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Evaluation format

The Australian Institute of Family Studies was commissioned by the Common-
wealth Department of Health and Aged Care to evaluate the National Youth
Suicide Prevention Strategy, which ran from 1995 to 1999, with the aim of
identifying lessons from the Strategy to carry forward for the future.

The Institute’s evaluation results are presented in five separate reports — an
overview of the Strategy entitled Valuing Young Lives, and four technical reports
which present detailed information about what was achieved and learned by
projectswithin each of the particul ar approaches adopted by the Strategy. Thefive
volumesin the series are asfollows.

Valuing Young L ives. Thisvolume providesan overview of the Strategy, what
the Strategy achieved and what was learned from the Strategy asawhole. The
report includes administration, policy context, conceptual basisand adescrip-
tion of activitieswithin each of the main approaches adopted by the Strategy.
It presentsthe eval uation methodol ogy and asummary of major achievements
and good practice findings.

Building Capacity for Life Promotion: Technical Report, Volume 1. This
report describes the Strategy’s system level activities which aimed to build
capacity and assist the adoption of evidence-based practicein all service sys-
tems relevant to youth suicide prevention. Activities described in thisvolume
include research and eval uation, communications, education and training, net-
working and intersectoral collaboration, and community devel opment.

Primary Prevention and Early I ntervention: Technical Report, Volume2.
Thegoal of primary preventionisto prevent the devel opment of problems (risk
factors) that place people at risk of suicide. Primary prevention also includes
mental health promotion, which aims to promote wellbeing, optimism,
resilience and interconnectedness between people and communities. Primary
prevention activities of the National Youth Suicide Prevention Strategy were
concentrated in four areas: parenting education and support; school-based
programs; media education; and access to means/injury prevention. The goal
of early intervention activity is to reduce the prevalence of risk factors for
suicide among young people who have begun to develop early signs of
disturbance or who are exposed to environments known to be harmful. What
has been learned about early intervention aspects of Strategy projects is
collated and synthesised in this volume.
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e Crisis Intervention and Primary Care: Technical Report, Volume 3.
Crisisintervention activities are often short-term activities directed at young
people who may be at immediate risk of suicidal behaviour. Crisisinterven-
tion aimsto respond quickly to crisesthat could result in self-harm or suicide
attempts. Crisisintervention activity of the National Youth Suicide Prevention
Strategy focused in two areas: telephone counselling services; and hospital
accident and emergency department protocols. This volume also describes
projects set in general practice and other primary health care settings.

» Treatment and Support: Technical Report, Volume 4. In keeping with the
guiding principle that attention should be paid to the needs of young people
who are marginalised from mainstream society, a number of projects were
based in organi sations hel ping these young people. Theterm ‘ marginalisation’
refers not only to the stigma and social rejection associated with the experi-
ences or risk factors of conditions such as homelessness or drug misuse, but
alsotothefact that young people with multiple problems are generally poorly
catered for by most services. This volume also describes projects aimed at
young people with mental health problems.

Note on therecommendations

As part of its evaluation of the National Youth Suicide Prevention Strategy, the
Australian Institute of Family Studies was required to make recommendations
toinform future effortsin suicide prevention. The Institute put forward atotal of
36 recommendations, and these are published in the Recommendations chapter
(pp- 10-21) of the overview volume Valuing Young Lives.

These recommendations appear again at the end of chapters throughout the four
technical reports— as they pertain to findings and discussion in each chapter.

Asthey appear throughout the technical reports, recommendations are numbered
according to their position at the end of each chapter. (The corresponding
original number that is attached to each recommendation in Valuing Young Lives
isaso shown, in brackets.)

In addition to the recommendations, the technical reports include “further
suggestions’ which complement and el aborate upon the basic recommendations.

x Treatment and support



Introduction

Treatment and support are medium to long-term activities aimed at individual
young people with ongoing problems which place them at sustained risk of
suicide. This group includes young people with mental health problems as well
as young peopl e experiencing other sustained risk factors such as exposure to
neglect and abuse, homel essness, substance misuse, contact with thejuvenilejus-
tice system, or sexual identity issues, which can lead to their being marginalised
from the wider community.

This volume, the fourth in the Technical Report series, presents the results of a
meta-analysis (or meta-evaluation) of the evaluations of projects that addressed
the support needs of young people who are identified as marginalised and
disaffected, and projects based in mental health services.

The National Youth Suicide Prevention Strategy funded seven projects based in
agencies (including youth health services aswell as arange of non-government
agencies) that provide services to young people identified as marginalised
and disaffected. A major focus of these projects was exploration of strategiesfor
engaging marginalised young people with helping services.

The term “marginalisation” refers not only to the stigma and social rejection
associated with the experiencesor risk factorslisted above, but a so to thefact that
young people with multiple problems are generally poorly catered for by most
services. They are widely considered extremely challenging to work with. The
speciaist nature of most services meansthat their problemstend to be dealt with
in isolation from each other. These young people tend to be shunted between
services, with less than adequate follow-up, and they frequently fall through the
gaps. Asaresult of their negative experiencesin the service system many of these
young people are highly suspicious of professional service providers.

Two of the projectsin this group focused specifically on providing intensive
support to young people who have attempted suicide.
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Three demonstration projects were based in specialist child and adolescent
mental health services. These aimed to improve access to, and engagement with
mental health services as well as the quality of treatment and ongoing care
provided to young people with mental disorders. One project focused on
depression, onefocused on early psychosisand substance misuse, and onedevel -
oped interventions to identify young people at high risk of suicide and provide
therapy specifically tailored to reduceidentified suiciderisk factorsamong young
people with mental disorders.

The sources of information used in the evaluation of the National Youth Suicide
Prevention Strategy, and the methods used to analyse these data, are described
in detail in the overview volume, Valuing Young Lives.

2 Treatment and support



Support ?hng people
who are marginalised
and disaffected

This chapter presents and analyses information about the projects funded under
the National Youth Suicide Prevention Strategy that focused on young people
identified as being “ marginalised and disaffected”.

These terms generally refer to young people exposed to multiple risk factors
for suicide such as homelessness, substance misuse, contact with the justice
system, sexual identity issues, mental health problems, self harming behaviour,
previous suicide attempts, violence, physical and sexual abuse. Many of these
young people a so suffer severe physical illness. The experience of being exposed
to these multiple risk factors tends to be associated with the experience of
disconnection or marginalisation from the key institutions of mainstream soci-
ety such asfamily, school and work.

Thegoal of thisgroup of projectswasto reduce the disadvantage and enhance the
wellbeing of young people exposed to multiple risk factors for suicide and who
are marginalised and disaffected.

The main aim of theindividual projects funded under this category wasto iden-
tify waysto enhance service delivery to young people who are marginalised and
disaffected. Specific aims and objectives common across the projects included:
(i) engaging this group of young people with services and other support struc-
tures; and (ii) improving health, welfare and wellbeing outcomes.

Projects of the Strategy that provided support to
marginalised and disaffected young people

The projectsin thisgroup include: Connexions, based at Jesuit Social Servicesin
Melbourne; Limelight Productions, based at the Bridge Youth Health Servicein

Shepparton Victoria; The Young Women'sProject, based in Melbourne; Benelong's
Haven, at Kinchela Creek in rural NSW; High Street Youth Health Service, in

Support for young people who are marginalised and disaffected 3



Western Sydney; Cellblock Youth Health Service, in Central Sydney; and the Cen-
tacare Youth Suicide I ntervention Program (CY SIP), based at Centacarein Adelaide.

ConneXions

ConneXionsisaprogram for young peoplerun by Jesuit Social Servicesininner
Melbourne. The Strategy Project based at ConneXions involved trial and
evaluation of strategiesaimed at enhancing the quality of care provided to young
peopl e experiencing complex problems of drug use, mental ilinessand self-harm-
ing behaviour, including suicide. The project target group was young people aged
16-25 years. Young people can come to the ConneXions program through a
variety of meansincluding self-referral or referral viaother services.

The specific strategies employed by the ConneXions project were to: provide
skilled professional services to the target group of young people; increase the
capacity of outreach workers to identify and respond more effectively to the
emotional and psychological health needs of marginalised young people; create
pathways for marginalised young people into mainstream health, welfare and

']_'A-I-BI-I?EI- 1 Projects of the Strategy providing support to marginalised young people

Program Organisation Main intervention Evaluation design
name
ConneXions  Jesuit Social Long term therapy Ethnographic
Services, Melbourne provided within a research
holistic service
Limelight The Bridge Youth Drama and arts Standardised
Productions  Health Service, program instruments and
Shepparton VIC interviews
The Young The Young Womens  Accommodationand  Variety including
Womens Project, Oakleigh VIC other practical support interviews, analysis of
Project service utilisation and
outcomes data
Benelong’s Benelong’s Haven,  Rehabilitation for Ethnographic
Haven Kinchela Creek NSW  substance misuse research
High Street  High Street Youth Counselling provided  Standardised
Health Service, within a holistic youth  instruments and
Western Sydney health service interviews
Cellblock Cellblock Youth Counselling provided  Standardised
Health Service, within a holistic youth  instruments and
Central Sydney health service interviews
Centacare Centacare, Adelaide  Consultation service Interviews with staff in
Youth Suicide and training for workers target agencies
Intervention in non-government
Program agencies
(CYSIP)
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community services; and establish amodel of intervention with marginalised
young people and frameworks for collaboration between professional services
and outreach workers.

Strategies used by ConneXions to increase the competency of professionalsin
mainstream services were supervision, formal and informal training, secondary
consultation, the publication of papers and information dissemination about
successful models of intervention. Linkages between ConneXionsand the broader
service community were also apriority. These linkages took the form of co-case
management of clients and ConneXions staff acting as consultantsto workersin
other agencies.

Ethnographic research (the study of agroup of peoplefor the purpose of describ-
ing their sociocultural activities and patterns) was used to eval uate the project.

Limelight Productions

Limelight Productions was an initiative of The Bridge Street Youth Service and
the Goulburn Accommodation Project based in the rural Victorian town of
Shepparton. The Limelight Productions model is aform of self-development
program intended to run parallel with other sources of support and direct assis-
tance services. Limelight One, a drama group run for young people at risk of
becoming homelessin 1996, formed the basis of the Limelight Two project, which
was funded under the Strategy and undertaken in 1997. The evaluation of Lime-
light One made it possible to redesign the model for Limelight Two in order to
allow more time for therapeutic discussion and enabl e participants to explore
factors contributing to young peopl€e’s despair, and work with the imagery that
expressesthis.

The philosophy underlying the Limelight program is that creative arts enable
self-expression and have greater appeal to young people than more structured,
discussion-focused groups. Involvement in the creative arts is thought to unite
young peoplein similar circumstances around art and youth culture, develop a
sense of comradeship, build self-esteem and reduce feelings of isolation. A
fundamental assumption of the program is that a drama group can effectively
engage vulnerable young peoplewho are usually reluctant to beinvolved in other
youth programs. Further assumptions underlying the design of the program were
that: workerswould enhancetheir expertise while working with the client group;
participating in Limelight Productions would be a therapeutic experience for
young people who had attempted suicide in the past or had suicide ideation; and
that the finished documentary and video could be effective tools for increasing
general practitioners’, youth workers' and teachers’ understandings of young
peopl€'s perceptions of their struggle for mental health.

Twelve project workers from a variety of agencies were recruited to Limelight
Two to provide positive role models, support and encouragement for the young
people attending the program. The workers were a so instrumental in recruiting
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the young people to the program. The following three themes were examined in
workshops: the isolation of adolescence; rites of passage and change; and
constraints of male and female stereotypes. These themes were devel oped and
used in the production of the rock music video, Dance of Death, and through the
forms of mask movement, improvisation, dance, chanting, drumming, art work,
song writing, music, body art and storytelling. These skills culminated in alive
performance for alocal audience of over ahundred people.

Young Women'’s Project

The Young Women’s Project is an ongoing initiative of the Oakleigh Youth
Housing Project which isfunded through the Supported Accommodation Assis-
tance Program (SAAP). The Young Women’s Project providesin-crisis medium
term accommodation support and a range of other support services to young
women who are homelessor at risk of homel essnessincluding case management;
asexual assault outreach service; advocacy; and referral to other support services.

Funding was provided by the National Youth Suicide Prevention Strategy to
document and evaluate the Young Women’s Project service model. Thetask was
to assess the impact of service provision on young women's mental health and
to produce a document that described the model of service provision.

The Young Women'’s Project service model is based on literature and practice
wisdom which notes links between homelessness, mental illness and suicide. It
has been found that many young homeless women leave home early to escape
physical, sexua or emotional abuse. The Young Women's Project approach
uses afeminist empowerment frame of reference. It is believed that the unique
structures of the project’s team environment constitute a positive example to
young women, of women working together to do things differently.

Benelong’s Haven: Alternative to Gaol Program

The need for arehabilitation program, rather than gaol, for young Aboriginal
peoplewith drug and alcohol problemsisemphasised in the report of the Human
Rights and Equal Opportunity Commission inquiry into Aboriginal Deaths
in Custody (Johnston 1991). This report showed a direct link between custodial
sentencing and Aboriginal suicide. Benelong's Haven provides an alternative to
gaol for young Aboriginal people facing drug and alcohol related charges and
with high levels of suicidal ideation.

Benelong’s Haven was founded in 1974 as the first rehabilitation service for
indigenous peoplein Australiaand is an ongoing service. It is situated on the
mid-north coast of Australiaand consists of a property of thirty acresincluding
amen’sdormitory, family units, meeting hall, dining, kitchen, medical and admin-
istration facilities. The Haven provides a six-strand program: an Alcohalics
Anonymous-based group; psychotherapy; recreation; culture; food/rest; and
personal problem-solving for health, legal and housing issues.

6 Treatment and support



Theclient group consists of young Aboriginal peopleon drug and alcohol related
charges, three-quarters of whom are under 26 years of age (average 21 years).
Over half of the clients have high levels of suicide ideation and one-third have
previously attempted suicide. Almost all maleclientsat the centre have spent time
ingaol, with over half having served morethan six months. Theintended outcome
of theHaven’s programsisthat clients have more knowledge about relevant issues,
experience an improvement in their mental wellbeing and achieve alife free of
alcohol and drugs. It is hoped that the program will enable clients to see their
options and be able to make informed decisions. A key objectiveisthat clients
will experience a change in their attitude and adopt a more positive interpreta-
tion of life events.

The project funded under the National Youth Suicide Prevention Strategy was
integrated into the existing infrastructure and aimed to increase access to Bene-
long’s Haven for young Aboriginal people at risk of going to gaol. These young
people received treatment along with clients of other age groups. Funding under
the Strategy was also provided to appoint a researcher/evaluator to conduct an
evaluation and assist in the ongoing devel opment of the program delivery. The
evaluation used an ethnographic-style methodology. However, the project
managers reported that the demands of running a 24-hour service limited the
time available to write up the evaluation, and as a consequence only afew real
achievements are documented soundly.

High Street Youth Health Service

Based in mid-western Sydney, the High Street Youth Health Service is a
community based youth health service. The agency offers a holistic service for
young people which includes medical and personal care services, counselling, a
drop-in centre and creative and educational programs. It aimsto promote optimal
health of young people, with an emphasis on those at risk of being homeless.

High Street Youth Health Service received funding under the Strategy for three
different projects. The project reported herein this chapter involved a study of a
group of young people using High Street’s medical and counselling services.

Cellblock Youth Health Service

Cellblock Youth Health Service is located in inner city Sydney and offers a
multi-disciplinary approach to the care of marginalised young people, including
counselling and medical services, and arts and health promotion programs.
Cellblock’s service approach seeks to understand young people€’ s socia circums-
stances and the impacts of these on health.

Similarly to High Street, three suicide prevention projects were funded at
Cellblock. The project reported here involved a study of a group of young
people using Cellblock’s medical and counselling services.

Support for young people who are marginalised and disaffected 7



Centacare Adelaide

The Centacare Youth Suicide Intervention Program (CY SIP) was developed
to enhance the support services available to young people at high risk of suicide
and promote best practice. The project focused on enhancing the capacity of non-
government welfare services to provide an appropriate service to young people
with mental health problems. The major activities of the project included:
provision of mobile assessment and consultation; input into case planning and
management; training in suicide risk assessment; development of links between
mental health and community-based services; and development of support net-
works and resources, including both peer and family supports.

The Centacare CY SIP team comprised two clinicians who worked in collabora
tion with agencies supporting young people at risk of suicide. Assessment and
consultation services provided by the team included: primary assessment
(one-to-one with the young person) and secondary assessment (with the agency
worker). About 250 primary and secondary consultations (essentially broad
psycho-socia assessments) were undertaken with arange of agenciesincluding
Supported Accommodation Assistance Program services, health services, sexu-
ality services and schools, both public and private. Consultation took place
wherever the young person was located.

Other major activities of the Centacare project included development of a
Suicide Risk Assessment training package and provision of in-service training
to atotal of 409 participants; as well as establishment of four peer support
courses with approximately twenty participants from supported accommoda-
tion agencies.

The Centacare project also had a strong focus on enhancing networking and
interagency collaboration. Networking activities additional to those described
above included: a seminar on mental health issues for young people; participa-
tion in the development of the Supported Accommaodation Assistance Program
(SAAP) Suicide Intervention Guidelines; consultations on developing aformal
protocol between non-government and mental health services assisting young
people; and participation in three committees operating to improve service
delivery and interagency linkage.

Results of the evaluation

The results of the qualitative meta-analysis of the evaluations of the projectsin
this group are organised into three main domains:

* engaging marginalised young people with services and other support
structures;

 improving health, welfare and wellbeing outcomes; and
e capacity building.

8 Treatment and support



What works to engage this group of young people

with services and other support structures?

The problem of engaging marginalised young people at high risk of suicidewith
services was the major focus of this group of projects. The projects used a vari-
ety of different evaluation methods and some were better suited than othersto
addressing the question of whether the interventions were effective in engaging
marginalised young peoplewith services. Unfortunately, none of the projectsused
acontrol group of any sort in order to assesswhether or not the interventionsunder
scrutiny were more effective than other types of interventions such as* standard”
or “usua” treatments. The variation in evaluation designs makes it difficult to
draw comparisons between the projects and precludes the possibility of using
the projects as controls for each other. Nevertheless, the projects and the evalua-
tions have generated some important insights into the problem of engagement
including some promising ideas for service development and hypotheses for
future research.

In general, the servicesinvolved in the current group of projects appear to have
been successful in engaging ahighly marginalised group of young peopleat high
risk of suicide with supportive and therapeutic services. Many of the young
people from whom data were collected had been engaged with these services
for a considerable length of time and were committed to ongoing therapy and
thetask of overcoming the complex range of problemsthat currently limited their
progressinlife. Incontrast, asubstantial number of the young peoplefromwhom
datawere collected had experienced considerabl e difficultiesand expressed strong
dissatisfaction with other services they had used in the past.

While the evaluations did not generate quantitative data capable of demonstrat-
ing higher levels of engagement effectiveness for this group of services,
however, there is currently no evidence available to indicate that the young
people concerned will access mainstream services. The available qualitative data
collected from staff and young people as well as other stakeholdersis highly
consistent in identifying the service characteristics that are predictive of strong
engagement.

Theseinclude:

 relationship;

 time, patience, space and commitment;

 salf determination and empowerment;

 aholistic approach that includes provision of basic needs;
¢ being non-judgemental and demonstrating respect; and

e outreach.

Support for young people who are marginalised and disaffected 9



[0 Relationship

The strongest theme to emerge from the qualitative evaluation datais that the
quality of the relationship between a young person and a particular worker in a
service isthe most critical factor determining engagement of the young person
with therapeutic services. The critical importance of relationship was identified
explicitly by project staff and eval uators—it also emerged asan overarching theme
or framework for understanding the other factors identified as important to
engagement.

Inasenseit could be said that engagement is the same asrelationship —arela-
tionship that is founded on trust, acceptance, respect, and commitment. Being
accepted in arespectful relationship is seen as a key to creating an openness to
exploring positive, self caring solutions, including therapy.

[0 Time, space, commitment and flexibility

Engagement with marginalised and disaffected young people is along term
process. Young people with multiple problems have almost always had a
number of negative experiences with other services that have made them
extremely wary of professional service providers. It takes considerable time and
patience to build up an adequate level of trust with these damaged young
people. Being seen to be committed to the young person over the long termis
extremely important.

Thorough assessment with marginalised young people usually requires an
extended period of time getting to know them and interacting with themin a
variety of environments. Kelk (1999a and 1999b) has argued that the reliability
and validity of assessment of alienated young people is much lower than the
assessment of peoplewhoidentify with society. Kelk suggeststhat we can’t expect
servicesfor these young people to be as good at detecting suicidality as services
for other people.

Consistent with the principle of self-determination (discussed below), young
people must be allowed to proceed at their own pace. Providing time and space
for this process to unfold while maintaining contact with the young person is
the key. Non-clinical components of holistic service provision such as art and
vocational programs aswell as provision of aphysical “space” such asadropin
centre were observed to fulfil avaluable function in thisregard. Participation in
these activities allowed young people to acclimatise to the environment. With
the safe interaction provided in these programs, their defences relaxed over time
and clients slowly revealed the difficultiesin their lives to the workers, opening
up to the exploration of various solutions. Having clinical workerslocated in the
same building asthe other programs al so allowed young people to meet and chat
with them in an informal, non-threatening manner. This opportunity to “check
out” thetherapistsinformally from asafe place was perceived asamajor enhancer
of engagement.
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O Self determination and empowerment

The third key factor identified as critical to the engagement of young people at
high risk of suicideis self determination. Self determination and empowerment
as operationalised in most of these projects involved ensuring that every inter-
vention isaimed at building up the young person’s power to act for themselves
and take control of their own life. Key practical aspects of self determination
include: involving the young person in the development of their case plan;
making the plan available for their scrutiny; and asking their permission before
divulging information about them to others. Several services in this group
also involved young people in decision making processes relevant to service
planning and evaluation. More generally the philosophy of the service is one of
validating the particular experience of each young person and encouraging staff
to ensure that they are not imposing their own values and opinions on clients.

For many young peopleinvolved in these serviceslife has been chaotic and “ out-
of-control”. Providing young peoplewith arange of activitiesto choosefrom, and
choice about when and how they approach particular workers to obtain services
isidentified as an important means of helping them feel in control.

Theevaluatorsof the ConneXionsProgram (Ridgeet a. 1999) notethat self harm-
ing behaviours are often one of the only forms of control that many marginalised
young people have been able to exercisein their lives. Showing young people
that they can have control intheir interaction with aserviceand other positive activ-
itiesisacritical learning exercise. It demonstratesto them that they have the capac-
ity to learn the skills necessary to exercise control in their lives more generally.

Art programs are frequently used by youth oriented servicesto channel empow-
erment and facilitate self determination of young people. This perception of
the capacity of art was expressed directly and passionately by several young
people at Cellblock: “It's great there is a place that offers young people an
opportunity to express themselvesin acomfortable and respecting environment.
Art is an expression of a person’s individuality and can speak all languages
and cuts through all barriers here; we have the opportunity to be heard” (Kelk
1999h: 18).

U Being non-judgemental

Being non-judgemental isacharacteristic that wasfrequently identified by young
people asdifferentiating the current group of servicesfrom others. Key informants
viewed the servicesin the current group as very accepting of young people with
challenging behaviours, and generally available to take on clients that other
services would not accept. Being non-judgemental also requires that service
providers be uncritical of factors affecting many young people over which they
have little control. For example homeless young people can find it difficult to
organise and keep appointments or to take medication. They may not be able to
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afford medication or public transport to attend appointments. They may have poor
or highly sub-culturally specific clothes. Lacking access to washing facilities,
homel ess peopl e can often be dirty and smelly.

Many young peoplewho are affected by difficult behavioursand who havefailed
to comply with strict service rules and requirements or treatment plans are sub-
jectto “black lists” which effectively preclude them from gaining accessto other
services, particularly accommodation services. Many of these young people
would be given adiagnosis of personality disorder by mental health services.

Resourcing is an important factor in an organisation’s ability to cope with diffi-
cult behaviours and to overcomethe lack of resources possessed by their clients.
For example the Young Women's Project is able to provide accommodation to
young women on their own or with one other person. This arrangement reduces
theimpact that disruptive behaviourswill have on other clients. Small caseloads
are also necessary in order for staff to find the time to work with young people
experiencing severe behavioural problems. Thiswork is much more difficult for
most mental health services where staff have casel oads of 30 to 40 clients. In
services where staff and resources are highly stretched, rules of conduct tend to
be moretightly enforced and the acceptabl e ranges of behaviour are narrower.

However, despite being non judgemental, youth health agenciesdo have and need
strict rules, but they tend to be rules that other agencies would rarely think of
stating, let alone trying to enforce, such as no violence and not being on the
premises under the influence of drugs.

U Respect

A theme that underlies anumber of the other themes discussed above is that of
respect. Respect for the young person is one the most important ingredients for
devel oping a sound relationship.

Respectisacentral concept in self determination. True respect enablesproviders
to let clients make decisions for themselves and to make, and learn from, their
own mistakes. Evaluators found that many young people had never before felt
respected by adults, especialy service providers. “1n many cases, it wasthe first
time that the client had felt respected and in control, rather than judged, interro-
gated and pushed” (Ridge et al. 1999: 69).

Respect is critical if therapists are to be capable of really listening to young
peoplewithout judging them, of validating their subjective experience, and allow-
ing them to make their own decisions.

