other employers such as larger
business would continue to be able to implement their own processes and procedures to meet
their duty of care.

DRAFT RECOMMENDATION 19.2 — CODES OF PRACTICE ON EMPLOYER DUTY OF CARE
In the short term (in the next 2 years)

Codes of practice should be developed by Workplace Health and Safety authorities in
conjunction with Safe Work Australia to assist employers meet their duty of care in
identifying, eliminating and managing risks to psychological health in the workplace.
Codes of practices should be developed to reflect the different risk profiles of different
industries and occupations.

19.3 Workers compensation arrangements and
workplace mental health

Workplace related mental health compensation claims — how
significant are they?

Although compensation claims for serious workplace related mental health conditions
account for about 6% of all serious workers compensations claims, these claims are typically
more costly and involve more time off work. (Serious claims are those accepted claims that
resulted in at least a week’s absence from work). Between 2012-13 and 2016-17 the typical
cost of a workplace related mental health claim was $25 650 compared with $10 600 for all
other claims and the typical time of work was 16.2 weeks compared with 5.7 weeks for all
other claims (Safe Work Australia 2018b, sub. 256).
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The number of serious workers compensation claims caused by work place mental stress has
fluctuated over the past 15 years at between roughly 6000 and 8000 claims per year
(figure 19.2). However, the number of serious work-related mental health claims as a
proportion of all claims has remained fairly stable at about 5 to 6 % of all claims over the
past 15 years.

Figure 19.2 Serious accepted workers compensation claims caused by
mental stressa
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& Serious claims are those that resulted in a least a week’s absence from work. Data for 2016-17 is
provisional.

Source: Safe Work Australia’s National Data-Set for Compensation-based Statistics.

Although the number of claims caused by work place mental stress as a share of all claims
has remained fairly stable over time, the time lost from work from these claims has been
increasing (figure 19.3).
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Figure 19.3 Time lost from work due to serious accepted workers
compensation claims caused by mental stressa
Median working weeks lost
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provisional.

Source: Safe Work Australia's National Data-Set for Compensation-based Statistics.

The most common cause of accepted mental health related workers compensation claims in
2016-17 was a result of work pressure, followed by work related harassment or bullying and
exposure to workplace or occupational violence (figure 19.4). Work pressure as a cause of
accepted mental health claims has been declining over the past decade whereas work related
bullying and/or harassment has been increasing (figure 19.4). Appendix F discusses
workplace bullying in further detail.
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Figure 19.4 Accepted workers compensation claims caused by type of
mental stress, 2016-17
Share of total accepted serious mental health related claims in Australia®
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& Serjous claims are those accepted claims that resulted in absence from work of a single working week or
more. Data does not include Victoria and is provisional for 2016-17.

Source: Safe Work Australia's National Data-Set for Compensation-based Statistics.

By gender, females accounted for about 58% of work-related mental health claims in
comparison with 42% for males on average between 2012-13 and 2016-17. By occupation,
defence force members, police and fire fighters accounted for 9% of serious work-related
mental health claims, school teachers accounted for 8%, followed by health and welfare
support workers (6%) over the same period (Safe Work Australia 2018b). By industry, the
incident rate for work-related mental health claims between 2012-13 and 2016-17 was
highest for public administration and safety, followed by health care and social assistance
and then education and training — reflecting the occupational share of claims (figure 19.5).

However, the data discussed above relate to those claims for workers compensation that were
both lodged and accepted. Others may simply have not lodged a claim or had their claim
rejected. Drawing on data provided by the State and Territory workers compensation
schemes indicates that 35 to 45% of workers compensation claims related to mental health
are rejected in comparison to between 6 to 10% of non-mental health claims. Data from the
Australian Government’s workers compensation scheme, Comcare, indicates rejection rates
on average of nearly 60% for mental health related claims and 18% for non-mental health
related claims. Workers compensation arrangements and mental health along with the
various requirements for a claim to be accepted are discussed below.
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Figure 19.5 Incident rate of serious accepted claims2 caused by mental
stress, by industryb
Claims per 1000 employees, 5 year average 2012-13 to 2016-17
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Source: Safe Work Australia’s National Data-Set for Compensation-based Statistics.

Workers compensation arrangements and workplace mental health

All employers are required to have workers compensation insurance. Workers compensation
provides those workers suffering from a work-related injury or illness with weekly benefits,
medical and hospital expenses, rehabilitation and a lump sum for permanent impairment on
the basis set by the particular scheme. There are a number of different workers compensation
schemes operating across Australia ranging from entirely government operated schemes to
privately provided schemes. In Queensland, the scheme is operated and underwritten by the
state government and in New South Wales, Victoria and South Australia ‘hybrid’ schemes
operate where private insurers operate as scheme agents on behalf of the relevant
government. In Western Australia, Tasmania, Northern Territory and ACT, workers
compensation is provided by private insurers underwriting the scheme (table 19. 1). There
are also the Australian Government schemes for Australian Government employees
administered by Comcare, seafarers administered by the Seacare Authority and for
Australian Defence Force personnel administered by the Military Rehabilitation and
Compensation Commission. The Productivity Commission’s inquiry into the compensation
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and rehabilitations system for veterans examined the arrangements for serving and
ex-Defence personnel in detail (PC 2019a).

