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OVERALL FEEDBACK

1.
What are your overall comments on the Plan? 

	From the perspective of a peak consumer advocacy body this draft plan is very disappointing. While it refers to consumers and their participation as a key aspect in both National and State policy development, there are NO initiatives identified in this plan that aim to enhance the abilities of mental health consumers from a NESB to meaningfully participate on any level. There is little reference to involving consumers on an area level and ‘consulting them’ and ‘engaging them in planning’, and without the infrastructure and without any systemic support to the development of a NESB Mental Health Consumer voice, these attempts are at best be tokenistic. The lack of a consumer representative on the reference group to this plan  simply strengthens our argument.

Secondly, we are disappointed about the lack of stated or expected outcomes the various aims are expected to produce. In the light of the last NSW multicultural mental health plan where there is agreement about the lack of measurable outcomes and therefore the usefulness of the total plan, MDAA would expect the Centre for Mental Health to commit to and articulate expected outcomes. For example, the aim of 1.1 is to improve cultural appropriateness and one of the measurements is the number of people from CALD backgrounds identified.  We fail to understand how quality of service (= cultural appropriateness) aims to be measured only by a qualitative measurement (= number of service users). While MDAA absolutely supports measuring the number of people from NESB utilising services, we know that there currently isn’t the capacity within NSW health the measure those figures. Given the current lack of available measurable outcomes (such as data collected on ethnicity) expected outcomes might be divided into stages across the life of the plan. For example, year 1and year 2 collect baseline data, year 3 to year 5 set 5% improvement targets annually. 

Finally, we are overall disappointed by a lack of clarity. This plan, like the previous one, again contains much in the way of ‘future scoping’ and ‘scoping for issues of concern’, but little in terms of increased resource commitments to deal with either the under-representation of CALD consumers in the prevention and early intervention end of mental health services or the overrepresentation of NESB people as involuntary and crisis patients.


2.
In your opinion, does the Consultation Draft cover the essential issues that need to be addressed in order to improve the mental health status of people from CALD backgrounds?

	Essentially the issues outlined in this document were also covered in various national publications, in particular the National Mental Health Plan 2003- 2008.  As discussed above, the right of consumers to participate meaningfully and the structures needed to support that right are not at all covered in this document. 


3.
In your opinion, will it serve as a useful document that can affect change? ( Yes   ( No If no, how can it be improved?

	We don’t know




Section 1: Introduction

4.
Do you agree with the main goals, principles and target groups articulated in the draft Plan? If no, how could they be changed or improved?

	The effectiveness of the plan will need to be measured against its stated goals. Again, MDAA wants to see concrete stated outcomes that are measurable, so that the usefulness or otherwise of this plan can be demonstrated. At the moment, MDAA is yet to be convinced that outcomes for people from a NESB with mental illness were any better because of the previous mental health plan, as we believe it was a document that was not integrated into the mainstream but was used to fund specialist multicultural mental health services and programs. Given that mainstreaming is one of the main goals for this plan, we would like to see evidence of increased quality of service in the mainstream. If the aim of a multicultural mental health plan is to fund specialist services and programs, this needs to be stated upfront as a goal.

In terms of the principles, MDAA sees little in the Plan that reflects and supports principle 7 (Consumer participation).

In terms of the target groups, MDAA strongly argues that Forensic patients be included in the propriety groups, as well as people with dual diagnosis of a mental illness and another significant cognitive disability (such as an intellectual disability or a brain injury). See below.




Section 2: Policy and Planning Context

5.
Does the Policy and Planning Context, Section 2 provide adequate background material for the document? If not, please specify other material that should be covered.

	yes




Section 3: Profile of the mental health issues impacting on the CALD population

6.
Does this section adequately summarise the main issues impacting on people from CALD backgrounds with mental health problems? If not, what additional issues need to be addressed? 

	Overall we think this section reflects some of the key issues. However, we think that the most important issue has not been addressed appropriately.

Equity of access is the key issue in our experiences. However, the way the plan lists the access issues shows the equity of access problems in a light which we believe does not reflect reality. The key access issue for people from NESB is the cultural incompetence of the system as a whole to deal with the cultural diversity that is the community. Yes, one of the issues is the lack of interpreters and the lack of social support groups in some community, but these are just examples of the inability to set up systems that can culturally competently deal with the diversity in the community. Given the level at which this plan aims to operate we believe it fails to name and deal with the key issue, the inability of the system to deal with as a matter of course the diversity of the population. Consequently people from a NESB with mental illness continue to be seen as an extra a burden, as ‘special’.