Evaluatorsidentified genuine respect for young people aswidely present among
the staff of most of the agencies hosting the current projects. Conversely, alack
of respect from other service providerswasidentified several times as character-
ising young peoples’ experience.
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O Holistic service provision

Peoplewho are not functioning well in alarge proportion of their social rolesneed
more holistic services. For example, older people whose physical and mental
hedlth is starting to deteriorate also benefit from increasingly holistic services.

Most of the agencieshosting thisgroup of projects described themselves as offer-
ing a holistic range of services, and staff and evaluators identified the holistic
approach to service provision asimportant for engaging young people who have
experienced difficulties accessing and engaging with other agencies.

Asmentioned earlier, providing young people with a diverse range of programs
and activitiesin addition to clinical services also enhances engagement by giv-
ing young people the space and opportunity to make choices about how they
become involved and therefore, sufficient time to get to know the clinicians. In
other words, providing aflexible range of services helps enhance self determi-
nation and gives young people time to build up arelationship.

Holismisnot just about service structure and diversity, it is also a philosophy or
theoretical approach which views human beings as greater than the sum of their
parts(that is, thebiological, psychological, social, emotional, spiritual) and which
sees these elements asinseparable. This philosophy or theory isdirectly at odds
with “dualism” which separates experience into polarities and tends to lead to
binary thinking (for example, mental health problem or drug problem; suiciderisk
or not a suicide risk) and mutually exclusive perspectives. As such, a holistic
approach tends to place much greater emphasis on the validity of alternative
perspectives —especially the client’s.

Validation of subjective experience through self-expression is one of the major
rationales behind the creative arts approaches that are widely advocated and
practiced by youth services. Another major rationaleis“art aswork” (Wyder
and Kelk 1997) which underscores yet another critical dimension of holistic
service provision for marginalised young people.

O Outreach

Outreach can provide an accessible path to services for young people with
complex problems.

A good illustration of theway inwhich outreach can enhance access and engage-
ment is provided by Benelong's Haven (Nolan and Chenhall 1999). One of the
most important strategies undertaken by Benelong'sHavenistoincrease outreach
toyoung Aboriginal people by assisting them during court proceedings. Thiswork
involves devel oping professional relationships with solicitors and magistrates
to inform them about the program and encourage them to consider ordering
treatment at Benelong's Haven rather than imprisonment. By attending court
proceedings, Benelong's Haven staff can also speak on behalf of the client and
provide immediate transport to the Centre if thisis required. Benelong's Haven
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isalso able to pick up clients who are being released from gaol. When clients
arenot provided with this assistance, they are perceived to be much lesslikely to
make contact with the Centre and to continue drifting through the system.

. . What works to improve health, welfare and

" 1 wellbeing outcomes for this group of
"n.\ | young people?

The evaluation designs were not well suited to determining whether the young
peopl e experienced more positive outcomes than they woul d have without the ser-
viceor if they had accessed an aternative service. Only one of the project evalu-
ations provided data that could be used to compare the effectiveness of the
intervention with those used in other services. The projects aso used very dif-
ferent eval uation methods and thismakesit difficult to draw comparisons between
the projectsand precludesthe possibility of using the projectsas controlsfor each
other. However, some useful information has been generated that could be used
to guide the direction of service development and inform further evaluation
research.

Three sourcesof datawere used inthe High Street study: clinical interviewsfocus
ing on risk factors for suicide; a self completed version of the Inventory of Sui-
cide Orientation (1SO-30) which provides a measure of suicidal ideation,
hopel essness, low self esteem, socia isolation and withdrawal, and inability to
cope with emotions; and the I SO-30 Clinician Rating Form.

Each of the twelve young people from High Street Youth Health Service who
were assessed at baseline were found to have a range of serious long-term
problems. The evaluator reports that they were a very high risk group even
compared to other youth health client samples with whom the evaluator had
contact (Kelk 1999c). Most had made multiple suicide attempts and four were
suicidal at the time of the assessment. Most had engaged in self harm without
theintention of killing themselves and most knew people who had completed or
attempted suicideincluding closerelatives and friends. Nine of the twelve young
people had an 1SO-30 risk classification of high. Five of the twelve had a
psychiatric diagnosis including psychosis, major depression or personality
disorder. Based on the interview data, Kelk (1999a) believes that several
others had undiagnosed personality and anxiety disorders. Six reported ahistory
of sexual abuse. They al reported difficulties in managing their emotions — for
example, most reported feeling crazy or abnormal most of the time and all
reported experiencing intense anger regularly.

Only two of the twelve young people involved in the High Street study reported
having arelationship with their family which was likely to be supportive. The
remainder described chronic and severe problemswith multiple membersof their
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families. Despite this, half the group were still living with their parents. Four of
thetwelve had experienced homel essness. Seven of thetwelve had quiterestricted
peer friendship groups. Thiswasalong-term tendency for all except one of these.
Only half of them reported having someone outside of High Street or other coun-
sellors to whom they could turn for support.

Few were engaged in any established patterns of leisure activity. The group asa
whole appeared to have asignificant level of physical health problemsin addition
to the psychiatric problems mentioned above. Seven were unemployed and had
been so for at least 18 months. Three were in high school and two were attend-
ing university —one of these by distance education. The young people in educa-
tion were generally struggling to remain involved.

Only six of the twelve young people were available for the follow-up
assessment that took place an average of 5.6 monthslater. A case study method-
ology was used to explore the changes that occurred. Three of the six showed a
small reduction in 1SO-30 scores over the months between the two assessments,
and all of the young people reported positive changesin their lives. The major
changes reported included: increased ability to deal with emotions (four);
improvementsin their self perception (three); improvementsin their management
of their education (three); satisfactory management of major lifechanges (three);
improvements in rel ationships with parents or partner (two).

Although it is not possible to attribute any of these changesto the interventions
provided by High Street, the young people themselves are reported as attribut-
ing certain changesto the agency. Unfortunately, except for one, the case studies
do not provide sufficient detail about the particul ar interventionsreceived to allow
any speculation about the factors that may have been most important in promot-
ing positive changes for these young people.

Three sources of datawere used in the Cellblock study: the Inventory of Suicide
Orientation (1SO-30) which provides a measure of suicidal ideation, hopel ess-
ness, low self esteem, social isolation and withdrawal, and inability to cope with
emotions (King and Kowalchuk 1988, cited in Kelk 1999b); the Beck Depression
Inventory I (Beck, Steer and Brown 1987, cited in Kelk 1999b); and a series of
guestionnaires devised partly by the evaluator and partly by Cellblock staff to
evaluate clients' views about the medical, counselling and arts programs offered
by Cellblock.

Baseline data for the 1SO-30 and the BDI-I1 were obtained from 43 young
people (18 males and 25 females). It is not possible to determine the extent to
which the sample is representative of the wider client group. Scores indicated
that over half of the young people were at either high or moderate risk of suicide
and that nearly half were either severely or moderately depressed. Ten young
people (eight females and two males) completed a second assessment with the
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I SO-30 and the BDI-11 approximately 5.6 months after their first assessment.
Nine of the ten had positive changes on the raw scores of the 1SO-30 and the
total score onthe BDI-II.

The Young Women'’s Project (YWP) evaluation included collection of informa:
tion about satisfaction with the program and the sense of wellbeing experienced
by the young women as well as data about the objective situation of clients on
entry and exit from the program (Success Works 1998). Datawere collected from
clientsin 1997 and 1998 using focus groups aswell asasurvey questionnaire, and
involved a total of 63 young women. The inclusion of young women from
non-English-speaking backgrounds and those with low literacy was facilitated
by offering telephone interviews conducted with an interpreter as well as
face-to-face interviews with or without an interpreter.

A number of instruments exploring different issues were distributed to service
users viathe service workers throughout the project. A “service entry form”, a
“personal information form” and an “exit evaluation” form were completed only
once and a " research form” was completed by participants at four weekly inter-
vals. The research form measured hopel essness (Beck Hopel essness Scale) and
self esteem. A total of 31 women participated in the research. All completed the
research form once (Stage 1), 17 completed it a second time (Stage 2) and nine
completed it athird time (Stage 3). The question of whether or not these 31 women
were representative of the whole client population is not discussed in the report
(Success Works 1998).

The satisfaction and wellbeing dataare very positive. All of theclientsinterviewed
reported that their situation had improved since becoming involved with the
Young Women'’s Project. Thisimprovement centred primarily around mental
health and wellbeing, lifein general and physical health. Seventy-seven per cent
of respondents also reported that they believed their situation would have
worsened if they had not become involved with the Young Women’s Project.
Fifty-seven per cent of respondentsreported that the Young Women's Project had
met most of their needs, and 21 per cent reported that all of their needs had been
met. No respondents said that none of their needs had been met. Other benefits
reported by amajority of clientsin the 1998 evaluation included: making new
friends (70 per cent), a feeling of improved wellbeing (65 per cent), having
become more responsible (60 per cent), learning new ways to avoid becoming
homeless (55 per cent).

Data about the objective situation of the clients of the Young Women's Project
also reveal some improvements. The report provides comparison data referring
to other Supported Accommodation Assistance Program (SAAP) funded services.
Theimprovementsfound for clients of the Young Women's Project do not appear
to be any greater than those achieved by other SAAP funded services.
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There was a drop in the proportion of clients with no income between
entry (25.3 per cent) and exit (3.8 per cent). There was a slight increasein the
proportion of clientsearning awage or salary (2.5 per cent on entry up to 5.1 per
cent on exit). Data about accommodation statusin the 1995-96 period did not
reveal any real improvements. The income and accommodation outcomes
achieved by the Young Women's Project were no better or worse than those of
SAAP generally.

M ean scores on the Beck Hopel essness Scal e and the Self Esteem Scal e changed
only slightly over time for the sample overall. However, respondents whose
“situations had improved” were reported to be a lot more optimistic than
respondents whose situations had worsened at al three time points (Success
Works 1998). This could be interpreted as indicating that optimism predicts
improvements in the person’s objective situation.

One of the maor outcomes observed for clients from the Connexions
ethnographic research was the development and improvement of social
relations with peers, relatives and other adults/professionals. Increased feelings
of control, self understanding and self worth were also noted. Many young
people also explained that involvement with Connexions had given them hope
that there was a possibility of recovery, creativity and emotional well-being.
Similar findingswerereported from interviewswith young people at Benelong's
Haven. Quantitative outcomes such as “improved mental health status’ and
“reduced homelessness’ were reported as difficult to measure for the clients of
Connexions because clients came to the program with their own individual life
circumstances and had freedom in the issues they chose to work with. Case
studies of eight clients demonstrated that some worked with accommodation
issues, some with mental illness, some with substance misuse and some with
offending issues.

Clinical outcomesfor the six young people involved in Limelight Two (the sec-
ond Limelight Program) were assessed using the Inventory of Suicide Orienta-
tion (1SO-30), aclinical interview and case managers reports. Measures were
taken at the beginning of the project, upon completion and six months after com-
pletion. Five of these six participants showed improvements over the period of
Limelight Two and these improvements were sustained or increased at the six
month follow-up. These results were consistent across the 1SO-30, clinical
interview and case managers reports.

Feedback from young people participating in Limelight Two also suggests that
young people experienced improvementsin self esteem, confidence, self under-
standing and coping skills:

“1 got to provethat I’'m not hopeless, not worth shit.”

“1 understand about how | feel and why it happens—thismakesit more
bearable”
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“l learnt to recognise feelings — previously my feelings were
unnoticed by myself. | have learnt waysto avoid the shithole.”

“My self confidence hasimproved.”
“1 felt | completed something —usually | don't stick at things. “

[0 Holistic service provision

All of the projectsin this group have noted the fact that the young people they
are trying to work with experience problems in multiple domains of life. Many
experience mental health problems as well as problemsin their relationships
and living situation. Many are disconnected from family and peers and are
struggling to complete their education and devel op a satisfying vocation.

Most of these projects have emphasised the importance of providing servicesin
a holistic manner that deals with all of the issues that the young person is
confronting. The holistic approach advocated in these projects appears to be
characterised by two main principles. The first is philosophical or theoretical
and involves acknowledging the young person as a whole person with a unique
view of the world, instead of typifying a particular kind of problem such as
homel essness or sexual abuse. This theoretical dimension of holism provides
a conceptual framework that supports key clinical practices such as respect
that are critical to the process of engagement. Several projects, particularly
ConneXions, the Young Women's Project, High Street and Cellblock have
provided important insights into ways in which workers can devel op attitudes,
values and skills that are consistent with this philosophical or metaphysical
dimension of holism.

The second dimension of holism isconcerned with the need to apply specificinter-
ventions across the range of domainsin which the young person is experiencing
difficulties. Achievement of holistic practice has not been as substantial in this
second dimension asin the first. Specific projects have generally demonstrated
attemptsto intervene in only alimited range of life domains or systems. The
strongest focus has been on the dimensions of intra-psychic wellbeing, peer
relationships and independent living. Considerably less activity appearsto have
been directed to the domains of family, education and employment.

[0 Long term therapy

The Project staff and evaluators, as well as other respondents in these projects
wereoverwhel mingly unanimousintheir support for theview that long term ther-
apy is necessary to achieve sustained positive mental health outcomes for this
client group.

Unfortunately, the evidence cited in support of this claim is not strong, accord-
ing to the standards recommended as underlying evidence-based practice
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(see, for example, NH& MRC 1997). The current evidence consists mainly of a
correlation between the length of time that clients spend engaged with the
relevant program and improvements as observed by staff or reported by clients.
All these evaluations are methodol ogically compromised because of the lack of
control groups and the biasing of samplesin favour of clients who have stayed
with the service. This sampling bias would generate asamplethat ismorelikely
to express satisfaction with the service and more likely to generate data that
supports the hypothesis that engagement in long term therapy is a predictor of
positive outcomes.

Thereisaso avariety of confounding factors that could explain the correlation
between length of contact with a service and perceived improvements. Clients
who happen to stay engaged for longer may be more stable, more matureand more
ready to changethan clientswho drop out. No control or consideration wasgiven
to the influence of these possible confounding factors in the current set of
projects. Without a control group, it is not possible to say whether or not the
effectiveness of a serviceisthe critical factor behind changes in behaviour or
mental health.

. ' What works to enhance the capacity of services
“" to support marginalised and disaffected
young people?

Work on building the capacity of servicesto provide treatment and support for
young people who are marginalised and disaffected was mostly limited to one
project. This project, based at Centacare in Adelaide focused on three strategies:

e amobile assessment consultancy service;

e training in suicide risk assessment for workers in non-government agencies;
and

 collaboration between non-government agencies and government mental
heslth services.

While other projects did not focus specifically on capacity building in the wider
service system, they did provide some important insights regarding building
capacity within organisations.

O Caring for staff

Theimportance of providing adequate support to staff is emphasised repeatedly
by evaluators of a number of projects. Staff working with marginalised young
people experience high levels of stress. Staff are exposed to emotional break-
downs, aggression, psychotic episodes, depression, self harm and suicide attempts
onaregular basis. The commitment to genuine listening and validation of young
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peopl €'s experience meansthat staff “really hear” stories of long term abuse and
violence and identify closely with the emotions of the client. This meansrisking
vicarioustraumatisation: “With constant exposure to such high levels of psychic
trauma, all participants are at risk of suffering vicarious traumatisation” (Ridge,
Hee and Aroni 1999).

Evaluatorsidentified arange of strategiesthat are critical to managing stressand
supporting staff working in these services. These strategieswere generally based
on an acknowledgment of thereality of staff emotionsand theimportance of open
discussion of emotional issues. Professional supervision from experienced
clinicians outside the organisation was identified as essential. Frequent team
meetings, up to three per week, also facilitate communication and ensure ade-
guate timeis given to working through emotional issues that come up.

Another major aspect of managing stressfor staff is placing limits on casel oads.
Flexibility in response to crises and prolonged periods of high workload is also
important. Thisincludesflexibility inworking hours, use of rostered days off and
holiday planning.

Kelk (2000, personal communication) and Howard (2000, personal communi-
cation) note the importance of workers maintaining boundaries. Kelk notes that
High Street Youth Health Service strongly maintained boundaries between the
staff and the young people, and extended thistoinsisting that staff not work much
overtime. Thiswas associated with ahealthier environment and higher moralefor
staff at High Street compared to Cellblock where less emphasis was placed on
maintenance of boundaries. Howard notesthat some youth workers can over-iden-
tify with clientsand take excessive amounts of responsibility. Thiscan encourage
overdependency and inhibit links with other professionals.

Information from all evaluations in this group suggests that for professionals
who are passionate and strongly committed to their work, and for agencieswhere
teamwork isrequired, individual wellbeing is strongly related to the wellbeing
of the team as awhole. Shared values and philosophies were identified as akey
quality of a healthy team. Shared values facilitate the ability of staff to provide
support to each other. They also provide a sense of common purpose and
camaraderie.

Skilful and sensitive management isalso identified as critical to team wellbeing.

[ Mobile assessment consultancy

Evaluation of the Centacare CY SIP mobile assessment consultancy service
suggests that the service was of value to staff in non-government agencies and
that it isaservicethat isnot available from other sources. Mental health services
aregenerally unavailableto provide prompt assessment and assistance with case
planning for non-government agency clientswho have mental health problemsor
areat risk of suicide.
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Criticisms of the mobile assessment consultancy service centred around afail-
ure of the CY SIP Program to provide follow-up of any sort after the provision of
the assessment. Provision of assertive follow-up is considered to be a critical
element of good clinical practice to enhance engagement of clients. It might be
hypothesised that assertive follow-up would &l so be effective when practition-
ers are working to change the behaviour and devel op the skills of other practi-
tioners to whom they have provided consultancy services. It is also clearly
important for quality assurance and eval uation purposes.

The evaluation of the Centacare Project neglected to examine performance
indicators such as program reach and accessibility across the full range of
providers who might benefit from such a service. It is noted that in 1998 the
number of primary and secondary consultations declined compared to 1997.
Primary consultations took place at afrequency of one every three weeks and
secondary consultations took place once per week. This appears to be a
surprisingly low level of service use compared to the level of perceived need
which provided therational e for the program. Information would be useful about
the average frequency with which staff in a representative sample of non-
government agencies would have need for assistance in conducting an
assessment on ayoung at-risk client, and to compare this with actua use of the
Centacare CY SIP service.

More systematic assessment of the level of need among providersin non-gov-
ernment agencies and youth services for other types of assistance from mental
health services would also be of value. At present, level of need is frequently
perceived and argued to be high, but hard data that can be used to adequately
inform funding decisionsislacking.

U Training

Training in suicide risk assessment provided by the Centacare Project to staff in
non-government agencies was extremely well received and there was strong
demand. Participant satisfaction was high and alarge majority of participants
reported increased understanding of suicide risk factors. Follow-up evaluation
conducted three months after conclusion of the workshop indicated that for a
substantial minority of participants, training had not impacted on their work
practices. Feedback from training participants indicated widespread perception
of a need for training beyond narrowly focused suicide risk assessment and
referral — extending into ongoing management of mental disorders such as
depression and personality disorders.

O Interagency collaboration

The evaluators of the Centacare Project (Martin, Roeger, Marksand Allison 1999)
identified only limited achievementsin the area of building links between non-
government agencies and government mental health services. This relationship
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was identified as highly problematic. Staff in Supported Accommodation Assis-
tance Program (SAAP) services were strongly consistent in their opinion that
Child and Adolescent Mental Health Services are inadequate and inappropriate
for SAAP clientswith mental health problems.

Specifically, CAMHS servicesare seen aslacking flexibility and having too strong
afocus on short term intervention and on children living in families. SAAP staff
stated that their clients generally require long term intervention. Waiting lists
arealso prohibitive. Staff in all but two agencies stated that after they are offered
aninitial consultation, they often have to wait up to 12 months or longer for the
next appointment. Martin et al. (1999) also report a widespread perception on
the part of SAAP staff that staff in mental health services needed to: understand
adolescent development in a broader framework; develop a more positive and
respectful attitude; offer something morethan “ endless assessments’; and receive
education about the non-government sector and the Supported Accommodation
Assistance Program in particular.

High staff turnover islikely to be aproblemfor building sustainablelinksif com-
munication depends heavily on relationships between individual staff members,
asseemsto bethe case. The evaluators of the Centacare Project noted that of the
26 staff from 18 SAAP agenciesincluded intheorigina interviews, only 11 were
still available one year later. Many of those not followed up had |eft the agency
or were on maternity leave. Forma mechanismsat the service management level
would appear essential for maintaining links that are robust to the transitions of
individual staff.

Martin et al. (1999) suggest that the development of effective collaboration
between SAAP agencies and mental health servicesistoo formidable atask for
locally based projects and that the relationship between the sectors needs to be
tackled at a broader level.

General discussion

In considering the information that has come out of the current group of
projects it is important to bear in mind that the group of young people
considered here has been very poorly researched. Homeless people in particular
are largely invisible and nearly impossible to include in studies based on
samples drawn from the general population. Many of the methodological
problems that have limited research into this popul ation have aso affected the
ability of the current projects to explore critical issuesin arigorous manner.
Against this context, the National Youth Suicide Prevention Strategy projects
have generated some important insights and hypotheses that can inform
program development and form the basis of a more comprehensive program of
service development research.
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Engagement

The most important theme that emerged from this group of projectsis that of
engagement. There were anumber of points of strong consensus regarding the
characteristics of servicesthat arerequired to engage young peoplewho are mar-
ginalised and alienated from society. The clearest of these is that engagement
requiresthe service provider to take responsibility for building arelationship with
the young person. Thisrelationship is characterised and supported by arange of
factorsthat form the basis of many other positive human relationshipsincluding
long term commitment and non-judgmental respect. Provision of time and
space, including a safe physical place, are also identified as very important to
the development of a good relationship between vulnerable young people and
service providers.

Holistic service provision has also been identified as critical to engagement and
to longer term outcomes. Holistic service provision, by asingle service, appears
to enhance engagement becauseit providesyoung people with the spaceand time
(that is, the flexibility), to make choices about how they become involved with
the service. Young people learn that they can exercise control. This learning
appears to be afoundation stone of the kind of relationship that is essential for
ongoing engagement in therapy. Holistic service provision is also essential
for long term outcomes because the problems experienced by these young
people are multifaceted and multidetermined in nature.

A physical space

The ability of an agency to provide a holistic range of services and activities as
well as time for young people to hang out and build up arelationship with the
workers appearsto be greatly facilitated when the agency isableto provideaphys-
ical place in which these processes can unfold. This makes practical aswell as
symbolic sense. In practical terms, many of the activitiesthat young people enjoy
and can gain skills from such as art and group work require a reasonabl e space.
Time to hang out and chat to workers requires a shared physical space where
young people can relax. At asymbolic level, it is not surprising that a safe and
welcoming physical place would be highly valued by young people who have
experienced neglect, abuse or homelessness, which is essentially about lacking
asafe physical place where they can feel a sense of belonging and attachment.

Theimportance of aphysical space for engaging marginalised young peopleand
those with multiple problems has also been noted by several other projects
described el sewhere (Here For Life Youth Sexudity Project, Chapter 3, Volume 2,
and YPPI-IA, Chapter 2 thisvolume).

Assertive outreach has long been recognised in the literature as critical for
engaging individuals who are highly marginalised and reluctant or unable to
access services on their own. The outreach provided by Benelong's Haven was
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functional aswell as physical. Staff went out to the physical places of thejustice
system and provided young Aborigina peoplewith practical assistancein access-
ing the service.

The physical dimension of outreach is relatively well recognised among
service providersworking with marginalised young peopl e. For example services
are frequently provided in the physical places preferred by the young person.
Functional outreach is perhaps less well recognised. People whose lives
are complicated by multiple problems have difficulties with daily living that
often make it hard to find the time or practical means to attend services for
therapy. Outreach in theform of limited assistancein meeting practical needscan
facilitate engagement by demonstrating understanding and caring about
the client’s practical circumstances. This begins the process of developing a
relationship.

Holistic service provision, can function as a form of outreach in the sense
that these services are often directed at meeting the immediate practical
needs of clients who have difficulties with daily living. Again, the practical
assistance needsto be provided, to alarge extent, by the service wishing to engage
the client in longer term therapy if the relationship and the engagement process
isto benefit.

Holistic or multi-systemic intervention

The importance of a holistic approach to service provision in achieving positive
outcomes for young people with complex problemsiswell supported in the lit-
erature. Decades of research has shown that complex problems are multi-deter-
mined. Thereis also asubstantial and growing body of well controlled research
involving this target group which demonstrates the effectiveness of therapies
that intervene in multiple systems. Multisystemic Therapy (MST) for example,
was developed primarily as an intervention for young people at risk of repeated
offending behaviour and or substance misuse, but is highly relevant for young
people with arange of other complex problems.

A series of studiesincluding randomised controlled trials has demonstrated the
effectiveness of MST in reducing recidivism among juvenile offenders (Santos,
Henggeler, Burns, Aranaand Meisler 1995). Multisystemic Therapy isgrounded
on a social-ecological model of developmental psychology (Bronfenbrenner
1979) and intervenesin avariety of systems and processes known to be related
to the psychosocia problems of the adolescent, including family, peer groups,
educational and vocational settings, aswell astheindividual (Henggeler, Melton
and Smith 1992; Santos et al. 1995).

Multisystemic Therapy places strong emphasison self determination, with young
people (and their families) setting the goals and objectives that they wish to
achieve. Respect and non-judgmentalism are also emphasised. The ability of the

24 Treatment and support



therapist to avoid negative responses to behaviours that many people might find
distasteful isseen asimportant and the identification and devel opment of strengths
iscritical to theinstillation of hope that positive change can occur.