There are also those businesses, typically larger businesses, that self-insure. These
self-insurers have to meet certain requirements in relation to financial viability, injury
management and case management to be granted self-insurance status.

Incentives in the workers compensation system

As the price of an insurance premium reflects the previous claims experience or history of
the policy holder there is a strong incentive for the policy holder to avoid triggering a claim.
Similarly, the pricing of workers compensation premiums creates an incentive for employers
to minimise the risk to their workforce to avoid having to make a claim (including for
psychological injury and mental illness) and paying higher premiums. As the South
Australian workers compensation agency makes it clear to employers:

You can directly influence the amount of insurance premium you pay. This can be achieved by
preventing injuries from happening, and if they do, assisting the injured worker to recover and
return to work as quickly as possible. This helps to minimise the income support costs for a work
injury claim, and therefore the premium you pay (ReturnToWorkSA 2019)

There are also incentives for insurers to limit or delay compensation claims and for
governments in designing these schemes to restrict overall eligibility and payments to
manage the cost of premiums paid by employers.

However, some features of the existing arrangements can delay the early intervention and
treatment that are critical to improve the chances of a timely and successful return to work
for the worker experiencing a psychological injury.

Proving a psychological injury or mental illness is work related

Workers compensation arrangements require the illness or injury to be work related (‘arises
out of” or ‘in the course of employment’) to be eligible for compensation. This requires
employment to have been the ‘major contributing factor’ or a ‘significant’ or ‘material’
factor — and this can be difficult to prove in the case of mental illness and psychological
INJuries.

In some sectors, such as first responders, mental health claims typically reflect the nature of
the work. But in many sectors, mental health claims are often a result of workplace conflict
and relate to interpersonal relationships. From the employer’s perspective, mental health or
stress related workers compensation claims are often seen as a response by the employee to
management’s assessment of workplace performance. From the employee’s perspective,
lodging a workers compensation claim may be the only way in which to draw attention to
chronic overwork, poor supervision, bullying or other workplace dysfunction. Workplace
bullying is discussed in detail in appendix D.
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Proving that a mental illness or injury was related to employment is inherently difficult given
the range of environmental and individual factors impacting on an individual’s mental
health. Guidelines for GPs in diagnosing, managing and supporting patients with
work-related mental health conditions recognise that making the determination of whether
or not the psychological injury is work related is a ‘challenge’ as the triggers of mental health
conditions are often multi-factorial and difficult to authenticate (Nelson 2019).

The process of proving that the injury is work related can create problems with the treatment
of the mental illness. For example, in the case of workplace trauma, formally under a workers
compensation claim, a clinician such as a psychologist treating the worker can only focus on
the work-related trauma, even though the mental illness may be related to both the
work-related trauma and other factors, such as childhood trauma.

Psychological injuries can also develop as a result of a worker’s physical injury, particularly
if the worker is off work for a significant period of time and/or there were difficulties in
accessing compensation for the original physical injury.

The difficulty of linking a mental health problem to employment and the often lengthy
process arising from medical examinations required by the insurer to prove this relationship
can be a disincentive for those with mental health problems to seek help and in turn delaying
their recovery and their return to work. These delays are likely to be exacerbated where the
injured or ill worker pursues a common law claim for damages and can subject the worker
to further medical examinations and the adversarial processes of the court system.23

The Police Federation of Australia commented:

Our own research indicates that one of the biggest issues faced by police is the adversarial
worker’s compensation process; with the arduous and unhelpful process of making a claim, often
standing in the way of many members getting quick access to effective treatment (sub, 248. p, 8)

Return to work following a psychological injury or mental illness

Time away from work can be detrimental to recovery. Research shows that those who return
to work after illness or injury have better long-term health outcomes and extended time off
work often sees a worsening rather than an improvement in symptoms. Returning to work
as soon as possible facilitates income and health benefits to the employee and minimises
costs for the employer in terms of lost productivity and lower workers compensation
premiums.

However, return to work for those with a mental health condition (whether or not the
condition was a result of their employment) is likely to be more difficult than for those with

23 Unlike workers compensation which is based on a ‘no fault’ system, a common law claim is a claim for
damages (medical expenses, future earnings and pain and suffering) whereby the injured or ill worker is
required to prove ‘fault’ in the form of negligence or breach of statutory duty on the part of the employer.
A workers compensation policy often covers the employer for any work related common laws claims made
by employees. Most workers compensation schemes in Australia have limits on access to common law
claims.
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a physical illness or injury. Contributing to this is the stigma associated with mental ill-health
and the employee’s concerns about how they will be treated by their colleagues and
managers — and if their condition was related to their work (such as due to interpersonal
conflict or workplace bullying), there are likely to be even greater concerns as to how they
will be treated. Return to work may be extremely difficult if not impossible if the
psychological injury or mental illness was due to wider cultural issues within the workplace
that have not been addressed prior to the return to work. In these cases, there may be little
prospect of a successful return to work with the same employer. This is particularly the case
for smaller or medium sized businesses operating from a single site, who unlike larger
employers with multiple sites, are unable to provide return to work at a different location.
The difficulties around return to work are discussed further in box 19.3.