If the current system fails one fifth of its target group, questions about the usefulness of the system for that target group need to be asked and about whether one fifth of the available resources may need to be redirected so that the needs of that target group can be met. Surely the Minister for Health might be expected to find it unacceptable that he oversees a mental health service funded through money from all taxpayers (irrespective of their race) but is used over proportionally to provide services to Anglo- Australians.

Unless this cultural incompetence is acknowledged and addressed as a serious structural problem, then listing the lack of interpreters, CALD communities’ lack of mental health literacy, etc. are nothing but addressing the symptoms rather than the problem. 




7.
Do you have any additional information that could further support the issues raised?

	


Section 4: Specific Population Groups

8.
Do you agree with the specific population groups highlighted in this section?  If no, please provide comments.

We support the inclusion of all the specific population groups mentioned in the document. We would also like to see the inclusion of people with dual diagnosis ( mental illness+ a cognitive disability) be identified as a specific population group because of the challenges this group of people seem to pose for the mental health sector. We also support the inclusion of Forensic patients as a group, many of whom have also dual diagnosis.


9.
Do you have any comments on the information provided for each population group? Do you have valuable information in addition to what has been provided? 

	We recommend the “Framework Report” produced by the NSW Council of Intellectual Disability and the Intellectual Disability Rights Service as valuable information needed in relation to people with dual diagnosis. 



Section 5: Strategic Framework for Multicultural Mental Health

10.
Do you agree that the five strategic directions nominated for the Plan are the most important focus areas requiring priority efforts and resources to improve the mental health of and mental health service capacity to address the needs of people from CALD backgrounds?

(  Yes             (
No   If no,

What are the other priorities?

	Given our comments previously, we would see the ability of the system to become culturally competent as the key priority. 

From our perspective the issue of cultural incompetence of the current mental health system needs to be addressed on three levels to have an significant sustainable impact 

1. Policy Level (including policy development, planning, programming, funding, research, data, evaluation level, etc)

2. Consumer and Community level (including community education, mental health literacy enhancement, consumer participation, carer and consumer support, etc.) 

3. Service delivery level (including cultural competent workforce, workforce development, mainstream and specialist programs, consultation protocols and processes, links with communities, data collection, etc.)

We believe that unless efforts are made on all levels simultaneously with the sole aim of advancing the cultural competence of the system as a whole (including the ability of the consumers to negotiate and enter the system) much effort and resources will be wasted.

Within the current plan some of these areas are identified. Clearly not a priority currently is the development and release of resources to enable consumers to meaningfully participate. 


Which Strategic Directions would you not consider priorities?

	We are unsure about the difference between Strategic Direction 1 and 4. 


Any other comments?     

	We are unsure how these strategic directions are linked back to the goals, as the aims of the strategic directions (on pg. 21) are not synonymous with the gaols of the plan. 

Also as stated above, MDAA is looking for measurable expected outcome to be articulated in this plan so that the effectiveness of this plan can be measured.


8. Specific Strategic Directions

It is proposed that the strategic directions and actions will be implemented in a phased approach. Generally, the ones articulated in the Plan are those considered for urgent attention.

For each of the five Strategic Directions listed in the document please consider:

· Is it a high priority to progress multicultural mental health across Areas?

· Do you agree with the aims? Please specify

· Do you agree with the proposed actions? Please specify

· If they reflect your Area’s priorities? Please comment

· Are the actions realistic for your Area?

· Will the aims and actions address the issues discussed in the body of the Plan?

· Are there any other issues/actions which need to be considered in relation to this Strategic Direction?

· What main challenges and opportunities do you foresee in implementation of these actions in your Area? 

· Any other comments?

Strategic Direction 1 Culturally Inclusive and Responsive Mental Health Services

	Aim 1:

MDAA believe cultural appropriate assessment, diagnosis and management are critical issues. As discussed above, MDAA would expect that the Plan states the expected outcome of an aim like a measurable improvement in the quality of assessment diagnosis, and management in terms of identifiable cultural appropriate measures. As already outlined, number of people as per minimum data set, number of people presenting, funds allocated to transcultural mental health services are not a performance measures that can be used to measure the quality of cultural appropriateness.

MDAA suggest that work be undertaken to ascertain what culturally appropriate assessment, diagnosis and management means and that then performance can me measured against those stated tasks/skills. (We have attached a section from our upcoming manual ‘Cultural Competence Works! 

A manual to put it into Practice’ as a demonstration of how such concrete tools could be developed.

In line with the above, the stated actions appear to suggest that all the relevant tools are already available and that it is simply an issue of promoting those tools across mental health service practitioners. 

Aim 2:

Missing from the collaboration are mainstream mental health services. To exclude mainstream services flies in the face of one of the stated goals that of increasing the capacity of NSW mental health services to respond to the mental health needs of the NESB population. Also missing from the collaboration are consumers and carers.

