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Hamilton Centre’s role:

®* Improve integrated MH & AOD support

® Statewide clinical, education, & research leadership
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Understanding
integrated care

What we heard

Thera is lack of shared meaning Iy

as to what ‘integrated care in
practice means. This exists at

individual, service, organisational
and institutional levels.

Both the mental health and
AGD sectors bring specialist skills

that are required for the care of
individuals with multiple needs.
Any model of integrated cara

should seek to build upon, rather
than replace, what's already
happening on the ground.

:

e

“The first thing for me is the accaptance that

co-oceurring substance use to mental health

issues are the norm rather than the exception.”
Mental Health Murse, Worksnop 1

1] anabing Integrated cara s baing abla
5 han oSk shared voiian o the e tast

Cilnician, Workshop 1

*[] the second you send someons to another
organisation with anather dota system with an
omaliad ralarmal, you can stort forgalting about
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Alack of shared understanding causes
challenges relating to role clarity and
responsibilities, leading to a duplication
of service provision and ultimately
resuiting in poorer client outcomes.

Mentol health and [AGD)] ore very different beasts. So
you know the languags, the terminclogy, sven down to
what @ mental health service might call an assessment
and we call an intake [_] o there's a lot to work out
end work on 36 that wa undsrstand sach other”

200 pracitioner, workshop

There are broader issugs here about the ACD worker's
understanding of integrated treatment and the mental
health worker's understanding of whot eonstitutes
integroted trectment []*

Dual Diagnosis Clinician, Worksnep 2

There is a need to get everyone

reading from the same book, in
relation to longuage, terminology,
procedures, and mindsets at work.

Healthcare staoff are encouraged
to bacome ‘Dual Diagnosis
capable’, which includes a

blend of both @ ‘generalist and
“specialist’ provider. A kind of
“T-shapad healthcare provider.

Social inclusion is central to

=)

Communication

Retelling the client story
to different parts of the
system has become a
barrier to both access
and seeking help.

“The retelling of the
story is very traumatic,
for the people that we
see. [] | think this has
turned into a barrier.

~ AOD Team Leader,
o
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Best-practice integrated care should
be led by the client and their needs
and informed by their hopes, goals,
and motivations.

©

Family engagement

The goal of integrated care
should be a ‘therapeutic
alliance’ with individual and
family or support networks.

“Effective communication,
1 think, and collaboration
between all the people
involvediin [] care is
probably the most important
thing. And then planning the
transition stages and seeing
what the, you know, the risk
points are |] So there are
1o surprises for them.”

Psychiatrist, Workshop 2

...Actionable insights

2.

Work to better captur
the client's story in clinical
notes so that they don't
have to repeat themselves
when moving between
service providers.

Understanding client needs

3.

Encourage peer workers
to make initial contact
with clients seeking care
for the first time.
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Co-design consultation structure
Co-design method
Approach to synthesis
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Co-design consultation structure =@ famien | BUAY! | b

Other Health
Professionals Workshop #1 Workshop #2 Workshop #3
Workshop #1a Workshop #2a Workshop #3a
Tues, 16 Aug 2022 Tues, 11 Oct 2022 > Wed, 31 May 2023
Z S
S\
/ ™ Workshop #1b Workshop #2b Workshop #3b
,' N Wed, 17 Aug 2022 Wed, 12 Oct 2022 Fri, 9 Jun 2023
Mental s Alcohol& ™
Health ¢ Other Drug
Workforce «  Workforce /’
» S\ " 4
/
N\ < 7
7
@ 3
s \
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' Lived

Z Experience \
Advocates
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Workshops 1 & 2

57 participants ccross
40 organisations

4 )
Mental health and AOD

practitioners, clinical leaders,
peer workers, and lived
experience advocates

N\ /
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Workshops 3a & 3B

27 Participants

across the two workshops

4 )

Senior clinical leaders or
managers of Victorian Area
Mental Health and Wellbeing

Services (AMHWBS)
\_
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Co-desigh method
Tactile Tools Digital Workshop

A digital, flexible and haptic
approach for mapping networks
of care and addressing complex
health challenges.