Box 19.3 Return to work from mental health related condition or injury

Return to work is more problematic for those with a work related mental health condition or
psychological injury than for other injuries. Safe Work Australia (sub. 256) noted that in their
national return to work survey, workers with a mental health condition:

o were less likely to have returned to work
o generally reported a lower perception of their ability to work
o generally worked fewer hours on their return to work

o were significantly more likely to report negative perceptions of their employers’ and colleagues’
attitudes and behaviour related to their injury/illness

o were significantly less likely to report receiving positive support from their employer.

Studies of return to work for those with compensated work-related mental health conditions
indicate that delays in return to work and multiple attempts to return to work are associated with
particular groups of workers — for example, older workers, females, those with high skill levels,
those with previous claims and those working in small organisations. Increased age can lower the
ability to cope with stressors and with dealing with work-life balance. For females, the delay in
return to work is believed to be due to a fear of relapsing or returning to an unfavourable work
environment. Small organisations have fewer resources to assist the worker and limited options
for employment in a different location and for those from higher-status positions (a proxy for higher
skill levels) the increased responsibilities and obligations make return to work more difficult.
Delays in return to work for those with previous claims most likely reflect increased worry about
re-injury and residual impacts of the previous condition (Prang et al. 2016).

Survey-based research focusing on those who had been off work with a psychological injury or
mental illness had found that the timeliness and supportiveness of the employer, the injured
worker’s perceptions of employer support and fairness, the levels of work demands and the quality
of the people management environment (or organisational climate) significantly facilitated or
hindered their return to work. Furthermore, strong pre-existing levels of individual resilience
contribute to earlier return to work outcomes (Wyatt, Cotton and Lane 2018).

The lodgement of a workers compensation claim for psychological injury or mental illness can
create tensions between the employer and the worker. Although, workers compensation schemes
are ‘no-fault’ schemes many claims relating to bullying or workplace stress are often seen as a
failure of management and/or colleagues further increasing tensions in the workplace (Ai Group,
sub. 208).
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DRAFT FINDING 19.1 — RETURN TO WORK IS MORE DIFFICULT IN SMALLER BUSINESSES

Return to work for those with a psychological injury or mental iliness is difficult if the
injury or illness was related to personal conflict or wider cultural issues in that workplace
that have not been addressed prior to return to work. These difficulties are more acute
for smaller businesses operating from a single location, as unlike larger organisations
that have multiple sites, the business is unable to provide return to work at a different
location.

Employers can play a critical role in return to work outcomes for those with a work related
mental health condition. Safe Work Australia, drawing on the 2013 and 2014 national return
to work surveys, found that employer support (such as finding alternative duties or providing
employees with information on their rights and responsibilities), early contact by the
employer with the employee as soon as possible after being injured, responding when an
injury occurs and assisting the employee to lodge claims were positive influences on return
to work outcomes (Safe Work Australia 2018c).

Claims for psychological injuries and mental illness are treated differently

Workers compensation schemes do treat the claims made by a worker with a psychological
injury differently from that of a worker making a claim for a physical injury. Workers
compensation legislation provides a defence or an exception for psychological injuries
resulting from reasonable management action carried out in a reasonable manner or
reasonable way.

Reasonable management action relates to performance appraisals, ongoing meetings to deal
with underperformance, counselling or disciplining an employee for misconduct, modifying
an employee’s duties, promotion, dismissal and denying an employee a benefit in relation to
their employment. Whether these actions have been undertaken in a reasonable manner or
way will depend on the action, the facts and the circumstances, the impact on the worker and
any other relevant matters. This is typically determined on whether or not the established
policies procedures of the employer were followed, the employer breached any of its own
guidelines, the employer adopted procedural fairness in dealing with the matter and any
investigations were carried out in a timely manner. Consequently, employers are frequently
advised to follow their policies and guidelines and to be consistent when managing employee
underperformance and in conducting disciplinary matters (Portner Press 2019). Similarly,
the Fair Work Act points out that reasonable management action carried out in a reasonable
manner provides a qualification as to the definition of workplace bullying (see appendix D)
(Fair Work Commission 2018; Reilly 2010; Workplace Law 2017). This is an important link
with workplace and employment law that has been strongly supported by employers and in
the numerous reviews of the various workers compensations schemes and should not be
understated.
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Some jurisdictions set a higher standard of contribution from employment for psychological
injuries to be compensable than for physical injuries. For example, the Queensland scheme
requires that for a non-psychiatric injury or psychological disorder employment is required
to be ‘a significant contributing factor’, whereas for a psychiatric injury or psychological
disorder the threshold is that ‘employment is the major contributing factor to the injury’
(Workers Compensation and Rehabilitation Act 2003 Qld s32(1)). In South Australia, for
workplace injuries, employment is required to be ‘a significant contributing cause’, but for
psychiatric injuries employment must be the ‘the significant contributing cause’ (Return to
Work Act 2014 SA s7 (2)). Comcare requires employment with the Commonwealth to have
contributed to a significant degree to the injury or disease with the legislation specifying
that, ‘significant degree means a degree that is substantially more than material’ (Safety,
Rehabilitation and Compensation Act 1988 (Cth), 5B (1) (3)).