Most importantly, the relationship between the therapist and the young person
and family is central. In contrast to the passive approach to relationship adopted
by most service providers, MST emphasisesthat it isthe therapist’s responsibil -
ity to take whatever steps are necessary to build the relationship with the client.
Thisincludesthe responsibility to monitor the quality of engagement and imple-
ment strategies that address problems as they arise. Cunningham and Henggel er
(1999) provide adetailed overview of the processesthat M ST usesto “ diagnose”
and address barriers to engagement.

Futurefunding of suicide preventioninterventionstargeting young people affected
by multiple risk factors for suicide should aim to encourage interventions that
address the full range of systems that have been implicated in the problems of
the target population including the family system.

The family system

Several project reportsidentified family conflict and disruption as one of the major
factors contributing to the problems experienced by their clients. Family con-
flict has also been identified repeatedly as arisk factor for suicide (Beautrais
1999). However, the current group of projects appear to have directed little
attention towards intervening with the family system.

Among the multiple systems targeted in multisystemic therapy, the family
system isidentified as most central. A fundamental assumption of MST is that
regardless of the specific goals of treatment, the young person’s family or care-
giver isthe key to favourable long term outcomes. M ST & so recognises that the
family or caregiver may present significant clinical challenges (Cunningham
and Henggeler 1999).

Future service development activity should pay greater attention to the full
range of systemsin which young people are living their lives and in particular
the family system. Recent developments in social policy directed towards
youth homel essness have emphasised the importance of considering solutions
that involve families (Prime Ministerial Youth Homelessness Taskforce 1998).
This report acknowledges that while reconciliation with familiesis not always
possible for young people who have been forced to leave the family home,
reconciliation is often desired by both young people and families and can in
many cases provide the basis for improvements in other areas of the young
person’slife.

Service devel opment research aimed at clarifying the situationsin which family
involvement is desirable and appropriate, and identifying structural barriersto
family involvement would be valuable.
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The stage of development of the problems affecting young people and their
familiesislikely to beimportant in determining the effectiveness of family inter-
vention. Four stages of homelessness have been identified: (1) dropping out
of school; (2) occasionally leaving home; (3) leaving home for longer periods,
and (4) living on the streets. It is likely that family interventions will be more
effective at the earlier stages.

Therea so appear to be some structura and philosophical barriersto family inter-
ventionswithin youth services. In Multisystemic Therapy thefamily or caregiver
is seen being aclient alongside the young person. This position appears to be at
odds with the philosophy of many youth services in Australia which explicitly
identify the young person as the only client to which the service is committed,
irrespective of the nature of problems being experienced. One might hypothe-
sisethat primary commitment to the young person to the exclusion of the family
might cause problems of divided loyaltiesfor young people who remain strongly
identified with and committed to their families, in spite of serious difficultiesin
thisrelationship. Thisislikely to be an issue for many young people from non-
English speaking and indigenous backgrounds. It is notable that Multisystemic
Therapy has demonstrated effectiveness with young people and familiesfrom a
variety of ethnic backgrounds.

Mental health care and non-specialist mental health services

One of the major issues arising from this group of projects concernsthe relation-
ship between non-government agencies, youth health services and mental health
servicesin providing treatment and support to young peoplewho are marginalised
and disaffected and who are experiencing multiplerisk factorsfor suicideinclud-
ing mental health problems. Considerable uncertainty surrounds the relationship
between these three types of services and the demarcation between them.

Information from the projectsinthisgroup suggeststhat thereisahigh prevalence
of serious mental health problems among young people who are using youth
health services and various non-government services. Staff in non-government
agencies participating in the Centacare Project training program identified
the need for further training, particularly in the area of long term management
of mental health problemsin their young clients. This perceived need could be
accepted on face value but it also raises questions about the broader service
context and the role of non-government services within this.

Isit appropriate for workers in non-government agencies who may not have
formal qualificationsin mental health to be providing servicesto young people
suffering from serious mental health problems on along term basis? If so, what
typeof servicesshould they be providing? What sort of servicesare best provided
by specidist mental health services? Conversely, isit appropriatefor mental health
workersto be providing servicesto young peoplewithout special traininginyouth
health?
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The ongoing confusion about the roles of mental health services, youth health
services and non-government agenciesin providing long term care for young
people with mental health problems as well as other complex issues highlights
the fact that there isamajor gap in the service system as far as the needs of this
client group are concerned. In combination with the current findings regarding
the importance of a strong relationship between ayoung person and an individ-
ual service provider, the role of holistic service provision, the need for time and
commitment as well as a safe physical placein facilitating this, these findings
point to the need for ashift towards devel opment of servicesfor young peoplethat
are more holistic “within themselves’.

Providing a “comprehensive range” of services by referring young people to
the various different services that each focus on the various specific problems
they experience does not appear to be the same as “ holistic service provision” of
the kind that facilitates strong engagement. Services that focus mostly on one
area of need find it difficult to provide a comprehensive and holistic service to
individual young people. Yet this narrow singular focus is how services are
generally structured. Within this fragmented structure, young people who are
experiencing multiple problems may (in theory) receive comprehensive attention
regarding their full range of problems, but are not treated aswhole human beings.
Opportunities to develop a strong relationship with a trusted service provider
appear to be reduced.

The “youth health model” of service provided by youth health services such as
High Street, Cellblock and the Bridge, aswell asthe holistic youth mental health
model provided by ConneXions, represent model s of service provision that appear
to come closest to the “holistic” ideal. These models warrant further considera-
tion with aview to possible expansion.

Based on an ethnographic study of High Street and Cellblock Youth Health
Servicesin Sydney, Wyder and Kelk (1997) also conclude that the “youth health
model” has strong advantages as a model of suicide prevention for young
people who are marginalised and disaffected and at high risk of suicide. Youth
Health Servicesin NSW were established and expanded in response to recom-
mendations of the Burdekin Report into youth homel essness (HREOC 1989) that
health services accessible and appropriate to the needs homel ess young people
needed to be devel oped.

A total of 14 services were operating in NSW in 1997. Services are free of
charge, confidential and accessible without a Medicare card. A broad range
of services is provided, including medical, counselling/therapy, assistance
with accommodation and basic needs, as well as advocacy. Arts programs,
health promotion and community development also feature strongly in some
services. Strong emphasis is placed on commitment to the young person,
empowerment, giving young people control over their own care and involving
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young people in service development and evaluation. Young people can
engage with the service on their own terms, without having to define themselves
as a“problem” or a“diagnosis’. The young people are not defined by their
issues but asindividuals (Wyder and Kelk 1997). The concept of a controlled
safe physical place is essential. Youth health services could not provide the
type of service they do without it, and it is also critical for engaging young
homel ess people.

Some similar holistic youth health services also exist in other states, particularly
Victoriaand Queendand, but their availability islessextensive. The Commonwealth
provides limited support for small programs and projects across Australia that
seek to develop aspects of service provision consistent with the youth health

model under the Innovative Health Services for Homeless Youth (IHSHY)
Program.

In conclusion, further policy and service development work should be directed
at exploring the wider capacity of the youth health service system to provide a
comprehensive health service to young people affected by multiple risk factors
for suicide. Governments need to work in partnership with Area/Regional Health
Services, youth health services, mental health services and young peoplein this
task (Recommendation 1.1).

An important question concerns whether or not youth health services should be
supported to take on astronger rolein the provision of mental health servicesto
youth and what the relationship with specialist mental health services would be.
Relative under-resourcing as well as professional marginalisation of the youth
health service sector compared to other parts of the health system is a magjor
problem to be overcome. Wyder and Kelk (1997) found that there was a poor
understanding in the wider health system about the functions and capacities of
High Street and Cellblock Youth Health Services and recommend that these
services need to increase the level of networking, collaboration, consultancy and
co-work with related agencies.

Wyder and Kelk (1997) also express concern that youth health services are not
aswidely accessible to the full range of young people who might benefit from
such services, especially those from non-English speaking backgrounds and same
sex attracted young people. Better understanding of the roles of youth health
services and closer collaboration with other government and community
agencies might enhance referral of a greater number and wider range of young
peopl e to such services.

Results of the Wyder and Kelk study also suggest that levels of professional
support provided to staff, the strength of decision-making processes and capaci-
tiesfor quality assurance and evaluation are likely to be variable across different
youth health services. Policy development and service planning should
prioritise the setting of standards and building of capacitiesin these aress.
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Long term intervention

Project staff and eval uatorsexpressed consistent and strong opinion that long term
therapy is essential for improving the health and wellbeing of young peoplein
this client group. Thisis consistent with the mgjor rationale underlying these
projects, which is that enhancing engagement will increase length of exposure
to interventions and hence improve outcomes. The current finding is aso
consistent with the finding of the report of the National Inquiry into Homeless
Children (HREOC 1989) which highlighted the need for some long term
approaches to address the “ crisis merry go round” that many homeless young
people experience.

The Young Women's Project eval uation report raised concernsthat recent SAAP
funding guideline amendments constrain service provision to six months. Recent
developmentsin mental health service delivery area so moving towardsbriefer and
briefer interventions. SAAP staff interviewed for the evaluation of the Centacare
Project expressed theview that Child and Adolescent Mental Health Serviceswere
inappropriatefor their clients, largely because of their focus on brief intervention.

The question of precisely how long it takesto achieveclinically significant change
in any given situation, and under what circumstances brief interventions may be
as effective aslong term interventions is a vexed question in relation to many
mental health problems. It is clear that further evaluation researchisrequired in
this area. In the meantime there may be a need for service plannersin state and
territory governments as well as service managers at the local level to ensure
that policies and protocols guiding service provision are sensitive to the possi-
bility that brief intervention may not be effective for al clients, and that longer
terminterventionisavailableif needed for clientswith complex problemsat high
risk of suicide (Suggestion 1.1a).

Issues for service development research

There are several key research questions that need to be addressed before we
can be confident in initiating major service development for marginalised young
peoplewith complex problems. Thereisaneed for acomprehensive, coordinated
program of service development research (Recommendation 1.2).

Priority issues for exploration in youth health service development research
include:

e models of service provision targeting young people with mental health
problemsincluding personality disorders and other complex problems;

¢ theinvolvement of families and care givers;

« staff turnover, the mental health and wellbeing of staff, and strategies for
ensuring adequate professional support of staff;
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« collaboration between primary health care services, specialist mental health
services and other government and non-government agencies,

« strategiesfor enhancing quality assurance and evaluation; and

 improving access and engagement of young males, young people from cul-
turally and linguistically diverse backgrounds, young people involved in the
justice system and same-sex attracted young people.

It is suggested that suicide prevention funds be provided by the Commonwealth
and State and Territory Health Departments to establish anumber of demonstra-
tion projects based in youth health services with the aim of further refining
potential models of service provision targeting young people with mental
health problems and other complex problems who are marginalised and disaf-
fected (Suggestion 1.2a). It is essential that relevant service managersin Area
and Regional Health Services such as Area Directors of Mental Health and
Community Health be involved in the development of any demonstration
projectsbased intheir Areasto ensurethat devel opmentsin youth health services
arelinked with local area planning processes.

Needs assessment and service planning

Planning for enhanced collaboration between relevant services and evaluation
of aternative models of service provision will require more comprehensive data
about needs of client populations, patterns of service use and the waysin which
services are currently being provided.

The high prevalence of mental health problems among young people using
non-government support agenciesis generally known to be the case by workers
in these services, however, acknowledgment of this by professionalsin mental
health services and at apolicy level remainsinconsistent. In some states, partic-
ularly Victoria, there has been aconcerted policy decision to encourage the devel -
opment of specialist mental health programs targeting young people within
non-government agencies. In other statesthe apparently heavy reliance of young
people with mental health problems on non-government agenciesisless well
planned.

Reliable quantitative data about the actual prevalence of mental health problems
in the population of young people using non-government services and youth
health services is currently scarce and may be useful in stimulating greater
commitment from mental health servicesto respond to referralsand requestsfor
assistance from providers. If such data collection were to identify a significant
prevalence of depression and other mental health problems among this popula-
tion, thiswould raise questions about the appropriateness of the current division
of labour between speciaist mental health servicesand non-government services.
It is possible that there is significant overlap in the nature of mental health
problems experienced by the client popul ations served by these two groups of
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services. However, comorbidity, the presence of a range of psychosocial
problems, aswell aseligibility criteriaimposed by many specialist mental health
services, may work to direct some individuals away from specialist mental
health services and towards non-government services.

The extent to which this scenarioistrue throughout different regionsand whether
or not thisis appropriate is currently unclear. It would be valuable for Area and
Regional Health Services to conduct research aimed at developing a compre-
hensive profile of young people with mental health problems who are using
specialist mental health services compared to non-government servicesand youth
health services (Suggestion 1.2b).

Thisinformation needs to be compared to policies regarding the types of clients
that particular services are intended to serve with a view to examining the
appropriateness of existing services and arrangements. Such information
would be very valuable for informing the design of rational “systems’ of local
services rather than the largely irrational collection of agencies that operatein
an uncoordinated fashion in most locations. Such research would also provide a
basis for systematically identifying areas of unmet need and prioritising
service development. It is suggested that State and Territory Mental Health
Branches conduct systematic reviews exploring the relationships between
mental health services, non-government agencies and youth serviceswith aview
to devel oping recommendations for policy making and service planning at the
local level (Suggestion 1.2c¢).

Many Area and Regional Health Services currently lack sufficient resources to
conduct arealregional level needs assessment and service devel opment research
in asystematic fashion. Clinical information systemsin mental health services,
youth health services and non-government services are likely to be inadequate
inmost areas. Staff skilled in designing needs assessment research and analysing
such dataareaal so scarce. Areaand Regional Health Serviceswould need to redi-
rect resources to thiswork.

Priority populations

Severa groups of young people have been identified in the literature as experi-
encing additional barriersto service access or as particularly difficult to engage
in services. These include males; young people involved in the justice system;
indigenous young people and young people from non-English speaking back-
grounds. The National Youth Suicide Prevention Strategy projectsdid not direct
sufficient attention to these subpopulations. Future service devel opment planning
and research will need to give high priority to these groups (Recommendation 1.2,
sixth dot point).

Whilerates of completed suicide are consistently higher among young malesthan
young females, young mal esare widely acknowledged asmuch harder to engage
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in services than females. This gender imbal ance was also observed in several of
the current set of projects, but concerted effort to address this problem was not a
feature of these projects. Of the staff participating in the evaluation of the train-
ing delivered by the Centacare Project, only 25 per cent weremale. Further exam-
ination of the effects of staff gender ratios on engagement may be fruitful.

Only one of the current group of projects provided focused discussion on the
issues around enhancing the engagement of young peoplewho have beeninvolved
with the justice system. This was in the context of substance misuse among
Aboriginal young people. A broader view of the issues affecting this population
isrequired. The First National Stocktake of Youth Suicide Prevention Activities
also detected very low levels of suicide prevention activity targeting young
peoplein the justice and juvenile justice systems (Mitchell 1998).

Whilenot agreat deal of epidemiological attention hasbeen directed to thisissue
there is neverthel ess some evidence that rates of suicide and suicide attempt are
high amongst people who have had contact with the justice system (Beautrais
1999). Most public attention has been directed towards deaths in custody,
particularly of Aboriginal people. However, thereisalso evidence of inflated risk
for those not currently incarcerated, as well as evidence that access to appropri-
ate servicesis particularly problematic (Mitchell 1998).

It will be important for future suicide prevention initiatives, particularly those
based in youth servicesto increase attention to the needs of young peopleinvolved
inthejustice system. It isnotablethat Multisystemic Therapy (MST) has demon-
strated impressive effectiveness in enhancing retention of juvenile offendersand
their families in treatment aimed at reducing recidivism (Santos et al. 1995).
Future service development research could examine the capacity of MST in
enhancing engagement and outcomesfor thistarget group with aview toimprov-
ing mental health outcomes and preventing suicide and self harming behaviours.

At aphilosophical level, providing aholistic serviceislargely to do with recog-
nising that clients are individuals with unique and diverse needs and qualities.
Marginalisation from thegeneral community dueto negative community attitudes
isexacerbated for young peoplefrom indigenous and non-English speaking back-
grounds and for same-sex-attracted young people. It is particularly important
for services to be sensitive to the presence of this diversity among their client
group. However, with minor exceptions, the issue of diversity was not explored
in depth in the current group of projects.

The need for holistic approaches to health and wellbeing have been noted as
crucial when working with Aboriginal people (Swan and Raphael 1995) and
peoplefrom many non-English speaking background communities. With respect
to cultural diversity, aholistic approach needs to include attention to the place of
the individual within the community and therefore requires sensitivity to com-
munity issuesaswell as strategiesthat target whole communities (Mitchell, Malak
and Small 1998).
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Employment of staff from minority communitiesiswidely regarded as greatly
enhancing the ability of servicesto be sensitive to cultural diversity (Mitchell,
Malak and Small 1998). Consistent with this, the Young Women's Project
reported that employment of staff from amix of cultural backgrounds allowed
staff to teach each other thingsthat can not be learned through training. Analysis
of client profile datademonstrated that the proportion of Young Women's Project
service users from a non-English speaking background increased to more than
athird following employment of staff from culturally diverse backgrounds. It
isimportant that future research and service development focused on holistic
service provision for marginalised young people gives much greater prominence
to cultural diversity among the i ssues addressed.

Training

Training is akey strategy that has been identified for enhancing collaboration
between the various agencies that provide services to young people at risk of
suicide (see Technical Report Volume 1, Chapter 3). There are specificissuesthat
may need to be addressed in training for providers working with marginalised
young people. Relationships between relevant providersin this field have been
identified as particularly problematic. Considerable mistrust has devel oped
between staff working in youth services and staff working in mental health
services. Training programs in youth suicide prevention usually include afocus
on attitudes towards suicide and young people. Training programs may al so need
to include a focus on the attitudes that professionals hold about themselves and
other groups of professionals.

It would be useful to conduct further research and evaluation in the area of train-
ing provided to staff in non-government servicesworking with young peoplewith
mental health problems. Future eval uation should include formative and outcome
evaluation in additionto the usual process eval uation. Formative eval uation should
focuson clarifying the appropriate goal sand objectives of training. Outcome eval -
uation is needed to determine whether indicators of process, such as satisfaction
of participants and their perception of the amount of learning obtained, actually
trand ate into objectively measured changesin practice and improved outcomes
for clients. Data from the evaluation of the Centacare Project training suggested
that some participants perceived little change in their work practice. With regard
to those who did perceive some changes, littleinformation is available about the
nature and extent of change actually achieved.

Kirkpatrick (1994) in his semina work on the evaluation of training programs
has pointed out that barriers often stand in the way of learners who want to
apply new learning. Training programsthat are effectivein instilling new know!-
edge and skills cannot be effective in achieving “results’ unless environmental
factors are conducive to the effective application of new learning. Outcome-
focused evaluation of training will require greater clarity in regard to the broader
goals and objectives. These need to extend beyond immediate impacts on
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learners' skills and knowledge, and to define avision of how services should be
delivered. Clear and measurable performance indicators for individual services
and service systems would provide valuable guidance to the design of training
programs and relevant evaluation that is cognisant of the broader service,
community and policy context (see Technical Report Volume 1, Chapter 3 for
further discussion).

Other service delivery issues

Flexibility in the length of intervention provided to marginalised young people
at risk of suicide suggested above (see Suggestion 1.1a) should be accompanied
by rigorous evaluation. Specifically it would be desirable to conduct routine
monitoring of outcomes over time across a range of different programs and
client groupsin order to generate datathat can be used to make comparisonsacross
interventions and client groups, while controlling for confounding factors using
statistical techniques. It will generally not be possible or appropriate for individ-
ual service agencies to conduct such controlled evaluation research. Thiswork
would require collaboration across multiple agencies in multiple states for
sufficient numbers of observations to be generated (Suggestion 1.2d). Datais
also currently lacking as to the effectiveness of briefer interventions with this
population. It may be possible that certain, discrete, brief interventions may be
effective for addressing particular problem areas, when integrated into aholistic
long term management plan.

Further close study is required of the factors that mediate drop-out from
service. Such research could be conducted within individual agencies using
routine detailed documentation of all clinical contacts from initial inquiries
and appointments, through to later appointments. Research based on this
information would be consistent with the clinical priorities of staff who want to
conduct comprehensive case planning and monitor the progress of their clients.
Routine, prospective, documentation of a range of potentially relevant data
about al clients (or arepresentative sample) isessential if research isto identify
the factors that differentiate drop-outs from clients who engage successfully.
An alternative approach is to compare the extent of engagement achieved
across different agencies, by documenting and contrasting agency practices
and relating this to retention rates. This design would avoid the need to collect
detailed information from a representative sample of clients within each
agency, but would not provide information that is useful to service providersin
their daily work.

Thefinding regarding theimportance of the rel ationship between ayoung person
and an individual worker raises anumber of questionsfor research. One of these
concernstheissue of staff turnover. High rates of staff turnover have been noted
as aproblem in many mental health services as well as non-government service
agencies, and may act as a barrier to maintaining engagement with young
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people at high risk of suicide. Thisissue was not explored systematically in the
current set of projects, but anumber of observations suggest that thisislikely to
be a problem.

It would be useful for future studies of engagement to collect information about
rates of staff turnover and the rates at which clients terminate prematurely when
workersleave. Such studies might a so collect information about the reasonswhy
clients decide to leave, any arrangements that are made for alternative care, as
well as outcomesfor clients. Such information would be valuable for estimating
the impacts of high staff turnover on the cost-effectiveness of services. If high
staff turnover isfound to have negative impacts on client engagement, it may be
worth conducting further research aimed at identifying factorsthat contribute to
staff maintaining alonger term commitment to particular agencies.

Itisplausiblethat thelevel of support provided to staff isanimportant factor. The
evaluations of ConneXions and the Young Women's Project emphasised the
importance of providing staff with adequate support, including professional
supervision, agenuineteamwork approach, team meetingsthat encourage explo-
ration of emotionsaswell asflexibility inworking hoursand leave arrangements.
Other experts have raised concerns about the mental health and wellbeing of
staff working with this group of young people. Kelk (1999c) wondered if the
psychoemotional health of workersin the area of homeless and alienated youth
was poorer than that of workersin more mainstream youth health and al so whether
this area may attract people with personal, social, and physical and mental
health problems. Kelk (2000, personal communication) reports that one of the
people who was on the Cellblock/High Street Steering Committeewhoisavery
experienced youth worker believesthisisamajor issuein thefield, which needs
constant attention in the work place, and requires research.

Building capacity for service development research and evaluation

Measurement issues

Research on the needs of marginalised young people at high risk of suicide will
benefit from clarification of the meaning of engagement and the devel opment
of generally agreed indicators of such. While definitions of engagement should
be generally applicable across a range of service settings, specific indicators
of engagement may vary according to the particular aims of a service and the
nature of interventions used. For examplein some settings, engagement may not
necessarily imply high and consistent levels of service use over along period of
time. It may be equally present if clients feel comfortable to approach the ser-
vice whenever the need arises. Considerable flexibility would be required to
accommodate this type of engagement. Several servicesin this group provided
“multipleentry and exit points’ so that young people can accessthe servicewhen
they need to.
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Data collection

The question of the collection of quantitative data for evaluation and service
planning purposes was a mgjor issue in the current set of projects. Evaluators
expressed divergent opinions concerning the appropriateness and useful ness of
formal questionnaires and standardised instruments. Some argued passionately
that it isinappropriate to ask young people experiencing complex problemsto
complete formal questionnaires. In these cases qualitative evaluation methods
were preferred. Other evaluators found that, when they are asked, young people
arewilling and able to complete such questionnaires, that they are well received
and that few young people experience any negative reactions. Moreover, the
standardised instruments used in the High Street, Cellblock and Limelight
Productions Projects demonstrated sensitivity to change and convergent validity
with clinical interviews (Kelk 1999c).

On balance it is clear that the difficulties of collecting quantitative data from
marginalised young people at high risk of suicide are very real. The major
barrier appears to be the reluctance of clinicians to approach their clients to act
as participants in evaluation, rather than widespread rejection of structured
questionnaires by young people themselves.

Further work isrequired to clarify and address the concerns of clinicians regard-
ing the use of structured instruments in the evaluation of services. A mgjor bar-
rier affecting clinical programs appearsto lie in the negotiation of appropriate
definitions of the desired impacts or performance indicators by clinical staff and
evaluators. A close correspondence between the information needs of clinicians
and evaluatorsis desirable and is likely to enhance clinicians’ engagement in
the evaluation process. If clinicians do not seetheinformation asrel evant to their
needs, it is not surprising if they will be reluctant to dedicate scarce time to this
work.

A major source of contention between clinicians and eval uators revolves around
the perception that collection of quantitative data necessarily involves an intru-
sion into and athreat to the clinical relationship. This danger does not extend to
evaluation of the process of service provision, but appearsto have contributed to
ageneralised reluctance on the part of evaluators, aswell asclinicians, to collect
data about any aspect of clinical service provision, whether or not it necessitates
collecting data from clients directly.

If monitoring of clinical outcomesis not possible or appropriate, then monitor-
ing of practices judged to be related to these outcomes is the next best option.
For exampleif the program wants the target services to develop more appropri-
ate referral practices, then “appropriate referral practice” needs to be clearly
defined in terms that can be measured reasonably effectively. One important
aspect of good referral practice, especially when greater interagency collabora-
tionisaconcurrent aim, isfollow-up by the referrer to determine whether or not
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the client presented, whether or not the referral was appropriate to the provider
referred to, and whether or not the client has engaged with the new agency.
Collection of thisbasic information isintrinsic to good clinical practice as well
asbeing useful for continuous quality enhancement and other eval uation purposes.