We evolved the method to scaffold
discussions about how integrated
care should be experienced and
delivered in the future.

Hamilton
Centre
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How can we improve the
person’s experience of care?

Using client personas, the first
activity asked participants to
discuss the experiences of
people seeking care and how
these experiences could be
improved.

Workshop #1 & #2 activities

What are the barriers and
opportunities in delivering
care?

The second activity asked
participants to explore the
principle of capability and
interrelated barriers and
opportunities of integrated care
delivery.

Hamilton
Centre
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MONASH
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Workshop #3 activities

25 min.

Understanding the current
state of integrated care
across your services

The first activity asked
participants to describe the
current state of implementing
IC across their services, as well
as the barriers and enablers to
this implementation.

25 min.

Workforce and training,
organisational leadership

The second activity asked
participants to identify work that
needs to happen to support their
service to deliver integrated care
through workforce training and
organisational leadership.

Hamilton
Centre

8

MONASH
University
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Workshop #3 activities
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25 min.
. . e . . . i 25 min.
Understandlng the current In this activity we are mlerestgd in sharlqg (ﬁe currer‘uthmkmg .. . . .
around what integrated care is and how it will be delivered. Workforce and traini ng, organ isational leadershi 4]
state of IC across your services %
s F : & N % 5 Gemma-
A | + Whereareyouright now with Integrated Care? B | - Whathasbeen helpful in putting together your transformation What work needs to happen to support the service to deliver integrated care? AOD LE
- What's the next step for you on this journey? plan? Where are the gaps in helping you to formulate a plan, at educators in
- Are you clear on what you are trying to achieve? the system and local level? leaming hub
« What do you see as the role of the AOD sector in your vision? At the Senior Leadership level At the Management level For frontline clinicians
Proposing a small _ Bigissue, (e.g. clarity of vision, culture change) (e.g. resourcing, change management support, (e.g. workforce development and education)
Molly: how can we help consulation iaison team - integrtaing AOD uidance on how best to support frontline clinicians)
approach to AOD grups. Themes (ot as BAU with Cath - Wouldn't Focused on e g PP Shortand | cenvetormi everyoneison o
across cons, saff and leadership; =55 be referring to TP i e P"‘:CW So much else sharp e e board but waining needs- what
stigma, lacko f staff confidence (a ki b SeoeiiaMoe & p senior training | ODedwconto complesityin arethetop 3 higs
eoretical that they drafted managers the worklorc? decis ki (practical)for junior
couple of aod staff - very Coworking, faison point/ el e actions demands s jecision making Skl
overworked), trauma informed underpinning it 18 months ago. focused attention e and prioriisation
care, not feeling there was a Where to from —_ = ey
consistent MOC in MC in MH here. from here heatsand minds of i _ S—
service. Shouldnt be a superise Liz - at Austin there are great e There is NO time for Integrated AOD Practical 4
pocjkets, some great integration, ot just about MH and AOD at DoH P o0 managers to take on MH workers need ratain
build in streutures and adding a AOD lens should rethink their s e anything else in their a mimimum g diniians have
processes. (:‘r‘nmnndpra(ﬁce‘ TRt expectations of 5 — roles. what is expected education level options for MH “3“.;‘;; oo
ST, APy A APy | Z s of them is too much for eg cert IV level years-
for clinicains important but also impacts on how L what is possible in % Staff to learn o
; e oK s U Precasy Consistently their actual skills and appetie/interest
Cath: prior to this. In ecat we see people - the absence of — . for change low
Yo ad A ACD) prototcols measuring what we 5 A capacity Gemma/ Owen- on the job
speciali, M hubn are doing agains R, adequate funding. o o
Beclong hsopita, have AOD. —— measuring, using T S— success with
. i o WP he Exposure &
clinicians. casual cross e 5 8 Danielle - Vic side. in TYP as guiding star. se exchange
ap is inpatient 8ui g star. %
s s o Ssp et e s B Gemmarat g ion sotn | e o
of opps to ookt IC. and community e i context of staffing hard to keep. o workinA0D. days could be
MH team, vast working with axo. — Gl integrated — ity [l et
— majority of Not many defined care on the ; —
consumers. a fair positions (nurse ; front burner Set up a 'placement’
e In NSW running full AOD service e ot peneria)
Wway to go. in NSW only for NSW residents. . o struggle filling learning style Make the reasons for
consistent MH service. need to Brad - need to built mutlidisc integrtade Ve (o exposure to on the use training mandatory
QA3 Capacity building reasonable have an understanding of both team within area. Brom_:gh on bf:§r_t1 highest vacancy rate i job training for AOD for ALL MH services -
the MH workforce to to systems, MH acts and processes. addiction psychiatrist, will add clinician, ever)- biggest Bill/ Owen- <kills to heTncloae anything that s a KPI
be more confident and depth of Have AOD service have dual diagnosis background. partner with priority is alot of in MH skills gets done.Anything
complement to work expertise. Consultation liaison AOD provider, with brief intervention recruitment time limited agency aspirational or optional
with AOD problematic > AOD positions embedded in MH model. Not going ot take on clinical a transfoanacion staff does not get done.
s ofknow e ) i teams. Need to strategically governance with consumer. Sit alongside 1ok ge e
refer. services e o ! 2 endofths o S0
place these across huge other teams (transcript). Addition of enciol et
Brad- have used nexus as hy 5 3 5 % ye: o enable IC
s geography. registrar how do we provide an inclusive ‘who will drive this Has
SEETEL L in terms of 7 7 3
| e e T culture, brief intervention model. Lived Gemma- AOD occured in
‘tcbion mediine fsves. e e experience in the next developmet of the teamattends  Gemma-AOD
Have a hub, has been good e team. worksforce capability dinical minimum
in bringing addiction = . iews, IDCR ificati
medicine and MH into assessments. some: P9 MONASH | Tac amilton vg} MONAS} revievs.| CRs | qualifications
= smae space as emergency tools developed. @ University | Too antre University
fpecicue — |
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Approach to synthesis