Also, the insurer or compensating authority has a range of powers to investigate a claim —
including obtaining reports or medical notes from the injured worker’s doctors, referring the
worker to an independent medical expert for examination, or engaging an investigator to
interview the worker and other witnesses. While these powers are not unique to investigation
of psychological injuries, they do contribute to a claims process for psychological injuries
and mental illness that tends to be slower than for physical injuries.

Claims for psychological injury or mental illness are more likely to be rejected than claims
for physical injuries. As noted earlier, data provided by the State and Territory workers
compensation schemes indicate that between 35 and 45% of workers compensation claims
related to mental health are rejected in comparison to between 6 to 10% of non-mental health
claims. Data provided by the Australian Government’s Comcare scheme indicate higher
rates of rejections of all workers compensation claims with nearly 60% of mental health
related claims and 18% of non-mental health related claims rejected on average over the past
5 years (Comcare, pers. comm., 8 October 2019).

DRAFT FINDING 19.2 — THE ROLE OF WORKERS COMPENSATION IN ADDRESSING MENTAL HEALTH

Workers compensation arrangements can most effectively deal with mental health
claims and improve outcomes for employers and employees by providing for:

« early intervention
o early treatment
e successful return to work.

Weakening the incentives for some employers

Some workers compensation schemes in Australia have weakened the price signal provided
through premiums paid for certain businesses by removing or limiting claims experience as
an input into setting workers compensation premiums.
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In the privately underwritten schemes, claims experience applies to all businesses in setting
premiums whereas in the hybrid and government schemes, smaller businesses are often
exempt from previous claims experience affecting the premium they pay for workers
compensation (table 19.1). For example, in New South Wales businesses with annual
premiums less than $30 000 per year are classified as a ‘small employer’ and workers
compensation premiums are based on the industry the business is in and the wages bill
(although small employers without any claim and employers with an injured worker who
returns to work within a certain time frame, receive a 10% discount on their premium). Only
businesses with annual premiums over $30 000 per year have claims experience taken into
account when premiums are set.

In Victoria, the premiums paid by businesses with total payroll less than $200 000 per year
are not affected by their claims performance and in Queensland claims experience does not
apply to businesses with payroll less than $1.5 million. However, the Queensland scheme
does provide for premiums to move between 5 rating categories. These 5 categories range
from 80% of the industry rate to 120% of the industry rate for these businesses based on
their previous claims experience and premiums can only move one category (up or down)
each year regardless of their claims experience. In South Australia, some sole business
operators and very small businesses pay a flat premium ($200 in 2018-19).

In those jurisdictions with privately underwritten schemes, premiums are based on
remuneration, the industry in which the businesses operates and previous claims experience.
In some of these privately underwritten schemes governments have some influence on the
price of workers compensation’ premiums — the Western Australian scheme puts caps on
the loadings and discounts that can be applied and the ACT publishes suggested reasonable
rates to guide insurers.

For those employers with premiums impacted by previous claims experience there is an
incentive to deny liability, particularly for those claims where there may not be a clear causal
link to employment. These incentives to deny liability can be strengthened where employers
are faced with having their premium reflect their actual claim costs as well as an estimate of
the future cost of these claims. For example, Victorian WorkCover includes claims lodged
and paid over a particular period (usually three consecutive years) and a statistical case
estimate24 for the future costs of those claims in setting next year’s premium (Stipic 2018).
For those claims where the link to employment may be tenuous and with relatively large
future costs attached, such as mental health related claims, there can be an incentive to deny
liability to avoid these claims being reflected in future premiums, which in turn delays
treatment for the injured or ill worker.

24 The statistical case estimate is based on a range of claims variables (diagnostic, compensation,
demographic, medical and time factors of the claim) to predict claims outcomes (Konekt 2019).
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Table 19.1
Scheme type

NSW  Hybrid (Private insurers

operate as scheme agents

on behalf of Icare)

Vic Hybrid (Private insurers

operate as scheme agents

on behalf of WorkSafe
Victoria)

Government scheme
(WorkCover operates the
scheme and no private
insurers are involved)

Qld

SA Hybrid (Private insurers
operate as scheme agents
on behalf of

ReturnToWork SA)

WA Private®

Tas PrivateP

NT Private®

ACT Privated

Cth Government scheme

(Comcare)

Workers compensation schemes

How are premiums set

Claims performance rate (CPR) is
calculated by comparing the
employers claims performance with
other similar NSW businesses.

Premiums are primarily set by the
size of the remuneration, the
industry and claims experience
against the industry average. The
larger an employer the more its
experience impact on its premium.