However, there is a need for more rigorous research aimed at ascertaining the
effectiveness of interventions directed at young people affected by complex
problems and at high risk of suicide. Most controlled treatment evaluation
research excludes subjects with complex problems and measures outcomesin
singleclinical domains. Some project managers and eval uatorsin thisgroup noted
that it isdifficult to measure outcomesfor the young peoplein their serviceusing
standardised instruments, because the outcomes of interest are so varied.

Thisconcern hassomevalidity but isalso opento chalenge. Itispossibleto argue
that there is a set of outcomes that have very broad applicability across awide
range, and a large proportion, of individuals when we adopt a public health or
popul ation-based approach to addressing the underlying issues. For example,
for the group of young people with which we are concerned, there is a group of
risk factorsto which many have been exposed (physical and sexual abuse, neglect,
violence) and agroup of outcomes or problems that many experience as aresult
of exposureto theserisk factors (depression, self harm, substance misuse, home-
lessness).

While each individual experiences these risk factors and outcomes to varying
degreesand in aunique pattern, we cannot plan service systemsor understand and
address underlying causes such as social factorsif we only look at theindividual
level. Some understanding of the aggregate experienceisnecessary for this. This
is perhaps where the major value of standardised instruments lies but may be
beyond theinterest and experience of most cliniciansor youth workers. However,
also at the individual level, standardised instruments that measure the most
common risk factors, protective factors and outcomes, will in most cases be
highly relevant in planning the care and treatment of individual clients. These
can help clinicians see the problems of their clientsfrom the broader perspective
of how they compare with others who have experienced similar problems. Itis
possible that many clinicians have not been exposed to much discussion of the
uses and value of standardised instruments. Formal education about the uses of
standardised instruments is provided routinely to some professional groups but
not others.

However, there is also a strong argument that many standardised instruments
fail to provide a clear picture of the concerns and goals of individual clients and
that these factors are not yet given adequate consideration in systems of
outcome measurement that have been proposed. One tool that might be
worthy of exploration or further development in future research with this
populationis Goa Attainment Scaling (GAS). GASisalso auseful clinical case
planning tool (Kiresuk and Sherman 1968).
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Research ethics

Based on his experience evaluating a number of projects targeting “alienated
and marginalised” young people attending youth health services Kelk (1999c)
observes that there are some additional external barriersto research and evalua-
tion with this popul ation that need to be addressed. Kelk notesthat it is gener-
ally very difficult to secure approval from research ethics committeesto conduct
research and evaluation on “marginalised” young people but that many of the
activities that would take place in such research projects proceed without
question when the activity isinitiated by clinical workers. By simply adding on
the requirement of evaluation, such activities become subject to research ethics
committee approval and are often blocked. Kelk suggests that few people on
research ethics committees have an intimate knowledge of dienated, marginalised
and homeless youth and as a consequence, committees tend to overestimate the
extent to which researchers or clinicians can exploit such young people for
research purposes.

Intheinterests of enhancing evidence-based practice within youth health services
(and mental health services), it may be appropriatefor service managersand staff
aswell asresearch ethics committees to clarify the distinction between clinical
innovation, evaluation and research (Suggestion 1.2¢).

Need for intersectoral action

Progressin the devel opment of servicesthat are appropriate to the needs of young
people with complex problemswill require intersectoral collaboration in policy
development and service planning at the Commonwealth and state/territory
government levels. There are anumber of intersectoral developmentsled by the
community services sector that could provide important opportunities for the
health and mental health sectorsto promote better collaboration for youth suicide
prevention.

Based on the recommendations of the Prime Minister’s Youth Homel essness
Taskforce Report Putting Families in the Picture, the Commonwealth Govern-
ment has recently initiated development of a National Youth Pathways Action
Plan, a National Homelessness Strategy as well as renewed funding for ayouth
homel essness early intervention program (Newman and Kemp 1999). A primary
focus of these initiatives will be to link strategies targeting homelessness more
closely with programs targeting related problems such as unemployment,
substance abuse, crimina behaviour, mental health problems and physical,
sexual and psychological abuse. Key aimsareto enhance early detection and early
intervention with young people at risk of homelessness as well asto provide a
more holistic service response to their complex needs.

Centrelink, with its comprehensive reach into communities of greatest need,
aswell asits new single point of service model will act as akey first point of
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contact for the planned early detection system. It isalso noteworthy that the Prime
Ministerial Taskforce on Youth Homelessness and the Government’s response
emphasise the critical importance of services providing opportunities for
familiesto be involved in interventions and that efforts are made to support and
maintain the family structure wherever possible.

These devel opments provide unique opportunities for those service planners
interested in youth suicide prevention to raise issues of relevance to thisaim
with key potential partners. It is recommended that the National Advisory
Council on Suicide Prevention and the Commonwealth Mental Health
Branch work closely with the Youth Homel essness Taskforce and the National
Youth Pathways Action Plan Drafting Committee to ensure appropriate atten-
tion is given to issues of relevance to suicide prevention and young people
with mental health problems and to identify opportunities for collaboration
(Recommendation 1.3).

Recommendations

It isrecommended that:

1.1 Governments should work in partnership with Area/Regional Health
Services, youth health services, mental health services and young people
to identify strategies for expanding the capacity of youth health services
to provide a comprehensive health service to young people affected by
multiplerisk factorsfor suicide.

(ThisisRecommendation 17 inthe eval uation overview, “ Valuing Young Lives’ .)

Itisfurther suggested that:

1.1a Service plannersin state and territory governments as well as managers at
thelocal level should ensurethat policiesand protocol s guiding service pro-
visionaresensitiveto the possibility that brief intervention may not be effec-
tivefor al clientsand that longer terminterventionisavailableif needed for
clients with complex problems at high risk of suicide.

Itisrecommended that:

1.2 Funding should be provided to support a program of service development
research aimed at identifying strategies for engaging marginalised and
alienated young people with services. Key topics for further exploration
should include:

e models of service provision targeting young people with mental
health problems including personality disorders and other complex
problems;
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« theinvolvement of families and care givers;

 staff turnover, the mental health and wellbeing of staff, and strategies
for ensuring adequate professional support of staff;

« collaboration between primary health care services, specialist mental
health servicesand other government and non-government agencies; and

« strategiesfor enhancing quality assurance and evaluation;

e improving access and engagement of young males, young people from
culturally and linguistically diverse backgrounds, young peopleinvolved
in the justice system and same-sex attracted young people.

(ThisisRecommendation 18in the evaluation overview, “ Valuing Young Lives’ .)

Itisfurther suggested that:

1.2a

1.2b

1.2¢c

1.2d

1.2e

Funds be provided by the Commonwealth and State and Territory Health
Departmentsto establish anumber of demonstration projects based in youth
health services with the aim of further refining potential models of service
provision targeting young people with mental health problems and other
complex problemswho are marginalised and disaffected.

Area and Regional Health Services should conduct reviews aimed at
developing a comprehensive profile of young people with mental health
problemswho are using specialist mental health services compared to youth
health services and non-government services.

Stateand Territory Health Departmentsand Area/Regional Health Services
should conduct reviews exploring the relationship between mental health
services, hon-government agencies and youth health services with aview
to devel oping recommendations for policy making and service planning at
thelocal level.

Flexibility in the length of intervention provided should be accompanied
by rigorous evaluation. Specifically it would be desirable to conduct
routine monitoring of outcomes over time across arange of different pro-
grams and client groupsin order to generate data that can be used to make
comparisons across interventions and client groups while controlling for
confounding factors using statistical techniques. Such evaluation research
would require collaboration across multiple agenciesin multiple states for
sufficient numbers of observations to be generated.

In the interests of enhancing evidence based practice within youth health
services (and mental health services) it may be appropriate for service
managers and staff as well as research ethics committees to clarify the
distinction between clinical innovation, evaluation and research.
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It isrecommended that:

1.3 The Nationa Advisory Council on Suicide Prevention and the Common-
wealth Mental Health Branch should work closely with the Youth Home-
lessness Taskforce and the National Youth Pathways Action Plan Drafting
Committeeto ensurethat appropriate attention isgiven to i ssues of relevance
to suicide prevention and young people with mental health problems, and
to identify opportunitiesfor collaboration.

(ThisisRecommendation 19 inthe eval uation overview, “ Valuing Young Lives’ .)
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Map of program logic: support for young people who are
marginalised and disaffected

Goals/outcomes

* Reducetheincidence of suicide and suicide related behaviour among young
people exposed to multiple risk factors for suicide and who are marginalised
and disaffected.

Objectives/impacts

¢ Minimise the length of time that young people are exposed to problems
such as homel essness and mental disorders that could place them at risk of
suicide.

¢ Minimise the harm, distress and disadvantage suffered by young people
exposed to problems such as homel essness, substance misuse, mental health
problems, contact with the justice system and sexual identity issues.

* Maximisethelife skillsand qudlity of life of young people living with prob-
lemsthat could place them at risk of suicide.

Aims/processes

¢ Enhanceservicedelivery to young peoplewho are marginalised and disaffected
by virtue of exposure to risk factors such as homel essness, substance misuse,
contact with the justice system, sexual identity issuesaswell asmental health
problems, self harming behaviour, and previous suicide attempts.

e Enhance engagement of marginalised young people in services especially
people belonging to the following special needs groups: young males,
Aboriginal and Torres Strait |slander young people; young people from non-
English speaking backgrounds; same sex attracted young people.

Performance indicators

e Holistic youth oriented services are available in all geographic regions.

e Area and Regional Health Services have comprehensive service plans
detailing the roles and rel ationships between youth health services, specialist

mental health services and non-government agencies with respect to service
provision to young people.

 Staff inrelevant services have the skills, knowledge and information necessary
to provide care for marginalised young people.
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 Young peoplefromall identified subpopul ations and specia needsgroupshave
equitable accessto services.

 Service evaluation provides evidence that services are effective in engaging
young people from all identified subpopul ations.

 Service evaluation demonstrates that young people from al identified sub-
popul ations and special needs groups are satisfied with services.

» Service evaluation demonstrates positive mental health and wellbeing
outcomes for young people from all identified subpopulations and special
needs groups.
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. A i g
Mental health
services

This chapter presents and analyses information about the projects funded under
the Nationa Youth Suicide Prevention Strategy that were based in mental health
services.

The goal of this group of projects was to reduce the incidence of suicide and
suicide related behaviour among young people with established mental health
problems and mental disorders.

Projects sought to enhance the quality of care provided to young people
affected by mental health problems and disorders and who require assessment,
treatment and support from mental health services. This aim has been
addressed strategically by seeking to develop information, knowledge and skills
pertinent to good practice in the assessment, treatment and management of
mental health problems and disorders, particularly depression, psychosis and
dual diagnosis involving substance misuse. Specific aims and objectives
common across the projects included: (i) enhancing access and engagement of
young people with mental health services; and (ii) improving mental health
outcomes.

Issuesfor mental health services and young people with mental health problems
arealso discussed at considerablelength in other volumes of the Technical Report
series. Early intervention in mental health problems is discussed further in
Chapter 3 of Technical Report Volume 2. The role of mental health services
in providing assessments and ongoing care for people who present to hospital
accident and emergency departments following a suicide attempt is discussed
in Chapter 1 of Technical Report Volume 3. Issues surrounding the role of
primary health care services in caring for young people with mental health
problems are discussed in more detail in Chapter 2 of Technical Report
Volume 3, and Chapter 1 of this volume. Building capacity for research and
evaluation into provision of mental health servicesfor young peopleisdiscussed
further in Chapter 1 of Technical Report Volume 1.
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Projects based in mental health services

AsshowninTable2.1, therewerethreeprojectsinthisgroup: Young People& Psy-
chiatric lllness—Intervention and Assessment (YPPI-IA), based at the Central Coast
Health Service, Mental Health Service in NSW; Out of the Blues, based at the
Southern Child and Adolescent Mental Health Servicein Adelaide; and LifeSPAN,
based at Mental Health Servicesfor Kidsand Youth (MH-SKY) in Melbourne.

YPPI-IA

Located on the New South Wales Central Coast Area, and based in the Y PP
(Young People, Prevention and Early Intervention) Centre, the Young Peopleand
Psychiatric [lIness—Intervention and Assessment Project (Y PPI-1A) wasgrafted
on to the existing service.

A youth-oriented and community-based mental health program, Y PPI-1A sought
to: promote access to, and participation in, services by young people with a
history of severe mental illness and or deliberate self-harm; provide optimal
treatment and care to young people; develop strategic alliances within the com-
munity in order to integrate the project within existing mainstream services; and
bring about areduction in the symptoms and disability caused by mental illness.

The project also sought to increase the collaboration between referral agencies
and community service providers working with young people with serious psy-
chiatric illnesses by increasing the awareness of these agencies about suicide
intervention strategiesand options. Information about awarenesslevel swerethen
compared to levels prior to implementation of the project.

Strategies implemented in meeting these aims were: to provide a speciaist men-
tal health service; to educate referring agencies about the best waysto help young
people with early psychosis access services; and to devel op an assessment pack-
age, intervention protocols and manualsfor circulation in mainstream services.

]_'_AI;EEl- 2.1 Projects of the Strategy providing support to marginalised young people

Program Organisation Main Evaluation design
name intervention
Young People & Central Coast Health Early psychosis  Single group, repeated
Psychiatric lliness —  Service, Mental and substance  measurement of
Intervention and Health Service misuse outcomes
Assessment
(YPPI-IA)
Out of the Blues Southern Child and  Depression Single group, repeated
Adolescent Mental measurement of
Health Service outcomes
LifeSPAN Mental Health Ser-  High suicide risk Randomised
vices for Kids and controlled trial

Youth (MH-SKY)
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Other products of the project included avideo entitled Catch usif you can, fact-
sheetson arange of topicsrelated to psychosisand support services, client infor-
mation pamphlets entitled Grief and loss and Feeling good, acomputer disc with
Y PPI-IA protocols, measures, guidelines and checklists, and various stickers,
postcards and posters.

Out of the Blues

Out of the Blues was a Mood Disorders Unit based at Southern Child and
Adolescent Mental Health Servicein Adelaide. The objective of the project was
to improve recognition and treatment of depression in an attempt to reduce the
incidenceof suicidal behavioursand suicidein young people. By targeting young
people aged 15-24 years, Out of the Blues sought to overcome or avoid the
gaps and disruptions in service provision that often arise for older adolescents
and young adults, due to the usual separation of child and adolescent and adult
mental health services.

The Out of the Blues Unit aimed to promote young peopl €' saccessto, and engage-
ment with the service, and provide them with optimal care and treatment. It also
aimed to promote strategic alliances within the community, achieve recognition
of the Unit’swork on awider scale, and eval uate the project.

In addition, the project sought to: devel op, promote and disseminate best practice
locally and nationally; actively explore issues of mental health promotion, early
detection, intervention, treatment and management, aswell asrelapse prevention;
promote a national focus on these issues through professional publications,
national bulletins, media discussion and all electronic means; and promote
educationin best practicefor affective disordersin young people through national
conferences, seminars and workshops focused on affective disorders. Training
workshopsaimed at non-health sector workers provided education in risk assess-
ment, initial management, and appropriate referral to the mental health sector.
Training was a so provided to health professionals and students.

Evaluation was both quantitative and qualitative. A range of different quantitative
measuresincluding client questionnaires and clinician questionnaires was admin-
istered at three stages. Qualitativefeedback was obtained through atel ephoneinter-
view with clientswhich aimed to discover “What makes counselling services useful
for clients?’, and to eval uate the client’s experience of the therapeutic relationship
and the effectiveness of treatment for depression in the Out of the Blues program.

LifeSPAN

The LifeSPAN Project operated from the Mental Health Services for Kids and
Youth (MH-SKY) (Youth Program) at Parkvillein Melbourne. MH-SKY (Youth
Program) is a comprehensive integrated mental health service for young
peopleaged 14-25 yearswith serious mental ilInessliving inthe Western Region
of Melbourne.
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MH-SKY (Youth Program) developed throughout the 1990s from a basic
inpatient first episode psychosis service to a comprehensive community based
early intervention and prevention service for youth. It incorporates the Early
Psychosis Prevention and Intervention Centre (EPPIC), an Older Adolescent
Service and several other services. Research, evaluation, and training are
well developed within MH-SKY and the service plays a role in the wider
dissemination of good practice.

TheLifeSPAN Project trialed the efficacy of aspecific cognitive therapy program
in preventing suicide and reducing suicidality. This represents the first ever
attempt to develop such an intervention for patients with psychotic illnesses
such asschizophreniaand major affectivedisorders. Thetherapy wasdesigned to
complement and augment standard clinical care.

TheLifeSPAN Therapy was devel oped by the project team after consultation with
arange of expertsin thefield of suicide prevention. It isan individua cognitive
therapy program of ten weeks duration designed to: (i) better engage high risk
patientsin treatment and (ii) address cognitive risk factors for suicide such as
hopel essness, poor problem solving, misconceptions about mental illness, low
self-esteem and cognitive rigidity.

Therapy wasdelivered by two clinical psychol ogistswho were extensively trained
and provided with weekly supervision by two senior clinicians. It involves four
phases. engagement; assessment and formulation; cognitive intervention; and
closure and handover.

Trial participantswere recruited from EPPIC and the Older Adolescent Program
at MH-SKY over a 15-month period from October 1997 to December 1998.
Recruitment depended upon referral from servicecliniciansof patientsidentified
through screening as being at particularly high risk of suicide. Eligible patients
referred wererandomly allocated to usual treatment and care (n=28) or usual treat-
ment and care plus the specific suicide prevention intervention (n=30). A little
over haf (57.1 per cent) suffered from an affective psychosis.

A major component of the LifeSPAN Project involved facilitating awareness
among clinical staff of the importance of early detection of suicide risk among
their patients. The project used two simple measures of suiciderisk, oneto beused
oninitial assessment when the patient wasfirst referred to the service and one to
be used at regular intervals upon follow-up. The Suicide Risk Factor Checklist
was developed by the project for the first function and the Brief Psychiatric
Rating Scale (BPRS) suicide subscore was eventually selected for the ongoing
monitoring function. This rating system acted as a prompt for cliniciansto refer
high risk patientsto the LifeSPAN therapy described bel ow.

Although MH-SKY was not the subject of the Strategy funded project or the
evaluation, it nevertheless constitutes a fundamentally important context for the
LifeSPAN project. Many of the service characteristicsidentified by YPPI-IA and
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Out of the Blues as enhancing service effectiveness are shared by MH-SKY.
MH-SKY itself ismorerelevant and consistent with theaimsof Y PPI-I A and Out
of the Blues than the LifeSPAN project. The Evaluation has therefore included
information about MH-SKY in this content analysis wherever appropriate.
Reference is also made to the Centre for Young People’'s Mental Health (the
former name of MH-SKY') and the Early Psychosis Prevention and Intervention
Centre (EPPIC) which is part of MH-SKYY.

Results of the evaluation

Information from the qualitative meta-analysisfell into four main categories:
 increasing young people’s access to mental health services;

e engaging young people with mental health services;

e improving mental health outcomes and reducing suicide and self-harm; and

 reorienting and building capacity of mental health servicesto meet the needs
of young people.

:‘! What works to increase young people’s access

to mental health services?

Thirty-nine per cent of respondentsin the survey of Strategy key stakeholders
believed that the extent to which young people with chronic problems (includ-
ing mental health problems) have accessto effective treatment and support got “a
little better” since 1995. Thirty-six per cent believed there had been no change,
and 9 per cent believed it had got alittle worse. The magjority of respondents (77
per cent) believed that the Strategy had at |east some role in the progress that
had been made in the area of treatment and support (including service accessi-
bility), with 31 per cent saying it had a moderate role and 9 per cent saying it
had astrong role.

Increasing the access of young peopleto mental health serviceswasamajor aim
of both Y PPI-1A and Out of the Blues, and both these projectswere ableto incor-
porate anumber of service design featuresthat proved effectivein particular ways.
However, both Y PPI-I A and Out of the Blueswere operating under general con-
ditions that limited the ability of the programs to make themselves as widely
accessible as they might have been to young people who could have benefited
from the services provided. Specifically, resource constraints meant that fairly
strict eligibility criteriahad to be applied.

Aswith most indicators of service performance, accessibility isarelative concept
and isonly really meaningful when it can be contrasted with the accessibility
of other, aternative services. Unfortunately, neither of these projects aimed to
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determine whether or not these programs were any more accessible than
other mental health services. Thiswas not identified as one of the requirements
of evaluation.

One key indication that these programs were accessible to the target group is
the fact that at least 50 per cent of initial referrals were for young males. The
evaluatorsof Out of the Blues notethat only onethird of referralsto generic Child
and Adolescent Mental Health Servicesarefor males (Martin and Wright 1999).
Males are also usually much less likely to use mental health services for mood
disordersthan females. Martin and Wright also note that the high number of self
referralsand referral sfrom parents suggests high community acceptability. Unfor-
tunately, alarge proportion (around half) of the referrals that were declined came
from parents.

The projects have generated valuable insights into strategies that could be
effectivein increasing the access of young people to mental health services. The
following factors were identified asimportant:

 adedicated youth mental health service;

e thorough assessment;

 sufficiently wide eligibility criterig;

 acceptance of primary, secondary and tertiary referral;

« flexibility, outreach and assistance to attend appointments;
» after hours access;

* strong links with ayouth oriented health service; and
 public relations, outreach, networking and promotion.

00 A dedicated youth mental health service

One of the clearest findings emphasised in the evaluations of both Y PPI-IA
and Out of the Blues was that having a dedicated youth mental health service
provides enhanced access for young people. The LifeSPAN project was based
at a service which, while constantly evolving in structure and name has
included a specific youth focus (ages 14-25) via EPPIC and the Centre for
Youth People’'s Mental Health for severa years. EPPIC has become an impor-
tant model for the devel opment of youth specific early psychosisservicesin other
aress.

Defining features of adedicated youth mental health serviceinclude having ateam
of clinicians that are clearly and exclusively focused on working with young
people and a physical building or space that belongs to that dedicated service.

A dedicated team of cliniciansisimportant to service accessibility for severa
reasons. Having a dedicated team or organisational structure appearsto promote
access by allowing the development of an organisational profile. Having an
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organisational profile promotes awareness of the existence and role of the service
among consumers, the community and professionals, thereby encouraging
primary, secondary and tertiary referrals.

Having a physical building or space that belongs to the service promotes access
for young peopl e becauseit facilitatesthe creation of an environment that isyouth
friendly and which reflects aspects of youth culture.

Having a dedicated service unit is a very different model than placing
individual workers focused on a particular target group in generic services.
The authors of the Out of the Blues evaluation report (Martin and Wright
1999) note that providersin other services sometimes felt confused about the
work of Out of the Blues because they believed that they were aready
doing things in the way that Out of the Blues clinicians were advocating. This
suggeststhat the way in which an organi sation worksis more than the sum of its
parts (ie staff members and their clinical activities). Organisations have a
culture and create environments that cannot be reproduced by individual
professionals unless they are working with others according to the same set of
principles.

[0 Thorough assessment

An innovative feature of the Y PPI-IA program that appears to be important for
enhancing access to servicesisthe provision of an extended (six -week) assess-
ment period that is offered to young people when it isfelt that “ something’s not
right”, but it isunclear what the problem might be.

The “six-weekers” were young people who presented to YPPI-IA with
very unclear clinical issues. Typically they reported phenomena that may
have been prodromal (early signs of the onset) of psychosis but which could
have been explained by other events (such as trauma). The phenomena were
not of sufficient severity, frequency or duration to indicate acute psychaosis or
treatment. The six-week assessment period provided by the Y PPI-IA Project
allowed thorough exploration of the presenting problems and facilitated
engagement through the development of trust. If phenomena devel oped into
amore typical psychotic disturbance appropriate treatment could be initiated
promptly. Alternatively other options for managing the problem could be
explored.

Thefinding regarding the advantage of athorough assessment processisconsis-
tent in certain key respects with the finding of projects targeting marginalised
young people with complex problems, that young people generally need to be
given time and space. For avariety of reasonsit can be difficult to identify and
clarify the issues that might need to be addressed. Exclusion of young people
from services based on an overly hasty assessment might act as an inappropriate
barrier to service access.
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O Sufficiently wide selection criteria

Age restrictions governing Child and Adolescent Mental Health Services (usu-
aly up to 17 or 18) and Adult Mental Health Services (18 and older) have been
identified as creating access problems for adolescents and young adults. Child
and Adolescent Mental Health Services (CAMHS) and Adult Mental Health
Services (AMHS) have been identified as inappropriate to the needs of large
numbers of adolescents and young adults. Several key mental health problems
have their onset in adolescence and early adulthood, most usually between
the mid teens and mid 20s. Thus the “divide” between Child and Adolescent
Mental Health Services and Adult Mental Health Services, with its dangers
for continuity of care, hasits greatest impact on clients at this most critical and
vulnerable age.

Diagnostic selection criteria have also been identified as creating barriers to
service access for young peopl e because young people often present with prob-
lemswhich do not fit clearly into usual “child” or “adult” diagnostic criteria.

All three of the servicesin this group sought to address age and diagnostic barri-
ers. Sinceitsinception, the MH-SKY Youth Program hastargeted its services at
the youth to young adult age group (14-25 years) and some services extend to
young adults up to 30 years of age. The LifeSPAN Project addressed the same
youth to young adult age bracket. The Out of the Blues project moved away from
the usual divide between the Child and Adolescent and Adult Mental Health
Service that characterises the wider mental health service in that area, and tar-
geted young people aged 15-24 years. Y PPI-I1A focused on the 14-19 year age
bracket but only because resourceswereinsufficient to allow the serviceto extend
to young people over 19 years. In interviews with staff from the Y PPI Program
and other services, many expressed a strong desire for the Y PPI-IA Program to
be extended to young people aged 20-24 as well as those aged 14-19.