=2 We conducted a qualitative
thematic analysis and coding
of workshop data to discover
overarching themes.

=2 Triangulation of data across
multiple contributions, participants
and workshop groups to validate
the ‘findings’ in this report.

=2 Additional coding and evaluation
of qualitative data in Nvivo.

=2 Documentation of the unedited
and raw workshop contributions
is available in the full report.

Key Themes & Insights: Board 1- Understanding the current state of IC across your services

o I

Leadership Guidance

nnnnnn

ooooo

\NVIVO'

Example of Miro synthesis board from Workshop #3.
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Themes and insights

Workshops #1 & #2

Workshops #3A & #3B
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Themes: workshops1& 2

.. Hamilton
2 Centre

ESH

A lack of shared understanding causes
challenges relating to role clarity and
responsibilities, leading to a duplication
of service provision and ultimately
resulting in poorer client outcomes.

Understanding
integrated care

1.  Understanding integrated care

Wa Hamilton
=® Contre

What we

. Understanding client needs

'. Hamilton
MY Centre

Best-practice & burnout
be led by the
and informec
and motivatit

Understanding
client needs

. Barriers, gaps, and limitations

What we heard... . i
o) o €23
Stigma Communication

MONASH UNIVERSITY

Training and education requirements

2
3
4. Enablers of integrated care
5
6

Change management and culture

@ -

Social inclusion is central to
successful integrated care
delivery, as well as breaking
down entrenched stigmas
and stigmatising mindsets
or attitudes.

*So when we talk about
cultural safety its about

le being able to access
e without feeling that
tural identity i being
a foctor in the way peopie
interact with them.”