For employers with payrolls < $1.5
million premiums are based on
claims performance, industry
claims performance and size
relative to industry. Below $1.5
million simplified model using
categories relative to industry rate
to set premiums

Based on remuneration, industry
and claims experience in the
previous year

Based on remuneration, industry
and claims experience in the
previous year (discount and
loading of up to 75% can apply
depending on the risk profile)

Based on remuneration, industry
and claims experience

Based on the industry type, claims
history, payroll and number of
employees

Based on the industry type, claims
history, payroll and number of
employees

Based on the industry type, claims
history, payroll and number of
employees

Exemptions from claims history

Previous claims do not affect
premiums for those employers
with an average premium less
than $30 000

Previous claims do not affect
premiums for employers with
rateable remuneration less
than $200 000. Premiums are
set on an industry average

For those with payrolls less
than $1.5 million rating
categories protects from large
variances in premiums shifts
due to expensive one-off
claims For those over $1.5
million claims history is taken
into account

Sole business operators and
some small business pay a flat
premium of $200 in 2018-19

There are no exemptions from
claims history, but loadings are
limited by the regulator

No exemptions from claims
history

No exemptions from claims
history

No exemptions from claims
history

Claims history is relevant

a8 WorkCover WA sets recommended premium rates with the private insurers able to use their underwriting
models to take into account claims experience. Insurers are able to apply a loading above 75% of the
recommended premium and loading above that require WorkCover approval. ¥. The Tasmanian WorkCover
Board monitors premium rates at the scheme level, but is not able to influence the premiums charged by the
licensed insurers ¢ The NT legislation does not regulate minimum or maximum premiums or establish
advisory premiums and insurers operate with commercial independence. ¥ The ACT Government annually
publishes suggested reasonable rates to guide private insurers.

Source: Safe Work Australia (2018a). State based workers compensation schemes.
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Why exempt smaller businesses from claims experience in setting premiums?

The reason put forward to exempt small businesses2® from claims experience is to ensure
that premiums for small businesses remain affordable by removing year to year volatility.
For example, the NSW guidelines require licensed insurers to demonstrate that employer
premiums are fair and reflective of risks and that premiums are not unreasonably volatile or
excessive, particularly for small employers. The guidelines note that:

A small employer’s individual claims experience should not have an unreasonable impact on
their premium. ... .

Large employers have a greater capacity to influence their own claims experience. The fairness
of the system is more clearly served if the premiums of larger employers are more directly
reflective of their claims experience. (NSW Government 2018c)

The Queensland scheme does provide for premiums for small business to increase or
decrease depending on claims experience although these changes to annual premiums are
subjected to caps by using rating categories to avoid significant price changes in annual
premiums for small businesses.

Consequently, in some jurisdictions workers compensation schemes seek to limit or weaken
the price signal facing smaller businesses to minimise the risk to their employees in order to
remove any price volatility in workers compensation premiums paid by these businesses.
Other jurisdictions, such as Queensland, have attempted to balance these competing
objectives by placing limits on annual premiums increases.

The trade-off between protecting small business from increases in premiums and ensuring
employers have an adequate financial incentive provided by their workers annual
compensation premium to improve workplace health and safety is a matter for each workers
compensation scheme. However, setting premiums for these businesses without taking into
account their claims experience reduces the financial incentive to employers to improve
workplace health and safety, and create a more mentally healthy workplace —and means
that safer workplaces subsidise the workers compensation premiums paid by the less safe
workplaces.

Employer initiatives and lower premiums

There is potential for WHS agencies and workers compensation schemes and their insurers
to work together to incentivise employers to identify and mitigate risks to psychological
health and safety in the workplace. As discussed below, WHS agencies should have a role
in monitoring and collecting evidence as to the outcomes from employer initiated
interventions and programs to create mentally healthy workplaces and improve and protect
the mental health of their employees.

25 The definition of a ‘small business’ for this purpose varies between schemes, but it is typically a business
with a payroll or premium below a certain threshold level (as set out in table 19.1).
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Workers compensation schemes through their insurers collect a considerable amount of
claims data. This should be used to assist in determining the outcomes of various
interventions including by business size and by industry to ensure that the interventions are
appropriate for different businesses. Further opportunities to utilise this and other insurance
data are discussed below.

Employers who implemented the interventions considered to be appropriate and highly
likely to produce positive outcomes for their workplace by the relevant WHS agency could
pay a lower workers compensation premium. Such an arrangement would be of financial
benefit to both employers and the insurers underwriting workers compensation policies.

Other insurance markets provide for lower premiums where policy holders undertake certain
actions to reduce the risk of a claim, for example burglar alarms and deadlocks on home
contents insurance.

DRAFT RECOMMENDATION 19.3 — LOWER PREMIUMS AND WORKPLACE INITIATIVES
In the medium term (over 2 — 5 years)

Workers compensation schemes should provide lower premiums for employers who
implement workplace initiatives and programs that have been considered by the relevant
Workplace Health and Safety authority to be highly likely to reduce the risks of workplace
related psychological injury and mental illness for that specific workplace.