Again MDAA questions what are the expected outcomes from this aim?

Again we are also unsure what the performance measures of numbers of referrals to specialist mental health services indicate within this context. We are also interested in what the effective management of CALD populations is and how this will be measured.

We believe Aim 2 is a great opportunity to develop a range of regional project and programs based on the needs of local communities and local providers to come up with solutions which meet the local problems. While the role of GPs is critical, it cannot be the only collaborative project. It is also critical that in collaborative ventures the stated aims are developed by the participants not, as is done here my CMH.

MDAA welcomes a review of the impact of the GP models of shared care initiatives.

AIM 3:

MDAA support the development of models of care and support. These need to be developed as demonstration projects which have clearly developed evaluation frameworks. Overall, any such project needs to be linked to strategic direction 5, and be tied into evidence based practice. 

It is our experience that funded initiatives are needed to deal with people with dual diagnosis and also for forensic patients. Simply scoping will not address some of the complex problems experiences by people in these two population groups.

Aim 4:

We support Aim 4 but again question the lack of an expected outcome. We welcome an evaluation of the existing programs. Given that the current assumption is that carers only want to go to NESB specific carer programs, we also would like to see an evaluation of other carers programs in the mental health area to ascertain whether carers from a NESB access those support groups and what needs to happen to make mainstream carer support groups accessible to carers from a NESB.

Finally we suggest that it is critical to add another aim.  Aim 5 would be to  Strengthen the voice and participation of consumers from a NESB through a range of initiatives, including: specific CALD consumer projects and initiatives within NESB communities; work with existing funded Consumer programs to enhance their cultural competence; and a review of the effectiveness of the currently funded CALD Consumer project.  


Strategic Direction 2 Integrated Systemic Planning, Accountability and Reporting

	Overall MDAA supports this strategic direction. 

Aim 1

A key concern continues to be that the Areas are largely autonomous and can develop their own plans irrespective of other areas and NSW Health. 

We would support the establishment of a state-wide structure which collaborates with and  provides support to the areas so that rather than being seen as a nuisance, Area Multicultural Mental Health Plans can be viewed as tools to improve quality. 

Under this aim we would also like to see clearly expected outcomes which can be easily measured. 

Aim 2

Yes. 

Aim 3

The data collected in Aim 2 needs to be used here to develop performance measures and these performance measures need to be put into contacts of senior area health professionals. Here we would again expect clearly spelled out measures such as 10% increase of interpreters annually, or 10% increase in diversity of workforce over 3 year period, etc.

Aim 4:

Again consumer and carers form an integral part in evaluating and planning of services, as after all the services are for them and therefore they are ideally placed to evaluate service quality and identify service problems and service gaps.

We suggest that consumers and carers are an integral part in this strategic direction and that annual processes are set in place to ensure that their voices are heard and their participation is ensured on a local regional area and state-wide level.     




Strategic Direction 3 Ongoing Focus on Promotion, Prevention and early Intervention

	MDAA’s main comment in this area is that it is critical for the state to work with the Commonwealth and rather than develop a multitude of separate strategies develop a targeted coordinated approach.

Again the contribution of consumer and carers is critical here.   




Strategic Direction 4 Enhancing Cultural Competence of the Mental Health Sector

	As discussed above MDAA see the cultural incompetence of the system as the main barrier to people. We therefore would argue that this issue sits at the core of the initiatives under this plan. While the introduction to this area talks about a cultural competence framework, we are disappointed to see that essentially the only actions offered in this area are related to workplace training.

We would like to encourage the development of a cultural competence framework that goes beyond training. Such a framework could be developed with clearly spelled out expected outcomes and performance indicators.

Critical here is development of evidence based demonstration projects which will enhance the capacity and confidence of the mental health sector to work culturally competently.

There has been work done by various people and we refer the CMH to our recent publication of ‘Culturally Competent Disability Support: Putting it into Practice- A Review of the International and Australian Literature on Cultural Competence’.




Strategic Direction 5 Promoting Innovation, Research and Evaluation

	MDAA agrees with this strategic direction and we would like to see the following aims added:

1. It is critical to encourage ‘mainstream’ research to include ethnicity as a factor. As long as multicultural mental health research is the domain of only a few and not part of the ‘mainstream’, there will never be enough evidence and it will always be additional.

2. Given the low service access rates we think research into two areas is critical: firstly what prevents people from accessing services and secondly what support structure/ systems or otherwise do they currently use instead of the mental health system.