EPPIC, based at MH-SKYY, which was the source of most LifeSPAN clients has
consistently emphasised the importance of relaxing criteria for inclusion in
the service. EPPIC isinclusive of clients experiencing a variety of psychotic
phenomena as well as phenomena that may be early signs of the onset of psy-
chosis. TheMH-SKY Youth Program evolved al ongside EPPIC with the addition
of generalist adolescent mental health services, an Older Adolescent Service
and various other specialist programs. The intention wasto create afully com-
prehensive youth mental health servicefor the population of western Melbourne.

The Y PPI-IA service focused primarily on psychosis. Thiswas defined broadly
in the sense that young people who may have been experiencing prodromal
were not excluded from the service. Usual diagnostic exclusion criteriawerea so
addressed through the conscious decision to focus on dual diagnosisinvolving
substance misuse. Out of the Blues was intended to focus on the treatment of
depression.
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The focus on particular diagnostic categories was identified as a source of con-
cernregarding the accessibility of these programs. Some stakehol dersinterviewed
in the evaluation of Y PPI-IA made the criticism that Y PPI-1A was not accessi-
ble for young people experiencing crises that may place them at risk of suicide,
unless they were also experiencing psychosis. As aworker from the Gosford
Mental Health Assessment Crisis Team, said: “You talked about the one thing
they didn’t do. The one thing | would have liked them to have done isto expand
it further to taking youth in crisis more than just psychotic youth because
that wasn't dealt with . . . Your teenagerswho are suicidal for relationship reasons
... that sort of fell back onustill .. .” (Howe et a. 1999).

While this comment isintended to identify the limitations of YPPI-IA, it aso
impliesthat Y PPI-IA wasthe only youth focused mental health service that was
providing a crisis response to young people with acute mental health problems
inthisarea. It raisesthe question asto therolesand responsibilities of the broader
child and adolescent mental health servicesin providing all young people with
access to a comprehensive range of mental health services. These issues did
not arise in the LifeSPAN Project which was based in a comprehensive youth
mental health service.

O Acceptance of primary, secondary and tertiary referrals

Related to the issue of selection criteriais the question of from where services
will accept and encourage referrals. It would appear to be important for special-
ist mental health servicesto be able and willing to accept primary referrals, includ-
ing people who spontaneously walk in to the service. At present it is unclear to
what extent thisisthe case. Many specialist mental health services operate mostly
as secondary referral services (accepting referrals from primary health care
services such as general practitioners and other community-based workers) and
tertiary referral services (accepting referrals from other mental health services
such as Crisis Assessment Teams or inpatient units or hospital services such as
Emergency Departments).

It has been noted that services that do accept primary referrals tend to be those
inrural and regional towns, in outer urban areas, and where services are located
in the main shopping areas of the town or suburb. Child and Adolescent Mental
Health Serviceslocated in the grounds of psychiatric hospitals have been identi-
fied as particularly inaccessible to young people (Hearn 1993).

Out of the Bluesand Y PPI-IA operated as primary, secondary and tertiary refer-
ral agencies, actively seeking and encouraging self referral from young people
and from parents and other carers. This strategy appeared to be effective in
enhancing access. Nineteen per cent of referralsto Out of the Blues (that actu-
ally received afull assessment) were from parents and 10.6 per cent were self
referrals. When YPPI-IA operated a 24-hour “Y” Page service, 49 per cent of
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referrals were directly from young people themselves. Approximately 85 per
cent of these young people were within the target age group (14-19 years) and
54 per cent were young males. However, amajority were either current or past
YPPI-1A clients.

Itislikely that asignificant number of the young people accessing Out of the Blues
and Y PPI-IA directly would be unlikely to gain access to services that do not
encourage primary referrals and are less well known to the public. However,
datashowing thereferral source profile of comparison servicesisnecessary before
we can make firm conclusions.

O Flexibility, outreach and assistance to attend appointments

Both Out of the Blues and Y PPI-IA placed strong emphasis on being flexible
regarding appointment times and location. Appointmentswere provided at loca-
tionsmost accessibleto the young personincluding home or other agencies. Some
young people find it difficult to talk in aformal, enclosed office and prefer to
talk in a coffee shop or walking along the beach. After hours appointments can
beimportant for some young peopleto ensure that therapy does not cause exces-
sive disruption to school and extra-curricula activities. Reception staff can also
work extended hours on some daysto ensure anormal safe environment for both
clients and staff.

Transport can be a major barrier to young people attending appointments at
service centres. Out of the Blues provided Cab Charge vouchers if necessary
and occasional lifts home. It was found that young people are very grateful for
any assistance given in this regard and generally tried to overcome difficulties
for themselves at subsequent appointments (Wright and Martin 1998a).

Wright and Martin (1998b) note that with the increasing emphasis on early
intervention, symptoms experienced by young people may not be severe enough
to force young people to accept or maintain treatment. Providing assistance and
making attendance at appointments as easy as possible demonstrates to young
peoplethat theteam caresabout their treatment, and this, in turn, encouragesthem
to commit to the necessary involvement.

[ After hours access

The YPPI-1A Team recommends that 24-hour access to mental health services,
particularly acute care servicesisimportant for ensuring maximum accessibility.

Providing 24-hour access or even limited extended hours access was found to be
difficult for both YPPI-IA and Out of the Blues because they were small
services with limited staff numbers. Both projects addressed this problem by
working in partnership with mainstream mental health teams that already
provided 24-hour access for adult clients.

For thefirst year of the project Y PPI-IA staff were available on call if young
people were identified as requiring specialised assistance after triage by the
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24-hour acute care team. Due to staffing limitations YPPI-IA could not
maintain this 24-hour on-call service indefinitely and reduced its availability to
normal business hours, but stakeholdersfrom other servicesindicated it would be
desirablefor the on-call service to be available seven days per week.

O Strong links with other youth oriented services

The MH-SKY Youth Program has well developed working relationships with
agencies in arange of sectors (youth, educational, vocational, accommodation,
correctional, community health and general practice) that have regular contact
with youth people. MH-SKY clinicians provide primary and secondary consul-
tation and collaborative case-management.

While the YPPI-IA “Project” was based within the Children and Young
People’s Mental Health Program of the Central Coast Mental Health Service,
the original YPPI “Program” evolved out of the Youth Health Service and
maintains strong practical and philosophical linkswith this service.

At aphilosophical level, Y PPI-IA hasretained and further devel oped key aspects
of the Youth Health Model that is espoused by youth health services. The Youth
Health Model, whichisnot yet well defined in the published literature, basically
involves amore holistic approach to health and has a focus on accessibility and
participation in service development by young people. The Y PPl Program and
Y PPI-1A Project have sought to develop a Youth Mental Health Model, which
combines the youth focused philosophy of the youth health model with the
scientific or evidence-based approach to treatment that has gained strength in
mental health in recent years, particularly in the area of early psychosis.

Y PPI-1A recommends that support should be provided to continue researching
specific components of the Youth Mental Health Model.

Out of the Blues and Y PPI-1A have interacted with youth health servicesin
different ways. While' Y PPI-1 A recelved asubstantial proportion of referralsfrom
the youth health service and participated in their intake system, Out of the Blues
developed a co-work intervention aimed at linking clientsin with community
agencies that could provide ongoing services such as general health care or
programs targeting specific issues such as sexual abuse.

The concept of the youth mental health model is closely related to the concept
of a“dedicated youth mental health service” identified earlier as perhaps one of
the most important factorsfacilitating accessto mental health servicesfor young
people.

Y PPI-IA and Out of the Blues argue that for youth mental health services to
develop an environment and focus that is sensitive to young people's culture
they need a certain degree of separation from other mental health services such
as child and adult services. On the other hand a close relationship with other
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mental health servicesisclearly important for resource sharing purposes such as
ensuring access to after hours services. The positioning of youth mental health
servicesin relation to mental health serviceson the onehand and youth health ser-
vices on the other is an important question facing the development of the youth
mental health model. It may aso be beneficial to consider the relationship with
generalist youth services.

(0 Public relations, outreach, networking and promotion

Both YPPI-1A and Out of the Blues placed a strong emphasis on public rela-
tions, networking and other activitieswhich assisted in raising the public profile
of the programs among professionals and the general community.

Program staff participated in arange of activities which involved getting out in
to the community to talk about mental health issues and increase the skills of
community membersand gatekeepersin recognising mental health problemsand
assisting young peopl e to access services. Thisincluded participation in mental
health promotion programs, interviewsonlocal and national radio and television,
and presentationsto local professiona and community groups.

It isunclear how effective liaison with community agencies was in generating
referrals.

What works to engage young people with

mental health problems in treatment?

TheEarly Psychosis Prevention and I ntervention Centre (EPPIC) hasaprevioudy
documented established track record in the effective engagement of young
people with early psychosis. Data on retention in treatment, rates of participa-
tion in outcome assessment and satisfaction with services suggests that both
Y PPI-IA and Out of the Blues were highly successful in engaging the young
people who were initially accepted into the programs.

Of the 79 young people who formally entered the Y PPI-IA treatment program
none “dropped-out” of treatment. Only avery small number of the young peo-
ple refused to participate in the outcome evaluation which used standardised
instruments. The young people were experiencing severe levels of psychiatric
disability and were highly depressed and suicidal. Use of drugs and a cohol was
also very high. It was concluded that the Y PPI-1A team was successful in engag-
ing avery disabled group of individuals. Focus groups conducted with clientsand
carers, aswell asthe Verona Service Satisfaction Scale Questionnairesindicated
ahigh level of satisfaction with the Y PPI-IA service.

A Telephone Evaluation Survey conducted by Out of the Bluesrevealed astrong
sense of engagement with the service (liking, appreciation, connection with)
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expressed by young people. Datafromaformal Client Satisfaction Questionnaire
indicated that the percentage of the group who were either “ delighted” or “ satis-
fied” with the various aspects of the servicewas uniformly high. Very few reported
dissatisfaction with any aspect of their experience.

Forty-seven per cent of the young peoplewho entered therapy at Out of the Blues
were males. Martin and Wright (1999) interpret this asindicating that Out of the
Blues was generally very effective in engaging young males with depression
because this group has been identified as usually very difficult to engage. How-
ever, Martin and Wright (1999) acknowledgethat through theinitial triage process
and thefirst assessment interview, the service“lost” moreyoung men than young
women. The authors note that depressed young males tend not to present with
typical depression, rather the clinical picture is complicated by the presence of
externalising conditions such as conduct disorder and substance abuse which
tend to disguise the signs and symptoms of depression. The presence of these
externalising conditions also make it more difficult to engage young malesin
assessment and therapy.

Many of the strategies identified earlier as facilitating access are also important
to engagement and vice versa. The engagement process usually begins with the
first interview. If early engagement is not successful the client may not return
and accessiseffectively denied. A number of other factorswerealsoidentified as
particularly important to the ongoing engagement process:

« therapeutic aliance;

e open communication with the young person and carers,
e ayouth friendly environment;

e aphilosophical youth orientation; and

 assertive outreach.

O Therapeutic alliance

Out of the Blues emphasised the concept of alliance as akey part of the engage-
ment process (Wright and Martin 1998a). Alliance is the bond that develops
between therapist and client that enablesthe tasks of therapy to continue toward
set goals. Wright and Martin point out that many young people will be resentful
at being brought to amental health service or will be struggling to understand that
thereisaproblem that needsto be addressed. This makes engagement with young
peopleparticularly difficult. However, Wright and Martin (1998b) argue that when
severe depression and suicide risk are present, it is critical that clinicians do not
give up and let communication break down.

Developing atherapeutic alliance involves the therapist and the young person
devel oping acommon understanding of the issues so that they can set goals and
agree on strategies. Respect and trust are key ingredients.
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Wright and Martin (1998a) note that devel oping atherapeutic alliance isimpor-
tant from the first phone call but may take up amajor part of theinitial sessions.

0 Open communication with the young person and carers

During initial contact and assessment and in the first few days and weeks of a
young person’s involvement with amental health service, good communication
isessential for establishing engagement.

Wright and Martin (1998a) identify good communication as the key to devel op-
ment of atherapeutic alliance, especialy in the early sessions. An ability to
listen actively and to communicate empathy and caring are particularly impor-
tant. The good listening skills of Out of the Blues clinicianswas one of the mgjor
themes identified in the Telephone Eval uation survey.

While conducting assessments and organising immediate interventions (such as
medication), Y PPI-1A workers ensure that they explain as much as they can to
the young person about the Program and seek the young person’s permission to
continue their involvement. In the next few days or weeks the worker may spend
many hours at the young person’s home developing a management plan in
consultation with the young person and carers and providing education about
psychosis, the Y PPI-1A role, medication and management strategies. Family
members are encouraged to ask questions and voice their anxieties and spaceis
provided to work through these issues.

Home based careand involving carersat thislevel providestheworker with more
detailed understanding of the concurrent issues facing the young person and is
an integral part of the holistic, multisystemic model of care.

O A youth friendly environment

Both YPPI-1A and Out of the Blues placed strong emphasis on creating ayouth
friendly environment. Interviews with young people indicated that friendly
environmentswere achieved and that thiswas very important for promoting ease
and comfort for young people visiting the service.

After moving several times, the Y PPI Program and Y PPI-I A Project located them-
selvesin aspecific building known asthe Y PPI Centre. Thisisacottage attached
to, but located outside of the Gosford Hospital Campus, and painted yellow, pur-
ple and green.

The YPPI Centre aims to provide an environment in which young people
and workershave equal rightsand space. The committed staff spaceistwo rooms
at the front of the cottage and the rest of the house is “ shared space”. Young
people can usethehousetodropin, “chill out”, seetheir worker, sleep or rest. The
house also provides an “art space” for the creative arts component of the YPPI
Program.
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Although the staff are cramped at times, the young peopl e report satisfaction
with the arrangement and readily come to the Y PPI Centre. The house seemsto
facilitate engagement by “reinforcing the place young people hold in the service”
or providing young people with a sense of ownership and belonging to the
Program.

While Out of the Bluesdid not have accessto a separate building, staff attempted
to help clients feel at home by providing a kitchen area with easy access to
coffee and biscuits, appropriate music (J1J) aswell asadesignated smoking area
outside overlooking agrassy lawn. Staff also made an effort to be availableto chat
with clients casually while they waited. In the Telephone Evaluation Survey,
young people expressed a strong appreciation of the relaxed, youth friendly
environment at Out of the Blues.

O A philosophical youth orientation

An orientation to young people is not just about the physical attributes of the
agency, but is fundamental to the philosophy of the service. This philosophical
youth orientation isthe corefeature of the Youth Health Model described above.
In practice this philosophy is manifested by responsiveness - “ structuring the
service to meet the young people’s needs, not making the young people fit the
service” (Howe, Temple, Mackson and Teesson 1999).

Closely related to this commitment to responsiveness is an emphasis on being
non-judgmental, providing acceptance, and validating young people’'s own
experiences. According to one'Y PPI-1A Worker: “It's as much about acceptance
as. .. itisabout knowledge about anillness, and language can be a bit different.
So a person can have a pretty good explanation of what they are experiencing
but it doesn't fit with the. . . language . . . amental health worker will use. But
that explanation issort of validated, and wework with that explanation rather than
try and say, ‘well thisiswhat’swrong with you'. It islike, ‘thisiswhat you think
and we areredlly interested and curious about what you think and how it impacts
onyour life', rather than having been able to quote out of atext book asto what
ispsychotic or what their diagnosisis’ (Howe et a. 1999).

Wright and Martin (1998a: 13) indicate that “an ability to appreciate youth
culture without trying to join it” will help develop the therapeutic alliance.
Sensitivity to youth culture includes an awareness of the fact that many young
peopl e experience adults as having adismissive attitudeto their interestsand pas-
timesand that their concerns are often passed off with the statement that, “you'll
understand when you get older”. It is suggested that therapists need to find a
language and approach which minimise the effects of thisin therapy.

Wright and Martin (1998b) emphasise the importance of a youth orientation
ascritical to the development of atherapeutic alliance, especially with so called
“difficult” cases. Thisis operationalised by adopting a customer service focus
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in which the young person is seen as the primary “customer” and a“ contract”
established with them. Wright and Martin note that, when young people are
brought unwillingly to therapy by their parents or other adults, clinicianscan tend
to give greater attention to the views of the adults or those in authority.

Itisimportant for the clinician to meet privately with the young person, hear their
version of the story, and identify what they want. A lack of willingness to coop-
erate can be turned around by skilful negotiation. “Of course the young person
may want nothing but to be ‘left alone’. This then can become the subject of
what you as the therapist sellsthem, the ‘ problem’ agreed between the therapist
and the young person. The core of the contract becomes‘How could | be of help
in getting everyoneto leave you alone?” (Wright and Martin 1998b).

The genuinerespect demonstrated by Out of the Blues staff wasreported strongly
by young people responding to the Telephone Evaluation Survey.

O Flexible and assertive outreach

Several of the strategies used to enhance access, such as provision of flexible
appointment times and clinicians’ willingness to meet with clients at home or
community-based locations, are also critical to enhancing engagement.

These strategies, which demonstrate that the service provider has a strong inter-
est inthewellbeing of the clients, makeit easier for them to attend appointments
and facilitate their engagement. Another aspect of this approach to engagement
isassertive outreach or activefollow-up when clientsfail to attend appointments.
The policy of Out of the Blues was for the therapist to contact the client within
two days following non-attendance. A barrier to implementation was that time
constraints sometimes prevented prompt follow-up.

T

What works to reduce suicidality and improve

mental health and wellbeing among young
“  people with mental health problems?

All three projects in this group used arange of standardised quantitative instru-
ments to measure mental health outcomes for clients. Y PPI-1A and Out of the
Blues used a single cohort design involving repeated measures - with YPPI-1A
collecting data at baseline, six months, twelve months, eighteen months and
two years, and Out of the Blues collecting data on three occasions. The study
sampleswere drawn from the entire client population of those services. TheLifeS-
PAN Project evaluation included a randomised controlled trial of a specific
suicide prevention intervention compared to usual treatment and care which
focused only on clients who were identified as being at high risk of suicide, as
well as aretrospective examination of completed suicide dataover thelife of the
service.
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Key instruments used by one or more of the projects include: the Health of the
Nation Outcomes Scale (HONOS) and the Brief Psychiatric Rating Scale (BPRS)
as measures of psychiatric disability; the Adolescent Suicide Questionnaire —
Revised (ASQ-R) as ameasure of suicidality; the Centre for Epidemiological
Studies—Depression scale (CES-D) and the Beck Depression I nventory (BDI) as
measures of depression; and the Adolescent Drug Abuse Diagnosis (ADAD) as
ameasure of drug and alcohol use. Others are: the Hamilton Rating Scale for
Depression (Ham-D); the Hospital Anxiety and Depression Scale— Anxiety Form
(HAD-A); and the Family Assessment Device General Functioning Scale (FAD-
GFS). Out of the Blues aso trialed the use of Visua Anaogue Scales reflecting
key conceptsfrom themoreformal questionnairesin order to addressthereported
(or assumed) reticence of young people to answer lengthy questionnaires.

Analysis of the retrospective suicide data at MH-SKY showed that the suicide
rate dropped from 4 per cent in 1991 to less than 0.4 per cent in each of the
last five years. These changes have been mirrored by areduction in the level of
secondary morbidity associated with psychosis.

A substantial proportion of the young people involved in al projects completed
the quantitative outcome measures at baseline and at follow-up. Young people
who compl eted baseline measures had high levels of psychiatric disability, were
severely depressed and were highly suicidal.

The young people who completed repeat measures were found to experience
a substantial and generally statistically significant reduction in their level of
psychiatric disability, depression and suicidality over the time period.

The Out of the Blues data showed only slight improvementsin family function-
ing, and improvementsin anxiety were only significant in the Visual Analogue
Scales. Anxiety was identified as a continuing problem for this group of young
people with depression, even when depression and other indicators of mental
healthimproved. The Y PPI-IA clientswerefound to have high levels of substance
use at baseline and mean scores on the ADAD did not change significantly over
time. However, there was a decrease in the number of clients using various
substances. An additional finding was that use of marijuana may impede the
recovery of young people with psychosis.

Even though not all young people completed the self report measures at both the
baseline and repeat measures, further analysis of the data reveal ed that the posi-
tivefindingswere not due to less severe baseline morbidity among those individ-
uals who completed repeat assessments. The Y PPI-IA evaluator also argues that
thefindingsare unlikely to be artifactual because the young people belongedto a
severely disabled group who were unlikely to spontaneously remit and the areas
of improvement were evident in the clinician completed and self-report measures.

At theend of the Out of the Blues project, therewere eight young peoplewho con-
tinued to attend on aregular basis and who remained severely depressed. These

Mental health services 61



young peoplealso remained highly anxious. Several characteristicsdistinguished
thisgroup from clientswho did improve. Seven of the el ght were young women,
who were significantly more depressed than othersat Time 1 and at Time 2. Five
of the eight with a secondary diagnosis of “anxiety”, had significantly greater
problemswith relationships according to the HONOS and there was | essimprove-
ment in this area. Perhaps most importantly, the young people who remained
severely unwell reported higher levels of family dysfunction and reported no
improvement in their perception of family functioning over the course of treat-
ment. Six of the eight had been sexually abused and some were subject to ongo-
ing abuse or threats of abuse.

Because the treatment programs explored here were multifaceted, it isdifficult to
identify with confidence which, if any, particular elementswere most responsible
for the positive mental health outcomes observed. It islikely that the comprehen-
sive nature of care was fundamentally important. The Y PPI-IA evaluation report
(Howe et a. 1999) presents detailed information from interviews with staff and
focusgroupswith clientscarersfocusing on the processof serviceprovision. These
data highlighted anumber of attributes of the program that appeared most critical
in hel ping young peopleto get well. Asthe Out of the Bluesevaluation did not pro-
vide detailed coverage of thistopic, the following discussion is based mainly on
the YPPI-IA data. However, the data that were available suggest strong consen-
sus of opinion about the components of care most critical to positive outcomes.

The focus of the material presented below is on aspects of care critical to the
service model used at MH-SKY, YPPI-IA and Out of the Blues, but which may
not have universal recognition and tend not to be implemented consistently in
other mental health services:

e comprehensive community-based mental health care with afocus on early
intervention;

* Ccase management;

e acutecare

 afocuson recovery;

* 0ngoing support;

* after hours contact;

* holistic approach/continuity of care;
» medication; and

 psychological therapies.

[0 Comprehensive community-based mental health care with a focus
on early intervention

Reductions in the suicide rate among clients of MH-SKY since 1991 have fol-
lowed the change in the service model from an inpatient first episode psychosis
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service to a comprehensive community-based early intervention and prevention
servicefor psychotic disordersin youth. These changes have been accompanied
by improvementsin servicedelivery, quality and effectiveness, including reduced
delays in the assessment and engagement of first-episode psychosis patientsin
treatment, reduced rates of admission to hospital and reduced levels of medica-
tions used to treat psychosis.

The cognitive therapy program trialed by the LifeSPAN Project was found to be
no more effective in preventing suicide and reducing suicidality than the usual
high quality care provided at MH-SKY (Power, Bell, Mills and Hermann-Doig
1999).

J Case management

The core service model used by YPPI-IA and MH-SKY is case-management.
Y PPI-1A label their model “intensive case management” (ICM). Theaim of case
management isto provide a structure for treatment that ensures the provision of
adequate care during crises or acute episodes of illness aswell as continuity of
care between illness episodes.

Critical elements of the case management model used by both MH-SKY and
Y PPI-IA are intensive outreach and pro-active or assertive follow-up. At YPPI-
IA contact is made with clients as often as is deemed necessary, which may be
as often astwice aday during acute illness and not less than once aweek during
the recovery phase. Follow-up may involve many phone calls and visits. Y PPI-
IA workerswill travel to wherever the young person wishes to see them — home,
school, the beach or acafé. EPPIC providesfollow-up for 18 monthsand the Older
Adolescent Service providesfollow-up until the young personis 19 yearsof age.
Intensive outreach and assertive follow-up are necessary to ensure young people
remain engaged with treatment for aslong asis necessary to secure recovery
and stabilisation over the long term.

The*“youth” case management model used at Y PPI-IA and MH-SKY & so ensures
a holistic approach to the treatment and recovery process. Young people are
addressed in the entirety of their life and experience. In addition to specific
treatments such as medication and cognitive therapies, attention is directed to
building and maintai ning young peoples’ social networksand family connections.
Families are involved in discussions about, and actively involved in, treatment
planning and both EPPIC and Y PPI-I1A provide family interventions.

A team work approach isimportant to ensuring continuity of case management
over thelong term aswell asto maintain high standards of care. At YPPI-1A, work
practicesaretransparent with weekly team clinical meetingsto discussall clients
and their management plans. If a client’s case manager is away, other team
members can provide an appropriate and immediate response. Similarly, other
agencies can discussissueswith another team member rather than having to wait
until the young person’s case manager is available.
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Good supervision and accountability structuresare emphasised by MH-SKY and
Y PPI-IA and Y PPI-1A notesthe use of small caseloadsof not morethan 15 young
people.