Changing the burden of proof

There have been suggestions to change the burden of proof in workers compensation claims
for psychological injures. This would involve use of ‘presumptive legislation’ that provides
the injured worker with access to compensation without having to prove the injury was work
related — the injury is presumed to be work related unless proven otherwise. Presumptive
legislation removes any adversarial processes and streamlines the claims handling and
focuses on injured workers receiving prompt access to treatment and return to work.

Nearly all jurisdictions have a list of diseases and conditions linked to particular occupations
that are deemed to be caused by that occupation. Examples include, asbestosis from mining,
manufacturing or other process involving use of or contact with asbestos along with
particular skin cancers involving the handling of tar, pitch, bitumen or mineral oils are
included on deemed lists. It is up to the employer to show that the disease was not caused by
employment in order to challenge the claim (Quin 2015).

Presumptive legislation has also been introduced for fire fighters in regard to certain cancers.
Under this legislation if a fire fighter has been employed in that occupation for a defined
period of time and is diagnosed with a particular cancer, it is presumed to be a result of their
employment.
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Presumptive legislation has been used in workers compensation schemes to deal with post-
traumatic stress disorder (PTSD) in certain occupations, mainly first responders. In Canada,
some provinces have presumptive legislation in place that applies to first responders
diagnosed with PTSD — this means that once the condition is diagnosed by a clinician it is
assumed to be the result of employment unless the contrary is proven. Tasmania has recently
introduced presumptive legislation for PTSD for all public sector workers including first
responders and volunteer first responders (Courtney 2019; Skatsoon 2019).

Changing the burden of proof to have workers compensation schemes accept all workers
compensation claims for mental health would not be feasible given that not all mental health
problems are a result of employment. As discussed above, workplace related risks or
stressors are part of a much larger group of risk factors to mental health, such as the stressful
life events outside the workplace and individual risk factors such as genetic influences, early
life events, personality, cognitive and behaviour patterns and prior mental health problems.
Providing presumptive legislation for all mental health conditions claimed as resulting from
employment could lead to a flood of claims and increased premiums placing the integrity of
workers compensation schemes under considerable pressure.

Where there is good evidence that employment in a certain occupation is a causative factor
for a particular condition, the burden of proof could be shifted from the worker to the insurer.
Recent legislative changes in the Tasmanian workers compensation scheme introducing
presumptive legislation for claims relating to PTSD by public sector and emergency service
workers provide an opportunity to evaluate their impact on the workers compensation
scheme and the mental health of these workers after these arrangements have been in place
for a reasonable period of time.

Provisional liability and interim payments

Some workers compensation schemes provide support for all workers compensation claims
— not just mental health related claims — prior to liability being determined: the New South
Wales scheme refers to these arrangements as provisional liability, South Australia as
interim payments and the Tasmanian scheme as ‘without prejudice’ payments (table 19.2).

Under these arrangements, the injured worker is assumed to be entitled to benefits (including
for the loss of income), and is supported on the basis of this assumption, unless and until a
decision on liability is made to the contrary. These arrangements provide for the payment of
benefits (for a specified period) and medical expenses (typically to a specified amount)
before a decision is made on liability under the relevant legislation. For example, the
Tasmanian scheme makes ‘without prejudice payments’ for limited medical expenses up to
the value of $5000 and the New South Wales scheme meets medical expenses of up to $7500
under provisional liability. This can reduce delays for an injured worker in gaining access to
the appropriate medical attention and income and reduce other potential stressors while the
decision of liability is being determined. However, where a final determination is made to
deny the claim any payments made are recoverable as a debt in South Australia whereas in
New South Wales and Tasmania the insurer is not able to recoup these payments.
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Victoria has recently flagged introducing a provisional acceptance model for mental health
claims. The Victorian Premier announced in 2018 that Victoria would introduce provisional
acceptance payments in relation to medical expenses and like expenses (but no income
payments) related to mental health claims sustained by emergency service workers. It would
then undertake a 12 month pilot program of the provisional acceptance model and introduce
legislation for provisional acceptance payments for medical and like expenses for mental
health claims for all Victorian workers within 2 years. The pilot program commenced in July
2019. For the pilot scheme there would be a monetary cap on medical expenses, with the
only requirement that the expenses remain reasonable (Andrews 2018) (sub. 483). However,
it is not yet clear whether or not the costs of treatment will be recovered if liability is
ultimately denied by the insurer (being Worksafe Victoria) or its agents.

A 2018 review of Queensland’s workers compensation arrangements recommended that
insurers cover the costs of a prescribed level treatment for workers claiming a potential
psychological injury or mental illness on a ‘no prejudice’ basis until liability had been
determined (up to a limited time). This was to ensure that workers received timely support
and necessary treatment and to provide an appropriate incentive for insurers to meet
reasonable claim decision times. Provision of these services was not intended to have any
bearing on liability or acceptance of the claim. If the injury was work related the cost would
ultimately be met by the employer (at least for large employers) through their claims history
whereas if not work related, the insurer (being the Queensland Government’s WorkCover)
would have to meet the cost of the treatment. The Review called for these arrangements to
be evaluated after having been in place for 2 years (Peetz 2018).