Aim 2:

MDAA urges the CMH to develop much tighter expected outcomes from this plan as otherwise a review of this plan will be meaningless. Outcomes of this plan need to be measured against the stated goals of the Plan (page 4) 




Appendix 1

From ‘Cultural Competence Works: Putting it into Practice’

Specific Cultural Questions

 TC "Specific Questions" \f C \l "4" (Adapted directly from the article by Narayan in Appendix 6): 

There are many specific questions about culture that you can ask in an assessment.  Reading through the following will help you become more familiar with some of the areas of life which are influenced by culture, and which it will be useful to ask questions about in an assessment.

Be creative. These questions are listed here only as a guide for you to think about each and about how you would tailor them to fit in with assessments of consumers you might encounter.  Note how you feel about each question.  If you believe they need to be re-phrased, then re-phrase them in your own words (while being sensitive to your consumer’s needs). 

Disability

· Are there disabilities or health problems that carry a stigma in your culture?

· Are there any illnesses or disabilities that are only identified within your culture)?

· Are there any tests/procedures/treatments that violate cultural practices?

· In past experiences with disability services and support, what have you found helpful?  What have you found offensive?  What have you found confusing?

· What is your attitude towards disability support based on providing support that is geared to your individual needs (see Box 22 in the next section).  Do you value this or distrust this?

· What do you call the disability?
· Why do you think you acquired the disability [use consumer’s words if they have a specific term for their disability – do so throughout the assessment] (for example it may be seen as a genetic condition, caused by a physical event such as an accident, or given by a higher being)

· What are some of the daily restrictions you experience? 

· How serious do you think these restrictions are?  What do these mean to you?

· What kind of support do you want / need?

· Within your own community, how are people with disability supported?

· How is your community supporting you with your disability?
Cultural, Religious and Spiritual Needs and Practices

· Do you maintain any spiritual practices (eg, special prayer times)?

· Are there religious articles you like to use, wear, or keep close?

· Are there rites/blessings that you use?  Spiritual leaders/healers you find helpful?

· Are there dietary prescriptions or restrictions that should be kept?

· What beliefs, values and practices surround life events (birth, childcare, ageing, death)?  (Being appropriate to the consumer’s circumstances)

Daily Personal Practices and Routines

· Are there special rituals/practices you associate with bathing, toileting, hair/nail care?

· Are you aware of any sex/age/social class restrictions on who can help a person with support and activities?

· How important is modesty for you?  How do you show modesty?

· Are there special morning/evening rituals or practices that are important to you?

Communication – These are just some examples, see also the section on communication in this manual and think of your own questions

· What language are you most comfortable speaking?

· Are you able to read English or another language?  Which do you prefer to read?

· What do you understand by certain facial expressions and hand/body gestures?

· Do you attach any special meaning to loud or whispered conversations?

· Do you prefer to be spoken to directly or indirectly?

Social Customs

· How would you like to be greeted and addressed by our staff?

· What behaviour is expected of your guests?  Taking shoes off?  Accepting food/drink?

· Is punctuality important to you?

· Is it polite for our staff to engage in “small talk” before getting “down to business”?

· Should discussions with our staff be direct and forthright or subtle and indirect?

· What topics are not acceptable to you?  Is it appropriate for you to share emotions and feelings? 

Medication and Pain Assessment

· What is your attitude towards Western medications?  Do you value or distrust these?

· Could there be genetic variations in the way you respond to medications?

· Are there traditional remedies, such as herbs, teas or ointments that you use?

· What is your attitude towards taking medications (including pain medications)?

· Do you tend to be stoic or expressive when in pain?

· What does pain mean to you?

· Do you generally describe pain as ‘how much’ or ’how strong’?

· What is the worst pain you have ever had?  How did you cope with it?  How did you treat it?  How well did the treatment work?

Food and Nutrition

· What do you eat and when do you eat it?  What have you eaten during the past 2 days.

· Are there eating patterns that may be in conflict with your care plan (e.g., fasting)?

· (Ask yourself) if there is potential for food/drug interactions with traditional foods?

· What foods do you believe promote health?  What foods do you believe are good for people with the disability?

· What do you think about the cold-hot theory of disease and treatment that some Asian cultures accept?

· Do you have any religious food prescriptions and restrictions?

· Degree of Acculturation (see Box 20 on Acculturation): 

· How strictly do you adhere to the belief/values/practices of your culture of origin?

· How traditional would you describe yourself as?  
· Do you maintain ways of your culture of origin?
Family and Community 

· Who is considered “family”?  What impact does the disability have on your family?

· Who is the head of the family?  Who makes decisions for the family and for you?

· With whom should we discuss your support?  Is there someone who helps you make decisions?

· How will family members be involved in your support?

· Who supports you  when you are sick?  How do they help you?  How would you like them to help you?

· What health/support services are available through your community?

· Do members of your community or family commonly engage in any harmful practices to health?