— Montal Hox
Workshop |

L

Develop strategies for
engaging and supporting
LGBTIQA+ communities,
fostering cultural safety,
and engaging with First
Nations communities.

What we hoard

Staty c
Health and Ad

Retalling the client story
to different parts of the
system has become a
barrier to both access

and sesking help.

oAy

...AC

Z

Work to better capture

the client's story in clinical
notes so that they don't
have to repeat themselves
when maving between
service providers.

n 3. Understanding client needs

Bl Barriers &

“ Enablers .

Shared
care plans

urces

& funding

Performance
metrics

Attitudes, mindsets
& behaviors

4. Barriers & onablers of integrated care

Relationship
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1. Shared understanding of integrated care

P4 MONASH
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é&——— Breadth of knowledge about co-occurring AOD addiction and mental health —

Awareness of broader Many disciplines
healthcare system involved in care
(GP, Allied Health,

Hospitals, etc) Multidisciplinary

decision making (MDT)

(
Transferable
Competences

Adaptability and

flexibility
\_ J

Depth of
high-level
expertise in
AOD addiction
or mental
health

* Cultural Sensitivity

* Accessible health services

* Flexible approach to care

*» Self-determination and
empowerment

Awareness of
adjacent services
(legal, housing,
domestic
violence, etc)
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2. Understanding client needs

20 min.
1 dc Al mental nealth and wallbeing and AQD
z nteg rate are Inclusion Services welcome peopie with co-occurring
InCIUSion needs. and Lhair families snd supparters.
C O t u r e C I I e t S t O r A | How are people wilh co-ocourting substance B | Hoay are families and supporters incuded c l What does nigh quality ‘integrated care’
use and mental health problems welcomed Inintegrated care? look like fof Jarrah?
to integrated care? S oAV NP i N G N ————
RIN 5 EOODIE00T 508 DrTNded wek FesD e g ro dipeman She Syee poge s frovicng heve, Boveabie
Mo Gws K, il s steniy, Dneo 4 n,

dgrty ond equty”
oty y e
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* Wrap-around cadre =
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3. Barriers, gaps, and limitations

4 MONASH
@ University

20mn i et e s paLeTe AR CSTRLe & T T e
The e T e ) YT e D
2 Enablers & Barriers wenara SIS :

* Inadequate funding

® Limited workforce capabilities

®* Challenges in regional contexts

®* Problematic attitudes

MONASH
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®* Entrenched stigmas & mindsets
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4. Enablers of integrated care

Sustained funding models

Good governance

Targeted workforce recruitment
Building good relationships

Mentorship & supervision

Good leadership

W Hamilton
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Training doesn’t have to be formal
Bring people together

Basic AOD & MH

LLE: ‘system’ & clinical terminology
Clinical: understand LLE

Reflective practice for leaders

Address stigma

5. Training and education requirements

Waa Hamilton
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University
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6. Change management and culture

Cho nge takes time

aweb of solutions



Themes: workshops 3a & 3b

Understanding the current

state of integrated care

Defining integrated care

Having a united vision of
integrated care

AOD and MH in integrated
care

Resourcing

Training and education

Building an integrated care
plan for future state

Capacity building
Change management

Culture

Duc
dia

-. Hamilton
M Centre

Understanding
integrated care

What we heard...

There is lack of shared meaning
as to what ‘integrated’ care in ®
practice means. This exists at

individual, service, organisational

and institutional levels.

8oth the mental health and
AOD sectors bring specialist skills

that are required for the care of

individuals with multiple needs. @
Any modl of integrated care

should seek to build upon, rather

than replace, what's already

happening on the ground.

[ “The first thing for me is the acceptance that
/ co-occurring substance use to mental health
issues are the norm rather than the exception.”

— Montct Hoolth Nurse, Workshop |

MONASH
® University e

A lack of shared understanding causes
challenges relating to role clarity and
responsibilities, leading to a duplication
of service provision and ultimately
resulting in poorer client outcomes.