Provisional acceptance of claims allows those employees with psychological injuries to
receive support and treatment as soon as the claim is lodged and avoids having to wait until
liability is determined. This early intervention overcomes possible delays in treatment and
increases the chance of an earlier return to work improving outcomes for the injured worker,
the employer and the insurer.

However, there is an issue as to who pays for the initial treatment and any other benefits
(such as for loss of income) where the psychological injury or mental illness is determined
not to have arisen as result of employment. Clearly, if the liability is denied and the payments
received by the claimant have to be recovered, additional pressure will be placed on the
claimant, likely to further damage their mental health. On the other hand, having the insurer
meet the costs for which they were not liable undermines the intent of the insurance
arrangements to provide compensation to those injured in the course of their employment.
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Table 19.2 Time requirements on determination of workers
compensation claims and provisional or interim payments

NSW The worker is entitled to receive provisional liability of up to 12 weeks compensation (for loss
of income) and $7,500 in medical expenses. If the claim is likely to exceed this period of time,
the agent must determine whether to accept or reject the claim.

Vic Agent has 28 days to accept or reject a claim. If the worker has not been advised of the
decision by the 39th day after the claim was lodged with the employer, the claim will be
deemed to have been accepted.

Qld WorkCover Queensland has 20 days to accept or reject a claim, or must write to the worker
(within 5 days of the 20 days) advising of its reasons for not making a decision, and advising
that the worker can seek a review.

SA The agent is required to make reasonable efforts to make a decision on the claim within 10
days. If this is not achieved, interim payments will be made.
WA The insurer must advise the worker within 14 days that the claim has been accepted or is in

dispute. If the worker does not receive final notification that the claim has been accepted or
rejected, within a further 10 days, the claim is deemed to be accepted.

Tas Payments are payable ‘without prejudice’ on lodgement of the claim. The employer, or their
insurer, must advise the worker of the status of claim within 28 days of claim being lodged with
the employer. If an employer wishes to dispute a claim, they must do so within 84 days

ACT The insurer has 28 days from the time they receive the claim to make a decision to accept or
reject the claim, otherwise the claim is deemed to be accepted.
NT If a decision is not made by the Agent within 10 days of the employer receiving the claim, the

claim is deemed to be accepted.

Comcare No legislated time frame for claims decisions. The only requirement to make determinations
accurately and quickly.

Source: Ai Group (2019), Safe Work Australia(2017).

A way forward for workers compensation?

A key role of workers compensation is to enable a return to work. Early intervention and
access to treatment are critical in providing for an early return to work for those workers
with a psychological injury or mental illness. However, the processes and time required to
determine whether or not the injury or illness was work related or to determine liability
can delay the treatment that would improve the likelihood of recovery and a successful
return to work.

Remove the link to employment?

One option would be to remove the link between employment and liability in workers
compensation arrangements. All employed workers, irrespective of whether or not the
psychological injury or mental illness was work related would be eligible for treatment
through the workers compensation arrangements. There would be no delay in receiving
treatment as liability would not need to be determined.

There are considerable downsides to such an approach. It would continue the current
two-class health system — those in employment would be able to access private treatment
without any co-payment and with reduced waiting times whereas those not employed and
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with a similar health condition would not have the access to similar treatment and may be
limited to treatment through the public system.

There would also be considerable cost shifting on to employers and others. Removal of the
employment related test would require employers to pay premiums to meet the costs of all
health conditions affecting their employees, not just those that have arisen within the
workplace or within their control. This would undermine a key principle of the workers
compensation system or would require another source of funds (the government) to cover
the gap between actuarially fair premiums (in that the premium should reflect the risk) and
insurance costs.

An alternative approach that removes the link between employment and liability would be
to remove most psychological injuries and mental illness as compensable conditions from
workers compensation arrangements. All mental health conditions, whether or not they are
related to employment, would be treated through the general health system. In other words,
a person who has mental illness would receive the same treatment and care regardless of the
origin of their mental ill health. The New Zealand workers compensation arrangements limit
compensation for psychological injuries or mental illness to those resulting from one-off
traumatic events related to employment, such as experiencing a workplace armed robbery or
workplace violence.

This alternative approach avoids having a ‘two-class health system’. However, it presents a
number of problems. Injured workers would be denied a benefit (easier and timelier access
to private treatment without co-payments), there would be issues around the compensation
for lost income and it would shift costs onto the public health system and the welfare system
more broadly. This option would remove a significant incentive for an employer to maintain
a mentally healthy workplace if psychological injuries and mental illness were no longer
compensable conditions in workers compensation arrangements. Maintaining this incentive
would require a type of lump sum employee tax to be levied that would vary according to
whether or not various indicators showed that the workplace were ‘mentally healthy’ — not
dissimilar to workers compensation premiums.

A role for the nominal insurer or similar?