Thevalue of the assertive, mobile case management model emerged quite strongly
fromthefocusgroupsheld by Y PPI-1A with young peopleand their carers. There
was consensus among the young people that case managers were helpful with
various aspectsof their daily life and that thiswas something that was good about
the Program. Home visits by their case managers were regarded by the young
people as being one of the most helpful and important aspects of the YPPI-IA
Program. Carers also identified the support provided by case managersto the
whole family as very important in hel ping them cope with the illness of their
family member.

O Acute care

M ajor management tasks during the acute phase of psychotic disturbance arefind-
ing theright medication and minimising side effects. Close monitoring isrequired
to identify the types of management strategies that work best for each individ-
ual. These should be documented in the management plan. Liaison with arange
of professionals, especially doctors and 24-hour support services, isamajor part
of thetask at this stage.

[ A focus on recovery

Recovery isgiven strong emphasisin the Y PPI-IA and EPPIC programs. When
symptoms begin to subside after an acute episode of psychosis, case managers
focus on developing strategies to prevent relapse. These include minimising the
impact of the experience on the young person’slife, removing the concept of
handicap and disability and reducing stigma. A planis created for the future and
optimism instilled while maintaining a balance with ongoing medical needs.

The Y PPI-IA treatment program includes a Recovery Group which isheld once
a week and involves a range of activities. Young people identified it as an
important part of the Program, and expressed a desire for the group meet more
frequently and for more varied activities. Carers also reported the Recovery
Program as being one of the most val uable aspects of the program, especially in
providing their son or daughter with some structured activity.

O Ongoing support

The Y PPI-1A Program provides ongoing case management for asmall number of
young people who require ongoing support. If support isrequired past the age of
20, young people are linked in to the Adult Mental Health Team. If another ser-
viceisto become involved, it is critical to ensure a smooth seamless handover.
EPPIC provides follow-up for 18 months.
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The YPPI-1A Project team argues that it is essential to create a happy and posi-
tivetermination of contact with young people and their families. Thisshould leave
the young people with a sense of confidence and completion, not an overwhelm-
ing sense of loss or regret. It isimportant to reassure them about the possibility
of recontact while at the same time reaffirming knowledge of the completion of
this phase of their lives.

During the devel opment of the LifeSPAN therapy (seebelow), expert consultants
pointed out that disengagement after brief intensive interventions may be expe-
rienced as a significant loss by patients and is associated with suicide. In order
to addressthis possibility, the LifeSPAN therapy was designed to include prepa-
ration for handover to another ongoing therapist. Infact, in key respectstheLifeS-
PAN therapy worked to promote engagement with ongoing therapy among
patients at risk of premature disengagement.

O Holistic approach/continuity of care

Based on theresultsof aliterature review, the Y PPI-IA project team recommend
that there should be an integrated approach to treatment when ayoung personis
affected by both mental health and substance misuse problems. Following the
observations of Enter and Richards (1998) it is noted that drug and alcohol
misuse and mental health problems are integrally connected to each other and
cannot be treated effectively inisolation.

The YPPI-IA team argue further that other issues also need to be taken into
account to achieve areduction in suicidality among young people with mental
health and substance misuse problems. Other major i ssuesinclude sexual assaullt,
trauma, and eating disorders. It is suggested that all presenting issues need to be
treated concurrently.

A holistic approach is observed to provide greater continuity of care because
clients do not need to move around between different services to get their vari-
ous needs met. Asone Y PPI-IA Project Worker said: “You don't have to move
from one group of workers to another to get service, so it’s not like acute, then
case management and then recovery and then rehab and accommodation. There
is acertain seamlessness about it all that makes it easy for young people and
their families”

The teamwork model used by the Y PPI Program was also identified as a major
facilitator of continuity of care.

Interviewswith Y PPI-1A Project staff revealed some concern that the program had
not been ableto achievetheideal level of continuity of care. Thereasonfor thisis
theinevitable fact that workers sometimes leave or go away for extended periods
of time and this occasionally happens when clients are at a particularly vulnera-
bletime and find it difficult to adjust to the loss of the rel ationship with their case
manager. People may fall through gaps when this happens and become unwell.
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It is noteworthy here that average levels of drug and alcohol use did not decline
for YPPI-IA clients. Although some young people ceased their use, a number
increased their use. Staff from Y PPI-1A identified alack of adequate support for
ceasing drug use as one of the gapsin the program. While Y PPI-IA did address
drug and a cohol useand did not partitionit off from other i ssues affecting young
people, the program did not include devel opment of a specific intervention for
drug and alcohol use. The Y PPI-I A team recommend that aspecificintervention,
with a focus on marijuana use, is developed and evaluated in a randomised
controlled tridl.

Y PPI-1A staff identified that young people who are misusing substances require
support in making lifestyle changes. This reinforces the importance of provid-
ing aholistic range of services. Whiledrug rehabilitation programs generally offer
thisform of support, many such programsdo not accept peoplewith mental health
problemsin addition to substance abuse problems.

[0 After hours contact

Young peopleidentified the ahility to accessthe Y PPl team out of hoursasimpor-
tant to the recovery process. Having someone to talk to who was not as emotion-
ally involved as family and friends was reported as important in helping young
peopl e get through emational crises: | just punched everythingin sight and | was
that angry and crying and so confused, | just needed someonetotalk to or | would
have blown my head off” (Young person, Y PPI-1A Project).

0 Medication

The authors of the Out of the Blues evaluation report (Martin and Wright 1999)
conducted acomprehensivereview of recent research (since 1994) that has exam-
ined the use of antidepressant medication with children and adolescents. They
find that although few well designed studies have yet been conducted, certain
selective serotonin reuptake inhibitors (SSRIs) have been found to be effective
in the treatment of adolescent depression. SSRIs have also been found to be
safer, have fewer side effects and are better tolerated by adolescents than other
antidepressants.

It wasfound that 43 per cent of Out of the Bluesclientshad been prescribed some
sort of medication prior to their first assessment at Out of the Blues, either cur-
rently or inthe past. Although none had been prescribed tricyclics (consistent with
good prescribing practice), dosages of antidepressant medication were consid-
ered to bevery low. During therapy 63 per cent of patients had medication begun,
changed or ceased by the Out of the Bluesteam. Antidepressant medication was
prescribed to the mgjority (n=61, 80 per cent) of Out of the Blues 76 clients. The
most commonly used medications were sertraline (31 clients), fluoxetine (7
clients) and venlafaxine (6 clients). Thirty-four (45 per cent) of the total therapy
group remained on medication at closure.
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A reduction in the dosage of anti-psychotic medications used has been a central
component of the practice changesthat have been accompanied by reductionsin
suicide rates and secondary morbidity at EPPIC.

O Psychological therapies

Cognitive behavioural therapy (CBT) has been recommended as the treatment
of first choice for depression anong young people (NH&MRC 1997). Theliter-
aturereview conducted by Martin and Wright (1999) showsthat cognitive behav-
iour therapy continues to be the most well studied psychological therapy and
still has strong research support. However, the recent data indicates that while
CBT iseffective for depression of mild to moderate severity it isnot effectivein
the treatment of severe depression. The recent literature also provides additional
support for the value of CBT when co-morbid anxiety is present.

Most other formsof psychological therapy have not beenwell studied. Martinand
Wright (1999) particularly note the lack of published research that has exam-
ined interventionsinto thefamily environment of depressed adol escents. Sanford
et a. (1995; cited in Martin and Wright 1999) recommend that treatments aim-
ing to enhance parent-adol escent rel ationships, and which specifically target coex-
isting disorders show promise in the treatment of persistent and recurrent
depression and require further investigation.

The mgjority of Out of the Blues clients (69 clients or 90.8 per cent) took part in
some form of individual psychotherapy. The most commonly used style of ther-
apy was “ supportive therapy”, which was provided to 34 clients (44.7 per cent),
followed by cognitive behavioural therapy, provided to 15 clients (19.7 per cent),
and individual psychodynamic therapy, provided to eight clients (10.5 per cent).
Other individual therapiesused included narrative therapy, crisisintervention and
relaxation therapy. Six young people accepted brief family therapy. In most cases
asecond mode of therapy was provided to address particular symptoms. Thus, for
example, even when CBT was not the primary therapy, elements of it were fre-
quently used where relevant. No particular style of therapy was associated with
any particular diagnosis, nor the eight hardest (“residual”) cases.

It is notable here that while significant improvements were found for most clin-
ical outcome measures for Out of the Blues, anxiety continued to be a problem
for amajority of the sample. It is possible that greater impacts on anxiety could
have been obtained if cognitive behavioural therapy had been used more widely.

Martin and Wright (1999) report that Out of the Blues originally intended to
implement CBT much more systematically but wasnot ableto achievethis. They
note that the research literature advises that the best results are obtained when
using clinicians that are expert at CBT. Out of the Blues was not able to secure
employment of anyonewith extensive experiencein CBT. Asan dlternative, train-
ing in CBT was sought for all staff.
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It ispossiblethat an ability to implement CBT effectively may require morethan
brief training of staff. TheNH& MRC Clinical Practice Guidelineson Depression
in'Young Peopleindicatethat ongoing supervisionisrequired in additiontotrain-
ing in most psychologica interventions such as CBT (NH& MRC 1997: 86).

Too small numbers of Out of the Blues clients were provided with family ther-
apy to ascertain whether or not this particular intervention was effective. How-
ever, itisnotablethat the young people who did not experience any improvement
in their depression and anxiety reported having severely dysfunctional families
and that no improvement in the family situation occurred over the course of their
treatment.

Standard treatment for early psychosis at EPPIC includes arange of psycholog-
ical interventionsin addition to low dose pharmacotherapy. Previous evaluation
research has shown these interventions to provide additional benefitsin psy-
chosocial functioning and outcome (Jackson et al. 1999 and Edwardset al. 1998,
cited in Power, Bell, Mills and Hermann-Doig 1999).

[0 Monitoring of suicide risk

A major component of the LifeSPAN Project was facilitating awareness among
clinical staff of the importance of early detection of suicide risk among their
patients. The project used two simple measures of suicide risk, one to be used
on initial assessment when the patient isfirst referred to the service and one to
be used at regular intervals upon follow-up. The Suicide Risk Factor Checklist
was developed by the project for the first function and the Brief Psychiatric
Rating Scale (BPRS) suicide subscore was eventually selected for the ongoing
monitoring function. Thisrating system acted as a prompt for cliniciansto refer
high risk patientsto the LifeSPAN therapy described below.

The Suicide Risk Factor Checklist was administered to 148 of the approximately
700 patients who entered the MH-SKY Youth Program during the survey. Over
one tenth of these patients reported thinking of suicide most or al of thetime.

The LifeSPAN Project Team reported that despite attempts to make the Suicide
Risk Checklist user friendly, clinician compliance with the use of the form was
lessthan 50 per cent. This problem was successfully addressed by incorporating
the content of the form into a new comprehensive clinical assessment form
(Power et al. 1999).

Evaluation over alonger term would be required to determine whether regular
monitoring of suicide risk is associated with further reductionsin rates of com-
pleted and attempted suicide at MH-SKYY.

Another issue raised in the concept mapping exercise held by the LifeSPAN
Project was that information about suicide risk was poorly recorded and com-
municated between different levels of the service. Patient tracking and database
systems were inadequate to this task.
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An important observation of Y PPI-1A staff was that despite having a good rela-
tionship with the young people they were often surprised by the extreme levels
of suicidality they were experiencing. This often only became apparent when
the self report measures (ASQ-R) were completed. Thus even with very compe-
tent case management the severity and frequency of suicidal thoughts may never
be disclosed unless concerted efforts are made to address thisissue.

[0 Cognitive-therapy based suicide prevention intervention

A concept mapping exercise conducted by the LifeSPAN project found that
clinicians perceived themselves aswell able to diagnose and describe the mental
state of patients, particularly in relation to suicide risk. However, they perceived
themselves asless able to address the psychol ogical factorsinvolved.

The LifeSPAN Project included the development and eval uation of a specific
cognitive therapy based suicide prevention intervention. Thisrepresentsthefirst
ever attempt to devel op such anintervention for patientswith psychotic illnesses
such as schizophrenia and major affective disorders. The therapy is designed to
complement and augment standard clinical care.

TheLifeSPAN Therapy wasdevel oped by the project team after consultation with
arange of expertsin thefield of suicide prevention. It isan individua cognitive
therapy program of ten weeks duration designed to: (i) better engage high risk
patientsin treatment and (ii) address cognitive risk factors for suicide such as
hopel essness, poor problem solving, misconceptions about mental illness, low
self-esteem and cognitive rigidity.

Therapy wasdelivered by two clinical psychol ogistswho were extensively trained
and provided with weekly supervision by two senior clinicians. It involves four
phases: engagement; assessment and formulation; cognitive intervention; and
closure and handover.

Tria participantswererecruited from EPPIC and the Older Adolescent Program
at MH-SKY over a 15-month period from October 1997 to December 1998.
Recruitment depended upon referral from servicecliniciansof patientsidentified
through screening as being at particularly high risk of suicide. Eligible patients
referred were randomly allocated to usual treatment and care (n=28) or usual
treatment and care plus the specific suicide prevention intervention (n=30). A
little over half (57.1 per cent) suffered from an affective psychosis.

Patientsin both the LifeSPAN group and the control group experienced signifi-
cant and similar improvementsin numbers of suicide attempts, frequency of self
harm and measures of suicidal ideation (SIQ) and psychiatric symptoms (BPRS)
over thethree observation points (baseline, ten weeksand six monthsfollow-up).
One patient from each of the study and control groups died by suicide shortly
before the six month follow-up. Thisis consistent with current rates of suicide at
EPPIC (Power et al. 1999).
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However, patients in the treatment group showed significantly better improve-
ments on a number of cognitive measures of risk for suicide including Quality
of Life Score, Reasons for Living subscales, and Beck Hopel essness Scale at
either ten weeks or six months follow-up.

The results suggest that the LifeSPAN Therapy asimplemented in thistrial had
little, if any, meaningful added effect over and above standard clinical care
provided at MH-SKY Youth Program. The project team specul ate that this may
be due to the fact that standard care at MH-SKY already includes a strong com-
ponent of cognitive therapies and that regular clinicianswere very likely to have
picked up considerable knowledge of LifeSPAN components during the course
of the project and introduced these into their usual practice, thereby diluting any
effectsfor the study group.

The LifeSPAN Project team recommend that the therapy be refined for incorpo-
ration into standard clinical counselling rather than continued as an additional
specialist intervention.

g Fl What works to reorient and the build capacity

. of mental health services to meet the needs
of young people?

Fifty-two per cent of respondents in the survey of Strategy key stakeholders
believed that the availability of skills, information and resources necessary to
work towards good practice in the treatment and management of mental
disordersin young people has got “alittle better” since 1995. Thirteen per cent
believed this availability is “alot better” and 23 per cent believed there has
been no change. The mgjority of respondents (77 per cent) believed that the
National Youth Suicide Prevention Strategy had at least some role in this
progress with 31 per cent saying it had a moderate role and 9 per cent saying it
had astrong role.

Oneof theaimsof the Y PPI-IA project wasto re-orient the Adult Mental Health
Services and other community agencies to better meet the needs of young peo-
ple with mental health problems. Evaluation of this component of the project
included focus group discussions with staff of two Adult Mental Health
Services and a Youth Health Service. Staff in one of the Adult Mental Health
Services and the Youth Health Service indicated that there was an increased
awarenessand knowledgeregarding Y PPI-1A and the needs of young peoplewith
early psychosis. Many staff also reported increasesin their skillsinworking with
young people with psychosis.

Aims of the LifeSPAN Project included increasing awareness of suicide risk
among clinicians already working in ayouth-focused mental health service.
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O Consultancy and information provision

Staff in serviceswho perceived changesin their service indicated that the Y PPI-
IA Project had made an impact by educating staff about issuesfor young people
with early psychosis. A worker from the Gosford Mental Health Acute Care Team
(MHACT), commented: “I reckon it made dealing with youth easier because we
had an expert to discuss them with, an expert to deal with” (Howe et al. 1999). A
worker from Youth Health, said: “| suppose that it improved my skillsin assess-
ment of young people who might have a psychiatric disorder, and it increased
my confidence, and it was good to have that back up of knowing that Y Page
[paging service] would come and help.”

Y PPI-IA staff also identified the consultancy role asimportant in hel ping services
develop confidencein their ability to provide aservicefor young peoplewith psy-
choticillness: “Accommodation services gave feedback that they were much more
prepared to maintain young people with psychotic illness in their accommoda-
tion service with the knowledge that somebody from Y PPl would be available if
therewas acrisis, but also available for education and consultation with staff
(YPPI-1A Worker, Howe et al. 1999).

Staff from the Youth Health Service noted that the youth focus of the Y PPI-IA
Program was particularly important to the val ue of the consultancy role of Y PPI-
IA. Sharing a youth-focused philosophy helped ensure that joint assessment
between the Youth Health Worker and the Mental Health Worker (Y PPI-1A) came
across as coherent for the client.

[ A clear philosophical base/transparent work practices

During the early devel opment of the Y PPI-IA Project, it became clear that it was
important for the team members to have a united philosophical base. Thiswas
difficult at first as project workers came from different occupational backgrounds
and varying levels of experience. To work towards the development of this
philosophical base, many discussions were held between staff members around
ateam approach. To ensure adherence to the good practice model, theimportance
of transparent work practices and open analysis of treatment were stressed.
Team supervision was also vital. Having an independent person available to
discuss relevant issues was integral to the success of developing a united
philosophical base.

A clear philosophical base appearsto becritical to the success of ateam approach
to service provision. The process of establishing agreement on key philosophies
is conducive to maintaining high quality practice.

Establishment of innovation within asingle service or program isto some extent
amicrocosm of the challenge of reorientation at the wider system level. The
experience of YPPI-IA isthat reorientation of servicesinvolves developing an
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awareness of why changes are needed and a vision of how things can be done
differently. Change leaders need to be able to articul ate their vision to those they
wish to influence. Having a clear philosophy to communicate would appear to
be thefirst requirement of any type of service reorientation.

00 Consult with young people with mental health problems

Theinitial phaseof the Y PPI-IA project involved researching the needs of young
people experiencing severe mental health problems. The input of young people
was obtained viadirect consultation, participation on the Project Steering Com-
mittee and in focus groups. The input of young peopleinto service devel opment
continued throughout the project and the eval uation.

O Dissemination of project results and information

Y PPI-IA was one of the most widely known projects funded under the National
Youth Suicide Prevention Strategy. The high profile of the YPPI-IA Project is
associated with avery comprehensive dissemination strategy that hasbeenimple-
mented from the very beginning of the project. By the time the fina report was
compl eted, aspects of the project had been presented at atotal of 36 conferences,
workshops and seminars across Australia. These included several national and
international conferences. The project staff also spoke about the project or aspects
of the practice model at alarge number of local meetings and in-services.

The Y PPI-IA Project also participated in a substantial number of local meetings
and ongoing working parties concerned with related issues.

Public relations were managed by the Project Coordinator. The project was the
subject of ten newspaper articles and the Project Coordinator also participated
inaradio interview, adocumentary program and two video projects.

The YPPI-1A Report notes that media coverage and other public relations work
not only increases exposure for the project itself but also promotes knowledge
of good practice more generally.

O A driving mechanism with a positive focus

The LifeSPAN Project emerged out of the interest and initiative of a group of
senior cliniciansat MH-SK'Y. These cliniciansformed a Suicide Reference Group
which was identified as a useful mechanism for formulating and driving initia-
tives. When the LifeSPAN Project ended, the group no longer had a core focus
and disbanded. Since then suicide prevention policy devel opments have contin-
ued in an ad-hoc and reactive manner rather than a pro-active manner.

O Build on functional quality enhancement systems

A notable achievement of the LifeSPAN Project was the incorporation of a
suicide risk assessment and risk management plan into the standard clinical
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assessment form. Less successful was the attempt to introduce routine monthly
assessments by case managers. In an effort to facilitate regular datarecording and
use, the project developed a new database and provided clinicians with training
inits use. However, the new system was not used. It was concluded that, while
desirable, such regular monitoring systems would not be sustainable without
further coordination and resource support from both the administrative (includ-
ing medical records and quality assurance structures) as well as senior clinical
structures of aservice.

More generally, the LifeSPAN Project team conclude that new policies and
initiatives for suicide prevention can only be successful if they are embedded
within existing functional structuresand systems. It isfurther noted that the more
functional services are perhaps not the ones that most require new policies and
procedures.

One solution recommended by the LifeSPAN team isthat mental health services
appoint asuicide prevention coordinator whose role would include regular mon-
itoring and provision of feedback regarding suicide related issuesin the service.
This position would be closely linked to regular auditing and quality assurance
systems. The Clozapine Prescribing Monitoring System is cited as one example
of a“clinician friendly” auditing system that could be used asamodel.

The YPPI-IA “Project” asfunded by the Strategy developed out of a number of
quality enhancement initiatives within the Mental Health Division of the Cen-
tral Coast Health Service. Theinitial Y PPI (Young People and early Psychosis
Intervention) “Program” was initiated in 1994, prior to the Strategy, in response
toincreasing evidencein themental health literature that traditional serviceswere
failing to meet the needs of young people experiencing significant mental health
problems. Theinitial establishment phaseinvolved researching the needs of young
peopl e experiencing severe mental health problems through a literature review
and by providing young people with an opportunity to communicate with
service providers about their experiences. The early research also identified
various best practice models that were in place in Australia and overseas. After
considering these models and relevant data the Y PPl Program devel oped a ser-
vice model that took the most important elements of the Youth Health Model
and married these with the evidence-based el ements of community mental health
practice.

A Quality Management Project was established in July 1996 by the Mental Health
Division of the Central Coast AreaHealth Service. ThisProject aimed to explore
issues of servicedelivery for young people with psychosis who were using men-
tal health services, youth health services and other alcohol and drug services, to
document what was actually occurring within those services and to devel op rec-
ommendationsfor quality improvement. Therecommendationscoming fromthe
Project focused on strategic planning, improving accessand education of staff on
current treatment and best practice models.
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The Central Coast AreaHealth Service has adopted apro-active stance on suicide
prevention since 1995. Activities included the establishment of a Suicide Out-
comes Group as part of the Area’s Outcome Council and atwo-day consumer
phone-in.

TheYPPI-1A Final Report notesthe strong culture of quality enhancement within
the Central Coast Area Health Service as critical to the success of the Y PPI
Program and the Y PPI-1A Project.

General discussion

Enhancing the quality of mental health servicesfor young people should be made
apriority for theimmediate future aswell asthelonger term. Informal consulta-
tions with stakeholders conducted by the evaluator, as well as information
presented in a number of project evaluations discussed in other volumes of
the Technical Report series, indicate that perhaps the most substantial and reme-
diable barrier to full implementation of the youth suicide prevention initiatives
advanced by the National Youth Suicide Prevention Strategy isthelack of appro-
priate and accessible mental health services for young people.

Apart fromtreatment of the mental disordersthat constitutethe major risk factors
for suicide, other strategiesfor suicide prevention have placed increased demands
on mental health services. For example, the need to conduct mental health assess-
ments on all young people presenting to accident and emergency departments
with self harm and suicide attempts, and the education and training of general
practitioners and other community gatekeepers has been reported by such
gatekeepers, aswell as staff of Child and Adolescent Mental Health Services, as
leading to an increase in demand for specialist mental health treatment and care.
Resources to meet thisincreased demand are generally unavailable and waiting
lists continue to expand. Early intervention programs also tend to increase
demands on mental health services by requiring the input of mental health
expertisein their implementation, and identifying individual swith mental health
problems who would otherwise remain unrecogni sed.

The survey conducted for the eval uation suggeststhat stakehol ders perceive that
less progress has been made in the treatment and support of young people with
mental disorders and other complex problemsthan in other areastargeted by the
Strategy. The mgjority of respondentsto the survey felt that over the past fiveyears
the situation has got “alittle better” (52 per cent ) or “alot better” (13 per cent)
with respect to thelevel of skills, information and resources availablewith which
toimprovethe quality of treatment and care provided to young people with men-
tal health problems. However, the majority of respondents perceived that the harm
and disadvantage suffered and the quality of life enjoyed by young people with
mental health problems has not changed (over 50 per cent ) or has becomeworse
(over 15 per cent ). Views on changes in service accessibility were divided with

74 Treatment and support



39 per cent of respondents perceiving that accessibility was alittle better, 36 per
cent perceiving no change and 12 per cent perceiving it had become worse.

Only three projects funded under the Strategy focused on the treatment and
support of young people with mental health problemsby specialist mental health
services. Despite the low numbers of projects that have addressed thistopic they
have between them provided arich source of information about the key issuesand
have identified some exciting possibilities for progress in the development of
mental health servicesfor young people.

Themost important and overarchingissuesof concern are: (i) how to enhancethe
accessibility of servicesfor young people; and (i) how to increase their engage-
ment with treatment.

A number of other, mostly clinical issues were also identified. These include:
how best to address dual diagnosis involving substance misuse; the use of
medication in the treatment of depression in young people; use of psychological
therapies, particularly in cases of severe depression; and how services can best
respond to young peoplewith mental health problemswho areat particularly high
risk of suicide.

Theissuesof accessand engagement aswell asthe clinical issueshighlight some
important questions about the waysin which mental health servicesare currently
organised and what sorts of arrangements may be most appropriate for facilitat-
ing the delivery of effective mental health servicesto young people.