“Mental health and [AOD] are very diferent beasts. So,
you know the languoge, the terminology, even down 1o
what a mental health service might call an assessment
and we call an intoke | ] So there's o ot to work out
and work on =0 that we understand each other.”

- AOD Practitioner, Workshop |

“There are broader issues here about the ACD worker's
understanding of integrated treatment and the mentol
o what it

integrated treatment [_]*
- Dual Diagnosis Clinician, Workshop 2

} | There is a need to get everyone
y ‘reading from the same baok, in

~ A0D Cinkcian, Workshop |

*[] enabling integrated care i being able
Q 10 have those shored vatues ot the outset.”

relation to language, terminology,
procedures, and mindsets at work.

J Healthcare staff are encouroged
to become ‘Dual Diagnosis

*[-] the second you send someone to another

organisation with another data system with an
emailed referral, you can start forgetting about
anything that you con call integration”

— Duat Diognosis Clinican, Workshop 2

- capable’, which includes a

blend of both a ‘generalist’ and
“specialist’ provider. A kind of
“T-shaped" heaithcare provider.

ONASH !
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are should
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s, goals,

grated care
ropeutic
dividual and
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wnunication,
Baboration

1e people
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most important
n planning the
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know, the risk
So there are

o them.*

Vorkshop 2

insights

Wol ser workers
3l contact
eeking care
Of tl s ~ B
Statewids Centre forMertal 2. Understanding integrated care { 2)
Hoakh and Addicton <)
Actiol.vmne ...
=+ 400 workiorce need ¢ —
400 w ce What we heard AN
Immdmg training ara Statewide Centre for Mental \\ :
4 MH workforce need be Health and Addiction 3. Understanding elient needs Aol
including key concep!
i ond detox

4 Training is required to challenge stigma
and support engoing culture change.

TOMIMU

nrotwordorce | (TR Mutidiscipinary

Dedicated
& funding
Awareness
of broader
healthcare
systern (GP,
Alied Healt!
Hoepitale, ete. What we heard

Health and Addiction

experuse I
Transitioning towards
In eithes AOD
a T-shaped workforce ‘addiction gt
mental health

rated cars dossn't
require everyone to be an
“expert in everything’. Instead,
there iz aneed for a kind
of T-shapad’ provider.

What we heard
‘Statowide Cankra for Mantal
Biaalth and Addiction

Statewide Centre for Mental 1

[ —

training

Shared information
systems

Performance

metdcs Systemlevel

e —
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4. Borriers & snablers of Integrated care.

care teams

Integrated
governance
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Understanding
the current state
of integrated care
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Defining integrated care

Having a united vision of integrated care
AOD and MH in integrated care
Resourcing

Training and education
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Challenges

Defining integrated care/Shared vision

“Once there is a vision for IC across
the system, what does IC look like
in each individual system?”

— Workshop #3b

P MONASH

'. Hamilton | P MONA!
A " University

Centre

Aligning AOD and MH

“We've got a couple of dedicated AOD
staff and everybody was trying to refer
everybody to those people because
they didn't feel they had the skills to do
anything themselves. Things around
trauma informed care, not having a
trauma informed approach to AOD,
and not really feeling like there was a
consistent model of care... within the
mental health service.”

— Workshop #3a

“If our medical workforce or other clinical workforce,
leaders, or anyone on the ground, if there is stigma
and discrimination towards people who use drugs and
alcohol, or who have a co-occurring addiction, that
has to be a key target to break that down because we
can't create inclusive, welcoming, informed care if
there's covert or overt stigma and discrimination.”

— Workshop #3a

MONASH
DESIGN
HEALTH
COLLAB
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Challenges

Resourcing

“There is a need for consensus
across all levels to plan effectively
for equitable access in care,
otherwise each individual is left
doing what they think is best.”

— Workshop #3b

“There is a lack of experience in actually providing
treatment for people with dual diagnosis. So the
focus tends to be on mental health issues and what
. is done for drug and alcohol issues then tends to be
@ totry and motivate the patient in order to seek
treatment elsewhere.”