Given that there are significant problems around removing the link between employment
and liability, another approach to provide early intervention and treatment to promote
recovery and return to work would be to have workers compensation schemes fund medical
treatment on a provisional liability or without prejudice basis until liability is determined —
within a specified period to avoid delay. A number of jurisdictions, as noted above, have
utilised these type of arrangements.

This raises the issue of meeting the costs of treatment provided to those workers with claims
that are not accepted. Recouping the costs from the injured worker would be detrimental to
their mental health, while having the insurer meet costs for which they were not liable would
raise premiums above a level that was actuarially fair.
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Workers compensation schemes typically operate with a nominal insurer arrangement (or
uninsured fund or default insurance fund) in place to provide a safety net for injured workers
left without workers compensation arising from uninsured employers, bankrupt employers
or insolvent insurers. The nominal insurer, as the ‘safety net’ insurer, would meet the costs
of the treatment provided to these workers, although these costs would be passed on to all
employers through their premiums given that the nominal insurer is ultimately funded by
those businesses that are insured. Even though the employer would bear the costs of these
arrangements to provide early intervention, they (along with the employee) would benefit
from the arrangements through lower absenteeism, a quicker recovery and return to work
and reduced presenteeism following return to work.

The increase in premiums in such an approach should be transparent rather than having the
insurer absorb these costs and then shift these costs back on to employers as general increases
in premiums. This could be achieved by including on the employer’s premium document or
workers compensation account the explicit dollar amount levied on their premium to fund
the nominal insurer. Self-insurers would be required to make similar provisions to meet these
costs.

The increase in the annual premium costs required to fund the treatment for these workers
would not be large. From data provided to the Commission, annual medical costs for the
treatment of mental health claims that were later rejected (in those jurisdictions with
provisional liability or similar arrangements) ranged from under 0.1% to about 0.6% of the
annual written premium revenue collected. In two of these jurisdictions medical costs are
capped (at $5000 in Tasmania and $7500 in New South Wales).

To limit the demand on the nominal insurer, these arrangements would not compensate for
any loss of income until liability was determined, within a specified period of time.

A set period for treatment to improve return to work outcomes

A problem with having the date of determination of liability as the ‘set date’ for clinical
treatment is that this date may not align with an appropriate point in the employee’s
treatment. If liability is denied, then the employee is likely to suffer a disruption of treatment
unless they have their own funds or private health insurance that allows them to continue
current treatment. This disruption can slow the employee’s recovery and may slow his or her
ability to return to work.

To avoid this problem the relevant time for coverage of treatment could be separated from
the date at which the liability decision is made. Treatment would be provided until the
employee returned to work or for a specified period following lodgement of the workers
compensations claim regardless of any determination of liability within that period. This
would ensure the treatment that commenced upon lodgement of the claim would, if required,
be available to continue for a specified period to provide the best chance of a return to work.
After the specified period, those workers with claims where liability was denied would revert
back to treatment under Medicare.
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As to the exact time period required, treatment could be provided to a worker with a mental
health claim until they returned to work or up to a period of six months, irrespective of
liability. This six month time limit reflects that most employees who have a mental health
claim under workers compensation are likely, with appropriate and undisrupted treatment,
to be able to return to work within six months. The median time off work for mental health
related workers compensation claims was 16.2 weeks between 2012-13 and 2016-17 and
64% of workers on mental health related workers compensation claims were off work for
less than 28 weeks (see figure 19.6).

Figure 19.6 Serious workers compensation claims for mental health
related claims, by work time lost2
Share of all mental health claims, 2012-13 to 2016-17
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& Serious workers compensation claims are accepted workers compensation claims for an absence from
work for one working week or more. Data for 2016-17 are preliminary.

Source: Safe Work Australia’s National Data-Set for Compensation-based Statistics.

The six month period limit for treatment indicated above (based on the historical time-off
work experienced by workers on workers compensation with a mental health claim) could
be adjusted if required to improve return to work outcomes. It could also be a variable period
of time depending on the treatment or nature of the mental illness. However, making this a
variable time raises the potential for gaming the system where both the employee and the
clinicians will prefer to maximise the time.

The Commission’s preferred option to ensure early intervention and the provision of
treatment to improve return to work outcomes is for the relevant workers compensation
scheme to provide clinical treatment for the psychological injury or illness, regardless of
liability, until return to work or up to a period of six months following a mental health related
workers compensation claim being lodged.
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DRAFT RECOMMENDATION 19.4 — NO-LIABILITY TREATMENT FOR MENTAL HEALTH RELATED
WORKERS COMPENSATION CLAIMS

In the short term (in the next 2 years)

Workers compensation schemes should be amended to provide clinical treatment for all
mental health related workers compensation claims, regardless of liability, until the
injured worker returns to work or up to a period of six months following lodgement of the
claim. Similar provisions should be required of self-insurers.

To provide clinical treatment for the injured worker until they return to work or up to a six
months and irrespective of liability raises the issue of ‘who pays’? Funding this treatment
entirely through workers compensation insurance premiums would raise premiums from an
actuarially fair level. Employers could — through their premiums — be paying for clinical
treatment for employees even where the mental illness has been determined not to be work
related which would be a significant departure from current pra