Models of mental health service delivery for young people

The projectsin this group were based on models of service provision that are
different from what is generally available in most areas of Australiaat present.
They differed ontwo key dimensions. Firstly themodel s of service provision used
by the current projects were youth specific. In contrast most mental health ser-
vicestarget either adults, or children and adolescents. Youth specific services or
programs are rare. A second key feature of the service models examined in the
current group of projects was a focus on specific diagnostic groups. Two of the
projectsin the current group focused on particular diagnostic groups.

Youth specific versus generic mental health services

All three projects in the current group involved a youth specific model of ser-
viceprovision, targeting ages 1425 (or 30 years), encompassing the period from
mid-adolescence to young adulthood.

Following the tradition of its predecessors (EPPIC and the Centre for Young
People’'s Mental Health), MH-SKY (Youth Program) is a pioneer of the youth
specific model of mental health service provision in Australia. Y PPl was also
formed previous to receiving funding from the Strategy in an effort to develop
an alternative model of care to those currently available. Out of the Blueswas a
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special project funded by the Strategy to trial a youth specific model of service
provision for young people with depression. In contrast, publicly funded mental
health servicesfor young people are generally only available from generic child
and adolescent (or child and youth) mental health services (up to age 17 or 18)
and generic Adult Mental Health Services (18 years and over). Very few youth
specific services (targeting ages 14-25 years) are currently available.

Theresults of al three of the current projects convergeto identify a set of condi-
tions, practicesor service characteristicsthat arelikely to beimportant inimprov-
ing access, engagement and outcomes for young people. There is a strong
suggestion that the youth specific model of service provision is fundamentally
important to ensuring that these conditions and practices are in place. Having a
team of clinicians that are all dedicated to working with adolescents and young
adults appears to facilitate adoption of these practices by encouraging the
development of an organisational philosophy or culture that is sensitive to the
socia and devel opmental issues affecting young people. Theyouth specific team
model appearsto provide astructure that ensures a strong focus on professiona
development, professional supervision and peer support structures that continu-
ally reinforce staff members’ commitment to the work practices required.

The results of the current studies are sufficiently positive to justify policy mak-
ersand service planners giving serious consideration to expanding the availabil -
ity of youth specific mental health services. This process of consideration will
need to include a program of service devel opment research aimed at systemati-
cally testing the effectiveness of youth specific versus existing models of mental
health service provision to adolescents and young adults (see Key issues for
further research below).

Diagnosis specific versus generic services

Two of the projectsin the current group focused on particular diagnostic groups.
While the information from the project evaluationsis consistent in its support
for the youth specific servicemodel, theissues surrounding the value of diagnostic
specificity are much more complex.

Recent years have seen asubstantial increasein resourcesallocated to early inter-
vention in psychosis. A number of services (program units or teams) with aims
and objectives similar to those of Y PPI have been established in most states and
territories.

The advantages to be gained by focusing program teams on particular diagnos-
tic groups are similar to those that accrue to other types of specialisation. Exper-
tise can be concentrated and developed to a high level. Team work and
professional support is also enhanced when agroup of colleaguesisworking on
the same issues. Specialist teams can also act as avaluable resource for general-
ist workers requiring advice and assi stance in working with particular groups of
clients.
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A key issue for mental health policy development concerns whether the process
of service development that has occurred in the area of early psychosis should
be replicated for early intervention in depression and other high prevalence
disorders.

The South Australian Government has proposed to “replicate” the Out of the
Blues model by placing individual workers focusing on depression in young
peoplewithin Child and Adolescent Mental Health Services. Thisapproach does
not actually include the essence of the Out of the Blues model, which revolves
around the identity, philosophy and sense of place created by ateam of profes-
sionals working on similar issues. Thereis doubt as to whether such specialist
expertise can be adequately developed, used and supported without a specialist
team.

Models of service delivery for early intervention in psychosis have included the
placement of individual workersfocusing on early psychosisin generic Child and
Adolescent and Adult Community Mental Health Servicesaswell asthecreation
of specialist services and teams such as EPPIC and Y PPI. However, asyet there
has been no systematic evaluation of the youth specific team model compared to
the individual worker within a generic team model. The latter model has been
trialed in Western Sydney AreaHealth Serviceand can bejudged afailure. There
was very high staff turnover and poor morale from almost the beginning of this
exercise. Early intervention staff were placed ontheir ownin Adult Mental Health
Services and experienced major difficultiesinitiating the kinds of activities that
have beenidentified as necessary in enhancing accessfor young people. Yet these
staff were expected to actually stimulate cultural changein Adult Mental Health
Services. Thismodel hasnow been abandoned in favour of aspecialist early inter-
vention team that is based together in its own building.

It must also be borne in mind that there is currently only avery small pool of
staff with specialist mental health early intervention skills. Models of service
delivery and devel opment need to be sengitiveto thisfact and include mechanisms
for nurturing and growing the skill base. Thereis evidence that a specialist team
model that includes professional and peer supervision is effectivein thisregard.

Itisimportant that there be aprocess of mental health service enhancement aimed
at building the capacity of servicesto identify and treat depression in young peo-
ple. Any such process of service devel opment needsto be preceded by further rig-
orous evaluation of the various models and approaches to service development.
Eval uation should a so aim to identify which approaches are best suited to effec-
tive management of co-morbidity involving depression, anxiety disorders and
substance misuse. Early psychosis services also need to increase their focus on
treatment of co-morbid substance misuse.

Evaluation should compare indicators of mental health outcomes, engagement
and accessibility as well as cost effectiveness of different service models.
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Processes of service development and implementation, impacts, outcomes and
costs should be monitored for at least five years.

The role of generic Community Mental Health Services

The suggestion that generic Child and Adolescent Mental Health Services
(CAMHS) and Adult Mental Health Services (AMHS) might need a specia
worker to focus on depression in young peopl e rai sesthe question about the proper
roles of generic CAMHS and AMHS in relation to treatment of mental health
problemsin adolescents and young adults. After al what could be more generic
than treatment of depression in young people? (Hazell, P, personal communica
tion). Why arethe other CAMHS and AMHS staff not already including thiswork
among their other priorities?

Further, the suggestion that generic CAMHS and AMHS need specialist youth
staff contributes to a growing body of evidence that these services are failing to
meet the needs of adolescents and young adults. One possible explanation is that
CAMHS and AMHS are more accessible to children and adults than to youth
and that the demands of treating clients who actually present limit the ability of
these servicesto take the steps necessary to make themselves more accessible to
young people. Similar processes are likely to be operating in relation to other
populations whose utilisation of servicesisrelatively low, such as people from
non-English speaking and indigenous backgrounds.

TheNSW Youth Health Policy — Young Peopl€’ sHealth Our Future (NSW Health
1999h: 1) states: “ Young people have not enjoyed the sameimprovement in health
status when compared to other sections of the community . . . Young people have
specific health problems, needs and concerns. These problems and needs differ
from the needs of adults or children. Another reason why young peopl€e's health
has not improved is because it is often assumed that the health needs of young
people can be adequately catered for within adult or child health services”

The response of the National Youth Suicide Prevention Strategy wasin large
part based on recognition of this fact and the results of the project evaluations
provide further evidenceto this effect.

Theevaluation of YPPI-IA in particular revealed tensions regarding the accessi-
bility of services for young people with mental health problems other than
psychosis. The suggestion was made by stakeholdersthat Y PPI-1A should expand
toincorporateawider set of issues. Itisremarkablethat aspecialist servicefocus-
ing on psychosisshould beidentified asin need of expansion to meet thisbroader
need of young people. Thecriticismthat Y PPI-1A wastoo narrowly focused raises
the question about the roles and responsibilities of generic Child and Adoles-
cent Mental Health Services (and Adult Mental Health Services) in providing
access to mental health servicesfor all young people with mental health prob-
lems. It addsto the evidence that generic servicesfrequently fail to meet the needs
of young people adequately and that changes in the way services operate are
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required. (Note that EPPIC operates as a speciaist unit within acomprehensive
youth specific model.)

Further work is required to clarify the proper roles and responsibilities of
specialist services and generic Child and Adolescent Mental Health Services as
well as Adult Mental Health Services. Specialist youth programs focusing on
particular diagnostic groups or particular types of mental health problems may
become the focus of unrealistic and inappropriate expectations if youth mental
health is not receiving adequate attention by other parts of the mental health
system who should share this responsibility.

Principles and directions for policy and service development

Thetension between the strategy of disorder-focused specialisation versusyouth-
focused specialisation is highlighted even further when we consider the view
expressed by Y PPI-1A staff that aholistic approach to service provisionisneeded
inorder to provide appropriate careto young peoplewith dual diagnosisand other
complications.

The New South Wales youth health policy (NSW Health 1999b: 3) also recog-
nises the importance of a holistic approach to health service provision for young
people: “ Programsand approacheswhich reflect [a] holistic view and which focus
on mental health issues, lifestyle and environmental/social issues present the
greatest opportunity to make positive health improvements and maintain health
outcomes for young people.”

The conclusion that a holistic approach to service provision isimportant when
caring for young peoplewith mental health problemsand substance misuseissues
is aso consistent with the findings of the projects discussed in Chapter 1 of this
Technical Report. It was observed in the discussion of these projects that there
appearsto be considerable overlap in the client populations of specialist mental
health services and non-government agencies and youth health services work-
ing with marginalised young people at high risk of suicide.

Can aspeciaist mental health service focusing mainly on one particular type of
disorder such aspsychosisor depression provide holistic care? The Y PPI-1 A team
have drawn attention to the concept of a*youth mental health model” (which
combines elements of the holistic oriented “youth health model” with the evi-
dence-based practice approach to service devel opment which is gaining strength
in the mental health sector) and suggested the need to conduct further research
in this area. The concept of the “youth mental health model” could provide a
useful framework for organising the range of service development research
activities required (see below). Because it acknowledges its conceptual rootsin
the development of youth health services (and generalist youth services) the model
also provides a framework for exploring issues surrounding the creation of
partnerships across sectors.
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It has been suggested previously that resources be allocated to demonstration
projects capable of exploring the roles of agenciesin different sectorsin provid-
ing services to young people with mental health problems as well as other com-
plex problems (see Chapter 1). The convergence of thinking regarding the need
for aholistic approach emerging from the projectsbased in youth health services,
non-government agencies, and mental health servicesis reassuring as well as
challenging. Thereisclearly a need to invest resources in the devel opment of
identifiable places that can provide, in the one location, a comprehensive range
of services to young people with complex problems including mental health
problems, drug and a cohol problems, family conflict, homel essness, exposureto
abuse and neglect. A holistic service that provides aphysical space may aso be
more successful in encouraging and supporting young peopl€e's involvement in
service development and evaluation activities.

One of the most critical questions emerging from the issues identified above
and in Chapter 1 of this volume is where such services would be best located,
professionally and administratively. Youth health services are more advanced
along the path of holistic service provision than most mental health services.
The New South Wales youth health policy (NSW Health 1999b) describes a
number of youth health servicesin that state, most of which are funded under
the Innovative Health Services for Homeless Youth (1SHSY) Program, which
currently provide awide range of servicesfor disadvantaged young people. Itis
noted that an evaluation of the IHSHY Program conducted in 19961997 found
these servicesto be “highly effectivein providing arange of health care services
to disadvantaged young people” (p. 5). Physical co-location of a number of
service providers on one site is noted as providing enhanced access for young

people (p. 6).

“Significant findings of thiseval uation werethat young peopleregularly accessed
ayouth friendly, youth appropriate service for a diverse range of health needs
including drug and alcohol, counselling, clinical services such as treatment of
injury, immunisation services, accommodation assistance and referrals to
specialist services. As part of the Evaluation young people reported that often
they sought help for a number of health related issues while visiting the youth
health service and considered the youth health service to be friendly, safe, and
confidential placed to seek help. The accessibility of IHSHY services and the
numbers of young people who access the services who would otherwise leave
health problems untreated reaffirms the importance of providing and promoting
youth appropriate services” (NSW Health (1999b: 23).

New South Walesyouth health policy also notesthat these programsand services
arenot availableto all young peopl e throughout the state, particularly young peo-
pleinrural areas. The policy recommendsthat all AreaHealth Servicesidentify
at least one Community Health Centre and develop this Centre to be “youth
friendly”. “In order to increase access to services, existing successful models
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should befurther devel oped and where appropriate, replicated or modified to suit
local circumstances’ (NSW Health 1999b: 25).

Sinceyouth health services have been identified as general ly being highly acces-
sible for young people and effectively addressing arange of health issuesitis
surprising that there has been so little consideration of the potential role of youth
health servicesin providing mental health care for young people. Such services
are likely to be viewed as more acceptable and less stigmatising by young
people (Kurtz 1996). It might be expected that IHSHY programs might be
particularly well suited to providing primary mental health carefor young people
with complex needs.

The holistic Primary Health Care model, on which these services are based has
been identified as particularly important in improving the emotional wellbeing
of Aboriginal and Torres Strait |slander people (Swan and Raphael 1995aand b).
Enhancing the mental health service provision capacity of primary health
care servicesformsthe central thrust of the Aboriginal and Torres Strait Islander
Emotional and Social Wellbeing (Mental Health) Action Plan (Commonwealth
Department of Health and Family Services 1996).

Existing reviews of youth health services and IHSHY programs do not include
detailed discussion of mental health issues. It has been noted that young people
with mental disordersdo not currently gain equitable accessto IHSHY programs
(Howe, D., personal communication, March 2000). Conversely, staff of the
Supported Accommodation Assistance Program (SAAP) have argued that
mental health services are not appropriate to the needs of young people who are
homeless or at risk of homelessness and that specialist mental health staff are
not available to provide them with consultation support when it is needed (see
Chapter 1 thisvolume).

In many parts of Australiayouth health services and youth focused non-govern-
ment agencies are often already providing the only form of mental health carethat
many young people are willing or able to access (see Chapter 1 of thisvolume).
A number of non-government youth services such as the Connexions Program
of Jesuit Social Servicesin Victoria (see Chapter 1) have developed consider-
able expertise in providing treatment for mental disorders as well as arange of
other services to young people with highly complex issues. There are currently
very few such services available.

Clearly thereisaneed for policy and service devel opment planning and research
work focused on building and refining effective models of mental health service
delivery for young people (Recommendation 2.1). Thiswork needsto be led by
the Commonweal th and state and territory governments. Policy frameworks and
strategic plansarerequired toinform and guide the devel opment of mental health
servicesfor young peopleinareasand regions. Key aimsfor strategic plansshould
be: (i) to ensurethat service model sare avail able which addressthe specific needs
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of young peoplein addition to adults and children, as well as young people with
complex mental health problems and those exposed to multiple risk factors for
suicide (Recommendation 2.1, first dot point); and (ii) to achieve an appropriate
balance between generic mental health services and specialist unitssuch asthose
focusing on youth or psychosis, depression, and dual diagnosis (Recommenda-
tion 2.1, second dot point).

The project of identifying and further devel oping effective models of service
delivery for young people with complex problemswho are currently not access-
ing other services, aswell as delivery of primary mental health care for young
people more generally will require partnerships between youth health services,
youth focused non-government agencies and mental health services.

Thereisroomfor thedevel opment and trial of arange of different modelsinclud-
ing: consultation-liaison; Shared Care; employment of specialist mental health
professionals or teams within youth health services; expansion of the specialist
youth mental health model (for example, Y PPI) to address a wider range of
mental health related issues; and co-location of specialist youth mental health
services with youth health and other youth focused services.

Asaninitia stage of an ongoing reform process, demonstration programs should
be established and be located in a number of different service environments
including specialist mental health services, youth health services and non-
government agencies (Suggestion 2.1a). Evaluation of these projects should be
coordinated to ensure adesign that is capable of testing for the effects service
environment. For example, there needsto be use of uniform impact and outcome
measures. A variety of potential new service models and their relationship to
existing servicesisshownin Table 2.2.

The nature of mental health services provided by such services would be some-
what more extensive than that traditionally allocated to the primary health care
tier. Close collaboration with other specialist mental health services, particu-
larly inpatient services and after hours crisis assessment services would also be
required.

It seems likely that each type of model will have advantages and disadvantages
depending on the particular needs of the populationsthey serveand theavailability
of other related services. It must also be acknowledged that in most locations,
particularly rural and remote areas, no single agency or sector will have the
capacity to provide a sufficiently holistic service that is adequately tailored to
the particular needs of adolescentsand young adults. In order to meet therequire-
ments of genuine holistic service provision within an identifiable youth friendly
space, creative solutions will be required.

An dternative model worthy of exploration is physical co-location of the*youth
arms’ of avariety of relevant services. For example, a specialist mental health
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service, ayouth health service, a drug and alcohol service, an accommodation
service and awelfare agency could pool resources and co-locate workers that
are dedicated to working with youth in a“multiservice setting” or a“multi pur-
pose youth service”.

Thisconceptissimilar to the Multi Purpose Service (MPS) which hasbeen devel -
oped as aresponse to problems of providing a comprehensive range of services
to small populations in rural and remote areas. The MPS involves pooling
Commonwealth and state/territory funds from avariety of sectors. Variations of
the MPS model have been trialed with considerable successin numeroussitesin
various states (Andrews et al. 1995; Fitzgerald and Medley 1999). Models that
place emphasis on community involvement in prioritising the various purposes
or functionsthat could be included in a particular MPS are preferred. The major
recommendation made by Andrewset a. (1995: 4) isthat “the MPS concept and
related strategies . . . be extended to appropriate new sites’.

While originally developed for rural and remote communities, the MPS model
isalso suitablefor addressing problemsof cost effective service delivery to small
populations with special needs such as young people with mental disorders and
other complex problems. Multiservice settings or Multi Purpose Youth Services
with strong administrative and professiona links acrossarange of sectorswould
also bein aposition to overcome many of the barriersthat currently hinder wider
implementation and institutionalisation of early intervention, primary prevention
and mental health promotion.

Growing awareness of the potential of thisapproach isdemonstrated by the recent
initiative of the Victorian Government to establish school focused youth services,
whose brief includes mental health promotion and early intervention in mental
health problems. Capacity of school focused youth services to include a strong
focuson mental health and be adequately linked and supported by speciaist men-
tal health servicesis enhanced by the Mental Health Promotion Officer scheme
which has placed aworker dedicated to mental health promotion in every Child
and Adolescent Mental Health Service (CAMHS) servicein Victoria

Itissuggested that three or more* multiservice settings’ targeting youth (or Multi
Purpose Youth Services) be devel oped as demonstration projects and evaluated
along with other demonstration projects based within traditional service settings
viaamulti-sitetrial (Suggestion 2.1b).

It would be preferable for Multi Purpose Youth Service (MPY S) demonstration
projectsto be based in Areas that have aready established structures to support
intersectoral collaboration between state government services. For example, sev-
eral Areasin New South Wales, such asthe Hunter and the North Coast, arerela
tively advanced in their implementation of the Regional Coordination Program
which isadministered by the New South Wales Premier’s Department (see Chap-
ter 4 Technica Report Volume 1 for more detail). Regiona and rural centres that
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TABLE= 2.2 Levels of expanded mental health service provision for youth

Level

Location

Target
population

Staffing

84 Treatment and support



have established Multi Purpose Serviceswould also bewel | placed to support such
demonstration projectsif local communities have identified young people’ s men-
tal hedthasapriority and if the additional resourcesrequired were madeavailable.

Dual diagnosis

Policy development and planning needsto give high priority to the devel opment
of service models appropriate to the needs of young people with dual diagnosis
involving mental health and drug use problems. There needs to be formal
discussion between mental health professionals and drug and alcohol profes-
sionals about ways of working together more effectively. Whilethe need to work
in partnership is widely recognised, there has been afailure to identify concrete
models that services could use as afoundation or guide for the development of
collaborative working relationships. It may be productive for mental health
servicesand drug and alcohol servicestowork collaboratively to develop and tria
modelsof collaboration (Recommendation 2.1, third dot point). Over recent years
Divisions of General Practice across Australia have developed and trialed a
variety of modelsof shared care between general practitionersand mental health
services. A number of these models might be adaptabl e to partnerships between
mental health services and arange of other servicesincluding drug and alcohol
services, youth services, sexual assault and child protection services.

Enhancing engagement of young males

Even though Out of the Blues appeared to be more accessible to males with
depression than usual services, Martin and Wright (1999) report that young males
with comorbid externalising problems such as conduct disorder and substance
misuse remained difficult to engage and that anumber of depressed young males
with these problemswere“lost” to the service through drop-out. Further work is
clearly required to develop strategies that are more effective in engaging young
males in the treatment of mental health problems, particularly complex prob-
lemsinvolving depression, conduct disorder and substance misuse (Recommen-
dation 2.1, fourth dot point).

There is a dearth of evaluation research literature that has examined what is
effective in enhancing the engagement of young males with mental health
services. However, as noted in Chapter 1 of this volume, rigorous evaluation
researchin the United States has demonstrated the effectiveness of Multisystemic
Therapy in engaging young males presenting with antisocial behaviour and
substance misuse. Henggeler et al. (1996) compared Multisystemic Therapy
(MST) and a“usual services” condition in the treatment of substance misuse
among juvenile offenders and found that 98 per cent of the familiesin the Mul-
tisystemic Therapy condition completed the full course of treatment. In contrast,
only 22 per cent of familiesin the usua services condition attended any service
at all.

Multisystemic Therapy as practiced in the studies by Henggeler and colleagues
is delivered by Community Mental Health Centres and focuses on promoting
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functioning and enhancing positive connections of young people within a
variety of systemsincluding family, school, positive peers and community. A
particularly strong emphasisis placed on the family system. Several of the key
features of Multisystemic Therapy that Henggeler and colleaguesidentify ascrit-
ical toits effectiveness in engaging disturbed young males are highly consistent
with the factors identified by Out of the Bluesand Y PPI-IA. Most significantly,
Multisystemic Therapy emphasi ses the responsibility of the therapist to actively
implement strategiesto engage clientsand their families. Multisystemic Therapy
is focused on the young person and the family, with treatment goals and
intervention strategiestailored to the needs, strengths and goals of the youth and
family. Servicesare provided in the home and community-based locations rather
thanintraditional officeand institution based settings. Therapistsare availableto
see clients after hours. Treatment is holistic in that it seeksto address all the key
issues affecting the young person (Henggeler et a. 1994).

Suicide specific interventions

Results of the LifeSPAN Project eval uation suggest that an additional cognitive
behavioural intervention targeting young people with psychotic illness identi-
fied at particularly high risk of suicide did not produce further improvementsin
outcomes above and beyond those achieved by the comprehensive community-
based youth specific treatment and care provided at MH-SKY (Youth Program).

Nevertheless, the LifeSPAN Project Team believe that more systematic moni-
toring of suiciderisk by cliniciansislikely to increase their capacity to respond
more effectively when necessary. Power et a. (1999) recommend that mental
health services appoint asuicide prevention coordinator whose rolewould include
regular monitoring and provision of feedback regarding suicide related issuesin
the service. This position would be closely linked to regular auditing and quality
assurance systems. Thisrecommendation issupported (Suggestion 2.1c). Another
key role for such a position would be to coordinate the regular collection and
analysis of arange of dataitems that have been identified as possibly related to
increased risk of suicide among clients of mental health services.

Another critical role for mental health servicesin suicide prevention is provid-
ing mental health assessmentsfor peoplewho present to accident and emergency
departments following deliberate self harm and suicide attempts, and providing
follow-up care and treatment as needed. This appears to be a particularly prob-
lematic area of work for mental health services and these issues are discussed in
detail in Chapter 1 of Technical Report Volume 3.

Key issues for further research

As noted above, the results of the current studies are sufficiently positive to
justify policy makers and service planners giving serious consideration to
expanding the availability of youth specific mental health services. This process
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of consideration should include aprogram of service devel opment research aimed
at systematically testing the effectiveness of youth specific versus existing
models of mental health service provision to adolescents and young adults
(Recommendation 2.2, first dot point).

A major limitation of the projects funded under the National Youth Suicide
Prevention Strategy is that while they provide evidence that these services are
accessible, and are capable of engaging young people and achieving positive
mental health outcomes, we cannot conclude with certainty that the model
proposed, is more effective than most services that are currently in place. Asa
first step it would be valuable to have information about the extent to which the
practices identified here as facilitating access, engagement and outcomes are
implemented by Child and Adolescent (Child and Youth) Mental Health Services
(CAMHS) and Adult Mental Health Services (AMHS) more widely and what
potential thereisfor wider adoption of these practices within current model s of
service delivery (Suggestion 2.2a).

For example, do CAMHS and AMHS generally have a conscious orientation
towards maximising access or do most operate only as secondary and tertiary
referral services? What proportion a so accept secondary and primary referrals?
How many provide a physical youth friendly space where young people are
free to spend time and engage with services when they feel comfortable? How
many actively network with youth health services? How flexible are appointment
systems? What proportion provide assertive outreach to young people in
community-based locations and provide after hours services? How many services
support theinput of young peopleinto service development and service delivery?
More detailed information about the current operating procedures of CAMHS
and AMHS and the variationsin these across servicesin different areasisrequired
to further our understanding and to inform policy development in this area.

Data on child and adolescent mental health services have not been readily avail-
able and were collected by the National Survey of Mental Health Services for
the first time in 1996/1997. The New South Wales Strategy, Making Mental
Health Better for Children and Adolescents (NSW Health 1999) notes that data
from the National Survey of Mental Health Services will be used to monitor
implementation of that Strategy until 2001. It is strongly suggested that the
National Survey of Mental Health Services continue to collect data appropriate
to monitoring the operation of child and adolescent mental health servicesaswell
as data on the extent to which CAMHS and AMHS are meeting the needs of
adolescents and young adults (Suggestion 2.2b).