— Workshop #3b

'. Hamilton @ MONASH
MY Centre @ University

Training and education

“They have a tool for everything
and what that means is they're
not experts in anything. We've got
multiple disciplines performing a
very similar role”.

“It is important to clarify what a clinician’s role
in IC is because one of the challenges for
clinicians at the moment is pressure to upskill
in multiple domains (such as eating disorders,
personality disorders, trauma, for example).

O How do we support them to know and to
@  develop those skills and to maintain those
skills? When we bring in our multidisciplinary
teams, how do we support them as well to not
be a very small component of a larger service
that they really struggled to get traction with?”

— Workshop #3b
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Building an
integrated care
plan for future state
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AAY Centre

Capacity building
Change management
Culture
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Capacity building - clinicians

Quantitative
Numbers
of staff

Workforce

capabilities

Qualitative
Capacity building
& training

Waa Hamilton
..

P4 MONASH MONASH
Centre

LA . . DESIGN
@ University HEALTH
COLLAB

Challenges for clinicians

=>Mentorship and placements training

=>Multidisciplinary teams

=2 Lived experience

=> Community consultations and
partnerships
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Capcity building - leadership

Manager level

“We need to be really clear that
managers are both empowered,
given the resources and ability, but
also need to drive the change and
support the change for clinicians
on the ground.”

P4 MONASH
@ University

'. Hamilton
AAY Centre

Senior leadership level

“At the moment we're carrying the
biggest number of vacancies we've ever
had, and there seems to be no end to
that. And when you talk with the senior
managers, their frustration is trying to
work out what's the biggest priority. And
unfortunately they don't see this as being
top of their list. So no matter how gentle
and how much you go back to support
and help keep them focused, as soon as
you're not in the vicinity, they resort to
dealing with more pressing issues.”

MONASH
DESIGN
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Change management

“[There are] competing priorities in the
space so really keeping that focus on
the future state vision and the clear
rationale for why we're trying to do
things differently is really important”

— Workshop #3a

“We need tangible milestones around
capability and what it is that we are
expected to have in contrast to the scope
of a tier four or a tier three or a tier two.”

— Workshop #3a

'. Hamilton @ MONASH
MY Centre @ University

“[We need to] increase the supervisory
frameworks to fund new positions, say
in addiction medicine and addiction
psychiatry and to develop some work
around strategic directions around
transformation plans, et cetera. And
we need not only [to] develop our
ability to drive change management,
but we also need to develop our ability
to train people to the competencies
that we're trying to teach them.”

— Workshop #3b
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Cultural & organisational change
Change management

There is a need for:
Defining capability requirements for IC
Building policies to measure IC effectiveness
Breaking down stigma related to AOD
Preserving jobs and protecting current workforce
Empowering senior leadership
Collaboration across organisations

Embracing a non-linear, adaptive planning approach

@ The plans need to go
T beyond 12 month cycles.

“Change is gradual and
requires sustained, iterative,
coherent deployment,
monitoring and adaptation.”

“It is an iterative process - so

. you have to keep going back
< and revisiting and rethinking

not just charging forward.”

“Plans are not linear - they don't
just go A to B to C and there needs
recognition for a more messy, less
linear evolution.”
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Key takeaways

®* Communicate ‘small wins’ early
® Provide continual feedback

®* Good leadership

® Spend time on the ground

® Support clinicians in upskilling

® Consider capability tools
e.g., COMPASS-EZ™ DDCAT
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Thank you
Study participants who freely gave their time

Research team:

Hamilton Centre & Monash Design Health Collab

Monash University A/Prof Leah Heiss
A/Prof Shalini Arunogiri Dr Troy McGee
Prof Dan Lubman Dr Amy Killen

Dr Ali Cheetham
Dr Katrin Oliver
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Open minds. Open doors.

OURDOORIS OPEN.
FOLLOW US ON:

® @HCENTRE_AU
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