Measuring access

Measurement of service accessibility iscomplex and very little rigorous service
eval uation research has been donein thisareain Australia. Yet accessisafun-
damental dimension of overall service quality and effectivenessthat cannot remain
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neglected if we are to be confident that services are being provided equitably to
all members of the population that require them.

Developmental evaluation work is required in order to identify valid indicators
of accessibility that can be used with reasonable ease by service managers
(Recommendation 2.2, second dot point). Total numbersof referral's, assessments
and ongoing clients are not sufficiently sensitive indicators of service accessi-
bility. Severa potentially useful indicatorsare suggested from the effortsof Y PPI-
IA and Out of the Bluesto address this question.

Source of referral, in particular the number and proportion of referrals received
from community agencies, parents and young people themselves, appears to
be an important indicator of the extent to which the agency is known and
well regarded in the public domain and the relative ease with which community
members can identify and make contact with the service.

Changesinreferral source profiles could be used to assesswhether changesto ser-
viceshaveincreased their accessibility or not. Comparison of referral source pro-
files could provide an indication of the relative accessibility of different services.
Most community mental health services gain alarge proportion of their referrals
through hospitals. Referralsto community-based mental health servicesfrom com-
munity gatekeepers, parents and young people themselves are likely to occur
before the individual in question has become sick enough to require hospitalisa-
tion and would indicate a higher degree of client willingnessand ability to access
services. Thusanimportant indicator of aservice' saccessibility may beadecrease
intheproportion of hospital referralsand anincreaseinthe proportion of referrals
from community gatekeepers and self referral's. Ratios of hospital to community
referrals could be used to compare the accessibility of different services and to
evaluate the effectiveness of measures that aim to increase accessibility.

The next question that arises here is whether referrals from the community are
likely to makeit through the various processes that most servicesareforced to use
to ensure that the limited resources available are directed to those individuals
most in need. Martin and Wright (1999) reported that a high proportion of refer-
rals to Out of the Blues from parents were declined after an initial telephone
interview. Only 18 out of 59 referrals from parents (31 per cent) progressed to a
face-to-face assessment. In contrast 10 out of 12 (83 per cent) self referralsfrom
young people went on to assessment.

The accessibility of any particular service also needs to be considered in the
context of the total need for services among the population being served and
whether alternative services are available to meet these needs. Thus accessisbest
evaluated by considering thetotal availability and utilisation of relevant services
in a specified geographic areaand comparing thiswith the prevalence of mental
health problems from population-based surveys. The number of young people
with psychosis or depression actually presenting or gaining accessto a particular
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servicewithin aparticular period of time could be compared to the estimated inci-
dence of these conditions at a population level. By including a number of differ-
ent servicesin such astudy the relative accessibility of different servicesand the
importance of certain service attributes to accessibility could be explored.

Most mental health services currently lack the resourcesto conduct such sophis-
ticated monitoring of service access. Service data systems generally remain
inadequate to the task of providing reliable data about service utilisation across
different population groups and data about the prevalence of mental health
problemsin different population subgroups are not available at local areahealth
servicelevels. However, the National Survey of Mental Health and Wellbeing of
Children and Adolescents, conducted for the first time in 1997 (and released in
November 2000), has recently made relevant data available (Sawyer et al. 2000).
These data could be used as a guide to the prevalence of mental health problems
in most areas. The National Survey of Mental Health and Wellbeing of Children
and Adolescents would need to be repeated at 5 or 10 year intervalsif itisto be
of value in monitoring any changesin the prevalence of mental health problems
and patterns of service utilisation (Suggestion 2.2c).

At aday-to-day management level it may be more feasible to evaluate accessi-
bility by monitoring the numbers of referrals that are declined by particular
servicesaswell astheissuespresented by thesereferralsand the reasonswhy they
are declined. It would also be valuable to have information about whether these
declined referrals are referred to other services, where they are referred to and
if these referrals are accepted by the alternative services. Even though certain
referrals might not be appropriate for a particular service asit is currently con-
gtituted, might aneed exist that isnot being met?1n the case of young peoplewho
are not accepted to a service because their disturbance is not severe enough to
warrant diagnosis of a particular mental disorder, such information may be par-
ticularly valuable for assessing need for early intervention aimed at preventing
the onset of amental disordersin the future.

Another important dimension of accessibility istheamount of timeit takesclients
to access the service after the problem begins (duration of untreated illness)
and the “smoothness” of the pathway they travel in coming to the service. A
growing body of research has examined the “pathways to care” for adults with
mental health problems (Commander et al. 1997; Gater et al. 1991; Moodley
and Perkins 1991), and recent research has also focused on pathways for young
people with early psychosis (Larson et a. 1998; Lincoln and McGorry 1995).
However, very little is known about the range of pathways through which
adolescents and young adults with other mental health problems gain access to
mental health services. Pathways research involving a representative sample of
young people accessing any particular service would provide useful information
inthe evaluation of serviceaccessibility aswell asinforming service devel opment
work aimed at enhancing accessibility (Recommendation 2.2, third dot point).
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Measuring engagement

Effective engagement of young peoplewho are serioudly affected by mental health
problemsand at high risk of suicideisaclearly evident achievement of the three
mental health servicesin thisgroup. Measurement and documentation of engage-
ment were more rigorous and more thorough than measurement and documen-
tation of access. Thisis probably because it is easier to measure engagement
than access. Engagement is a process that unfolds after the client has made con-
tact with the service, whereas many (but not all) of the factors determining access
exert their influence before the client contacts the service.

Engagement of young peopl e should be considered a central indicator of mental
health service quality and effectiveness and data relevant to this indicator can
and should be collected and reported routinely by all mental health services as
anintegral part of quality assurance (Suggestion 2.2d).

Simple data items that could be included on electronic data systemsinclude: if
theclient has ceased contact with the service prematurely (in contra-indication of
key worker/case manager/team advice); client agreement/refusal to participatein
service evaluation activities; and proportion of appointments attended.

It would also be desirable for services to collect data on client satisfaction with
service routinely with aview to monitoring their effectivenessin engaging with
individual clientsand different groups of clientsand informing the ongoing design
of strategiesto improve engagement. Data on satisfaction with particul ar aspects
of service in the current projects were very useful for identifying the character-
istics of service provision that are most effective for engaging young people.

Efficacy of treatment for depression, anxiety and substance misuse

Further work is clearly required to develop and evaluate models of treatment for
young people with depression and anxiety as well as for young people with
substance misuse and mental health problems (Recommendation 2.2, fourth dot
point).

Oneof thekey issuesraised by Martin and Wright (1999) in the devel opment and
evaluation of Out of the Blues concernsthe use of medication in the treatment of
depression in young people. Effective use of medication with young people
suffering from depression is an areawhere further research is urgently required.

While there is widespread consensus regarding best practice in the use of med-
ication in the management of early psychosis, that is, the lowest possible dosage
of neuroleptic medication (National Early Psychosis Project 1998), knowledge
about appropriate use of medication in the management of depression in young
peopleislesswell developed.

The current National Health and Medical Research Council guidelines on the
management of depression inyoung people (NH&MRC 1997) identify cognitive
behavioural therapy (CBT) asthe treatment of choice for unipolar depressionin
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young people and specify that antidepressant medication should only be used
whenfirst linetreatments have been unsuccessful. Thisrecommendationisbased
on the fact that controlled trials have demonstrated the efficacy of CBT in the
treatment of depression in young people while no such data were available to
support the use of antidepressant medications. Thisis not due to the failure of
trials to demonstrate efficacy but because of alack of appropriate studies.

Martin and Wright (1999) review the literature published since the NH& MRC
guidelines were developed and find evidence to support the use of selective
serotonin reuptake inhibitors (SSRIs) in the treatment of depression in adoles-
cents. Patton and Burns (1999) also cite positive evidence to this effect from a
doubleblind, randomised, placebo-controlledtrial (Emglie, Rush, Weinberg et a.
1997). The young people in this study were aged 7-17 years. Patton and Burns
(1999) note that the lack of adequately designed pharmacological studies exam-
ining thetreatment of depressioninyoung peopleisstriking. Recent research with
adultsindicates that antidepressant medication is under-used in the treatment of
patients with major depression and with a history of suicide attempt (Oguendo
etal. 1999).

It isimportant that eval uation research be conducted that can be used to monitor
the appropriateness, and guide the updating, of the NH& MRC Clinical Guide-
lines as necessary. Specifically, it would be valuable to have information
about the characteristics of young people who respond positively to Cognitive
Behaviour Therapy aswell asthose who do not respond to Cognitive Behaviour
Therapy, and who instead improve when prescribed particular antidepressant
medications. Evaluation research also needs to monitor long term outcomes
(Suggestion 2.2¢).

At this point in time the NH& MRC Clinical Practice Guidelines on Depression
in young people (NH& MRC 1997) remain the only initiative of national signif-
icance aimed at enhancing the treatment and prevention of depression in young
people. Distribution of practice guidelineson their own, inthe absence of enabling
and reinforcing strategies has been found to beineffectivein generating improved
performance or health outcomes (Daviset a. 1992). Andrews (1999) hasidenti-
fied a set of strategies that appear to be necessary for implementing clinical
practice guidelines. These include ensuring that organisational processes in
work environments facilitate the practices recommended and evaluation. It is
important that evaluation be conducted to determine the extent to which the
NH&MRC Clinical Practice Guidelines on Depression are being used and
whether use of the guidelinesis associated with improved outcomes for young
people (Suggestion 2.2f).

The Y PPI-IA team have recommended that arandomised controlled trial of spe-
cific substance misuse interventions for young people with mental disorders
should be funded, particularly focusing on marijuanause. Thisrecommendation
isstrongly endorsed (Suggestion 2.2g).
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It would also be useful to conduct formative research aimed at better defining
thekey issuesand clarifying thecritical dimensionsof service provisionthat need
to be tested in an ongoing program of dual diagnosis intervention research. For
example, it would be valuable for research to examine the i ssue of which setting
(mental health services or drug and alcohol services or elsewhere) may be the
most appropriate base for programs targeting dual diagnosis and what factors
determine the most appropriate setting for particular clients.

Staff of YPPI-IA observed that programs that support lifestyle changes are
required and that drug rehabilitation programs are oriented towards this. On the
other hand, the literature review conducted by the Y PPI-I A Project suggeststhat
drug rehabilitation services often use techniques and apply restrictions that are
not appropriate to people with mental health problems and that “rehabilitation”
programs may not be appropriate for young people who have been using
substances since childhood (see Howe et al. 1999 for areview). The First and
Second National Stocktakes of Youth Suicide Prevention Programs and Activi-
tieshaveidentified anumber of different models being used to address the needs
of young people with mental health and substance misuse issues. A humber of
these are located in non-government agencies and youth health services and
several target young people of Aboriginal descent. A review of the programs
identified in the Stocktakes would be valuable in informing the devel opment of
further evaluation research (Suggestion 2.2h).

Termination of mental health care

Another area of clinical practice worthy of focused research with respect to sui-
cide prevention is termination or reduction of mental health care. Termination
of acourseof intensivetreatment wasidentified by expert consultantsto the LifeS-
PAN project asan arearequiring specia care. The Y PPI-IA team also identified
the critical importance of ensuring that termination of care is a positive experi-
ence for the client. Recent published research has found that reductionsin care
are strongly associated with suicide by people with mental illness (Appleby et
al. 1999). These authors interpret these findings as suggesting that maintaining
care beyond the point of clinical recovery isimportant in protecting high risk indi-
viduals. Research into the attributes of an effective termination processintheeyes
of young consumers of mental health services aswell as cliniciansis warranted
(Recommendation 2.2, fifth dot point). This research should also examine the
relationships between satisfaction with care, satisfaction with termination and
longer term clinical outcomesincluding self harm and suicide attempt.

Risk factors for suicide among clients of mental health services

Suicide prevention research should also continue the search for clinical and psy-
chosocial risk factorsfor suicide among clientsof mental health services. Thereli-
ability and fruitfulness of such research might be improved if mental health
services collect and document relevant information proactively and routinely.
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At theend of the Out of the Blues project eight young people continued to attend
on aregular basis and remained severely depressed. These young people also
remained highly anxious. One of thefactorsthat distinguished thisgroup of young
people who remained severely unwell from those who did improve was their
reporting of significantly higher levels of family dysfunction and the lack of
improvement in their perception of family function over the course of treatment.
Six of the eight had been sexually abused and some were subject to ongoing abuse
or threats of abuse. At least one of the two young peoplein the LifeSPAN study
who took their own lives had a history of severe psychological trauma.

Martin and Wright (1999) report that no particular set of therapies distinguished
the group of young people who consistently failed to show aresponse to stan-
dard treatment. It will beimportant for future service development and eval uation
activity to include astronger focus on the needs of young people who show indi-
cationsof alack of responseto therapy. | dentification of psychosocial risk factors
may provide aguideto the design of more effective treatment strategiesfor these
individuals. For example, the presence of severefamily dysfunction and ahistory
of abuse in particular may indicate the need for interventions that specifically
address these problems.

Epidemiological and preventative research focusing on clients of mental health
servicescould also benefit fromincreased attention to risk factors associated with
the treatment process such as premature dropout and other indicators of poor
engagement. Surprisingly little research hasexplored thesefactors, but one recent
study found premature drop out and reduced attendance at appointments to be
significantly more prevalent among mental health service clientswho compl eted
suicide compared to matched controls (Dahlsgaard et al. 1998).

Asnoted earlier inthe discussion of engagement, Multisystemic Therapy hasbeen
found to be effective in significantly enhancing engagement in treatment aswell
asoutcomesamong young peopl e historically considered to beintractableinclud-
ing serious juvenile offenders and young people with substance misuse issues
(Henggeler et al. 1992, 1994, 1996; Cunningham and Henggeler 1999). Severe
family dysfunction and abuse is highly prevalent among such populations and
addressing family dysfunction appears to be critical to the effectiveness of
Multisystemic Therapy in enhancing both engagement and outcomes for these
young people.

TheLifeSPAN Project team recommend that further eval uation research needsto
be conducted to determine whether models of early intervention in mental
illness reduce suicide rates. This question could be addressed within the service
devel opment eval uation framework proposed above by ensuring that duration of
untreated illness of clientsisincluded among the measures of program impact
and determining whether this factor makes an independent contribution to
rates of suicide, attempted suicide and self harm among client populations of
different services.
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Sustaining service reform

An important problem in any service reform process is sustaining the positive
changes that are achieved. It is possible that many new services may be more
effective than old oneslargely because of theincreased enthusiasm and optimism
of the staff of new services rather than any fundamental characteristics of the
service model (Hazell, P, personal communication). Thisis aparticular prob-
lem for mental health serviceswherethereisastrong tendency for staff to become
pessimistic and “burnt-out” as they gradually accumulate chronic and depen-
dent clients. Services tend to become less and less responsive to new and high
intensity work asthis process unfolds.

Some suggestions for avoiding these problems and maintaining service respon-
siveness were provided by several Strategy projects. The Y PPI-IA team spoke
about theimportance of aclear philosophical base and transparent work practices
in building anew service. Thisis aso likely to be critical for maintaining high
practice standards over the long term. Similarly, other Project Managers and
evaluators noted that creating an organisational culture of critical reflectiveness
isimportant. The role of management was noted as particularly vital. Managers
need to bewilling to acknowledge the fact that emotional and interpersonal prob-
lemsdo arisefor professional staff working in human service agencies and need
to create structures for addressing these problems openly.

Key structures and processes include clinical supervision and regular team
meetings in which staff are encouraged to continually review their practice and
discuss problemsin asupportive environment. Mechanismsfor ensuring that staff
contribute actively to ongoing service devel opment al so appear to help sustainthe
vitality and enthusiasm of services.

Recommendations and suggestions

“ Theroot of the difficulty in applying research findingsto improve ser -
vicesisthat the services are mostly not conceived asa systemof care.
If mental health isthe desired outcome, we can only hope to achieve
itif services are planned and enabled to work together as a system
with thiscommon aim?” (Kurtz 1996: 51).

“ Research should be planned to cover the working of mental health
servicesasa systemof careaswell asto increase what we know about
treatment efficacy and effective clinical practice’” (Kurtz 1996: 56).

I'tisrecommended that:

2.1 Commonwealth and state and territory governments should develop
policy frameworks and strategic plans to guide the development of mental
health services for young people. These should give particular considera-
tion to:
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ensuring that service models are available which address the specific
needs of young peoplein addition to adultsand children, aswell asyoung
people with complex mental health problems and those exposed to
multiplerisk factorsfor suicide;

achieving an appropriate bal ance between generic mental health services
and specidlist units (such asthose focusing on youth, psychosis, depres-
sion, and dual diagnosis);

methods of treatment of dual diagnosis (substance misuse and mental
disorders) and models of collaboration between mental health services
and drug and a cohol services;

the engagement of young males with mental health services;

building the capacity of mental health servicesin early intervention,
primary prevention and mental health promotion; and

building the capacity of mentd hedlth servicesto eval uate service provision.

(ThisisRecommendation 20 inthe eval uation overview, “ Valuing Young Lives’ .)

Itisfurther suggested that:

2.1a. Commonwealth and State and Territory governments collaborate to estab-
lishanumber of demonstration programsaimed at devel oping holistic mod-
elsof service provision appropriate for young people with complex mental
health problems. Projects should be based in anumber of different settings
including mental health services, youth health services and youth focused
non-government agencies and arange of different models should be com-
pared including:

consultation-liaison;
Shared Care;

employment of specialist mental health professional's or teams within
youth health services and other youth focused agencies;

expansion of the specialist youth mental health model (for example,
Y PPl) to address awider range of mental health related issues; and

co-location of specialist youth mental health services with youth health
and other youth focused services.

Evaluation of these projects should be coordinated inamulti-sitetria toensure
adesign that is capable of testing for the effects service environment.

2.1b. Three or more “multiservice settings’ targeting youth (or Multi Purpose
Youth Services) be developed as demonstration programs and eval uated
along with other demonstration programs based within traditional service
settingsviaamulti-sitetrial. It would be preferablefor Multi Purpose Youth

Mental health services 95



Service demonstration programs to be based in Areas that have already
established structures to support intersectoral collaboration between state
government services.

2.1c Mental health services should appoint asuicide prevention quality consul-
tant whose rolewould include regular monitoring and provision of feedback
regarding suicide related issuesin the service.

It isrecommended that:

2.2 Funding should be provided to support aresearch program focusing on:

 evaluation of the effectiveness of youth specific service models versus
existing models of mental health service provision for adolescents and
young adults;

e development of valid indicators of service accessibility and engagement
that can be used with reasonable ease by service managers,

e pathwaysto mental health care;

 efficacy and effectiveness of treatments for depression, anxiety and
substance misuse in young people: evaluation research should monitor
long-term outcomes;

« theattributes of asafe and effective termination processfrom the perspec-
tive of young consumers of mental health servicesaswell asclinicians.

(ThisisRecommendation 21 in the evaluation overview, “ Valuing Young Lives’ .)

Itisfurther suggested that:

2.2a State/Territory Mental Health Branches and Area/Regional Mental Health
Servicesshould collaborateto conduct systematic reviewsof Child and Ado-
lescent (Child and Youth) Mental Health Services and Adult Mental Health
Servicesto identify the extent to which the practicesidentified here asfacil-
itating access, engagement and outcomes for young people are being imple-
mented throughout the mental health system and what potential thereisfor
wider adoption of these practices within existing models of service delivery.

2.2b Questionscapableof generatingimproved information about the current oper-
ating procedures of Child and Adolescent Mental Health Servicesand Adult
Mental Health Serviceswith respect to servicing adolescentsand young adults
should beincluded in the National Survey of Mental Health Services.

2.2c TheNational Survey of Mental Health and Wellbeing of Children and Ado-
lescents should be repeated at 5 or 10 year intervals to enable monitoring
of any changesin the prevalence of mental health problems and patterns of
service utilisation.

2.2d Engagement of young people should be considered a central indicator of
mental health service quality and effectiveness and data relevant to this
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indicator should be collected and reported routinely by all mental health
servicesasanintegral part of quality assurance. Simpledataitemsthat could
be included on electronic data systemsinclude:

» whether the client has ceased contact with the service unilaterally (in con-
tra-indication of key worker/case manager/team advice);

* client agreement/refusal to participate in service evaluation activities;
e proportion of appointments attended.

2.2e Funding should be provided to conduct research to identify the character-
istics of young people who respond positively to Cognitive Behaviour
Therapy aswell asthose who do not respond to Cognitive Behaviour Ther-
apy and who instead improve when prescribed particular antidepressant
medications. Evaluation research should monitor long term outcomes.

2.2f Evaluation should be conducted to determine the extent to which the
NH&MRC Clinical Practice Guidelineson Depressionin young peopleare
being used and whether use of the guidelines is associated with improved
outcomes for young people.

2.2g Funding should be provided to conduct arandomised controlled trial of an
intervention aimed at reducing marijuana use among young people with
mental health problems.

2.2h A review of programs targeting dual diagnosisidentified in the First and
Second National Stocktakes of Youth Suicide Prevention Activities should
be conducted to identify the dimensions of service provision that should
be tested in an ongoing program of dual diagnosisintervention research.
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Map of program logic: Mental health services

Goals/outcomes

Reduce the incidence of suicide and suicide related behaviour among young
people with mental health problems.

Enhance mentd health outcomesfor young peoplewith mental health problems.

Reducetheincidence and preval ence of mental health problemsamong young
people.

Objectives/impacts

Minimise the severity and duration of symptoms experienced by young
people who develop mental health problems.

Maximisethelife skillsand quality of life of young peopleliving with mental
health problems.

Minimise the harm, distress and disadvantage experienced by young people
with mental health problems.

Minimise exposure to risk factors for mental disorders.
Maximise exposure to mental health protective factors.

Aims/processes

Enhance the access of young people to appropriate mental health services,
especially young males, young people with substance misuse and other
complex problems and young people living in rural and remote areas.

Enhance engagement of young people with mental health services, especialy
young males and those with substance misuse and other complex problems.
Improve the quality and availability of mental health promotion, primary pre-
vention, early intervention and treatment programs targeting young people at
risk of mental health problems.

Performance indicators

Menta health services and programs which address the specific needs of young
people, in addition to adultsand children, are availablein all geographic regions.

Mental health services in al regions have evidence-based programs
appropriateto mental health promotion, primary prevention, early intervention
and treatment of the major mental disorders affecting young peopleincluding
psychosis, depression, anxiety and substance misuse problems.

Staff in specialist mental health services, primary care services and other
relevant agencies have the skills, knowledge and information necessary to
provide appropriate mental health care for young people.

Commonwealth and state/territory governments have policy frameworks and
strategic plans to guide the development of mental health services for young
people.
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List of contact details for projects referred

to in this volume

Alternative to Gaol Program for Young
Aboriginal People

Benelong's Haven Ltd

Aboriginal Drug and Alcohol Family
Rehabilitation Centre

2054 South West Rocks Road
Kinchela Creek NSW 2440

Phone: 02 6567 4856

Fax: 02 6567 4932
benelong@midcoast.com.au

Contact person: Mr John Nolan

Cellblock Youth Health Service—
Suicide Prevention Project
Cellblock Youth Health Service
142 Carillon Avenue

Camperdown NSW 2050

Phone: 02 9516 2233

Fax: 02 9516 3591

Contact person: Program Manager

Centacare Catholic Family Services
33 Wakefield Street

Adelaide SA 5000

Phone: 08 8252 2311

Fax: 08 8255 6625

Contact person: Ms Dorothy Belperio

ConneXions

Jesuit Socia Services

Policy and Planning

PO Box 271

Richmond VIC 3121

Phone: 03 9415 8700

Contact person: Mr David Murray

Herefor Life youth sexuaity project
Western Australia AIDS Council

(in conjunction with Gay and Lesbian
Counselling Service)

664 Murray Street

West Perth WA 6872

Phone: 08 9429 9900

Contact person: Mr Joe Bontempo
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High Street Youth Health Service
65 High Street

Harris Park NSW 2145

Phone: (02) 9687 2544

Fax: (02) 9687 2731

Contact person: Lisa Beasley

Keep Yourself Alive Project

Southern Child and Adolescent Mental
Health Service

Flinders Medical Centre

Bedford Park SA 5042

Phone: 08 8204 4212

Fax: 08 8204 5465
graham.martin@flinders.edu.au
Contact person: Ms Jill Knappstein

Limelight

The Bridge Youth Service

11B Edward Street

Shepparton VIC 3630

Phone: 03 5831 2390

Fax: 03 5831 4502

Contact person: Ms Helen Keighery

Out of the Blues

Southern Child and Adolescent Mental
Health Service

Flinders Medical Centre

Flinders Drive

Bedford Park SA 5042

Phone: 08 8204 5412

Fax: 08 8204 5465

Contact person: Ms Sharon Evans

Young People and Psychiatric [lIness—
Intervention and Assessment (YPPI - 1A)
Youth Mental Health Service

YPPI Centre

Central Coast Area Health Service
GPO Box 361

Gosford NSW 2250

Phone: 02 4320 2578
dhowe@doh.health.nsw.gov.au
Contact person: Ms Deborah Howe

Young Women's Project

Young Women’s Project

PO Box 2098

Oakleigh VIC 3166

Phone: 03 9563 2022

Fax: 03 9563 1472

Contact person: Ms Karen Conlan

Youth suicide prevention initiative for
young people with severe mental health
problems

Centre for Young People with

Mental Health

LifeSPAN

Locked bag 10

35 Poplar Road

Parkville Victoria 3052

Phone: 03 9342 2806

Fax: 03 9387 3003

Contact person: Ms Tanya Hermann



