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The mental health system




The mental health system does
not match the epidemiology
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The mental health system does
not correspond with brain
development




Developmental course of brain maturation during adolescence

Behavioral attributes are paralleled by hormonal and neurobiological changes that target
specific brain regions and cell populations

Lee et al.,
2014
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The mental health system does
not align with social development




Percentage of the Population 25 Years and Over Who Completed PERCENTAGE OF YOUNG ADULTS LIVING WITH PARENTS, 1980 VS. 2016
High School or College by Age Group: Selected Years 1940-2015 1980 172016
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With increased societal
development comes a longer
transition to independence




The current system will not
address the economic challenge
of mental ill health




Economics

Table 13: Mental illness costs expected to more than double by 2030
Global cost of mental health conditions in 2010 and 2030. Costs shown in billions of 2010 US$

Low- and Middle-Income

Figure 3a: Mental health and cardiovascular diseases are top drivers of lost output

High-Income Countries

Breakdown of NCD cost by disease type, based on EPIC model

Countrie
Total Total Total
Direct | Indirect Cost of Direct | Indirect Cost of Direct | Indirect Cost of
Costs Costs lliness Costs Costs lliness Costs Costs lliness
2010 287 583 870 536 1,088 1,624 823 1,671 2,493
2030 697 1,416 2,113 1,298 2,635 3,933 1,995 4,051 6,046

Table 16: Mental illness hits output hard
Breakdown of output losses by disease type and income category, 2010 and 2030, trillions (2010
USS$), using the VSL approach

Chronic Cardio- Mental Chronic Cardio- Mental
Cancer | respiratory | vascular | Diabetes lliness Total Cancer | respiratory | vascular | Diabetes m Total
disease diseases disease diseases
High 1.7 1.5 54 0.7 5.5 14.8 2.2 2.0 7.2 1.0 7.3 19.7
Income
Upper
Middle 0.6 0.5 1.9 0.3 1.9 5.1 1.9 1.8 6.3 0.9 6.5 174
Income
Lower
Middle 0.3 0.2 09 0.1 0.9 2.4 0.6 0.5 1.9 0.3 2.0 53
Income
—— 0.1 0.1 0.2 0.0 0.2 0.5 0.1 0.1 0.4 0.0 0.4 1.0
Income L g £ d . L £ L L d y .
World 2.5 2.4 8.3 1.2 8.5 22.8 4.9 4.5 15.8 22 16.1 43.4

oomet al., 2011
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So we need a hew youtr
mental health systemr




Increasing symptom specificity and severity
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Mental wellbeing
No distress

Stage of non-specific
mental distress

Need more awareness
and understanding to
promote self-help

Early treatment

Better management
and prevention for
improvement of overall
mental health and
reduction of symptoms

State of specific
mental syndrome
Progressive treatment
aligned to evidence
related to specific
disorders

Stage O

Stage 1a

Stage 1b

Stage 2

Asymptomatic

» Public mental health promotion and illness
prevention

» No individual treatment or intervention

Non-specific mental distress

» Self-help and support from informal networks

- Interventions raising population mental health
literacy

» Identification of stressful or noxious
environmental exposures

« Exploration of environmental modification or
development of coping strategies

Subsyndromal or subthreshold symptom profile

» Advice and transdiagnostic psychosocial support
from PHC

» Identification of high-risk individuals and
monitoring

Full defined syndrome

« First episode treatment in primary care

« Specialist care available for primary health services
through properly resourced collaborative models

» Effective referral through stepped care for complex

Recurrence, persistence

» Specialist mental health service in collaboration
with PHC

» Ongoing community and multisectoral support

Treatment resistance

» Specialist mental health service in collaboration
with PHC

» Rehabilitation and ongoing community support




Increasing symptom specificity and severity
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Where is the place of

recovery in the system?




History




Asylum era —
Containment

Purposes of

treatment




Medication —
Reduction of
symptoms

Asylum era —
Containment

Purposes of

treatment




Purposes of

treatment

Asylum era —
Containment

Therapy —
Reduction of
distress, insight,
family structure
and function

Medication —
Reduction of
symptoms




Purposes of

treatment

Asylum era —
Containment

Therapy —
Reduction of
distress, insight,
family structure
and function

Medication —
Reduction of
symptoms

Case
management —
Housing,
welfare,
connection to
day activities
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Recovery




“The concept of

recovery...would have been

voessumptionof | considered something of an
oxymoron in the literature a

generation ago”
- Allan Bellack, 2006




Some

definitions

“Recovery from mental illness involves much more than recovery from the
illness itself. People with mental illness may have to recover from the
stigma they have incorporated into their very being; from the iatrogenic
effects of treatment settings; from lack of recent opportunities for self-
determination; from the negative side effects of unemployment; and from
crushed dreams. Recovery is often a complex, time-consuming process.”

“Professionals do not hold the key to recovery; consumers do. The task of
professionals is to facilitate recovery; the task of consumers is to recover

e Anthony, 1993 (Psychosocial Rehabilitation Journal)

“The goal of recovery is not to get mainstreamed. We don't want to be
mainstreamed. We say let the mainstream become a wide stream that has
room for all of us and leaves no one stranded on the fringes”

* Deegan, 1996 (Psychiatric Rehabilitation Journal)




Recovery




Recovery

Functional
Recovery




Recovery

Functional
Recovery

Vocational
functioning




What is functional recovery

and why do we need it?




Fulfillment of age
appropriate role
expectations,

Education

Employment

What is

Functional
Recovery
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And why do

we need it?

for a young person
with a mental
health problem

The game#* of

START
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mental health
diagnosis Ultimately 1/4 will

Negative reactions most give up on their hopes,
often come from friends dreams ‘!"d_ for some
(70%)andteachers(40%) = O W A 8099 e their lives
Career
40% stop going s Fear of negativg reactigns
to school or college 1?:' arerzt:’t ?zr stop 57% applying for jobs
) l b"q el and 32% applying for
s further education

*This game sucks

N drobd it Saci-lwia

Visit time-to-change.org.uk to find out what you can do to change this journey

This research was canducted anline by Time to Change with a sample of 1132 yaung geaple with mental heaith diageeses



What is

Friends

Engagement in Intimate

relationships

Functional
Recovery

social interactions

Community
participation
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Figure 23: Contact with others and formal
social events
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Functional it

Recovery
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1985 1995 2005

Preferred housing

(irrespective of Proportion not living
Housing types Current housing current housing) in preferred housing

n (%) n (% n (%)

Public rented house/unit 490 (26.8) 472 (25.9) 187 (39.6)
Private rented house/unit 397 (21.8) 313(17.2) 174 (55.6)
Family home 349 (19.1) 190 (10.4) 56 (29.5)
Own house/unit 239 (13.1) 726 (39.8) 506 (69.7)
Supported group accommodation 200 (11.0) 51 (2.8) 8 (15.7)
Homeless: primary, secondary or tertiary 94 (5.2) 44 (2.4) 33 (75.0)
Institution/hospital 36 (2.0) 2 (0.1) 0 (0.0
Other, including caravan, prison 20 (1.1) 24 (1.3) 19 (79.2) . Males
Total 1825 (100) 1822 (100)

B Females

M Psychoses

Figure 9: Overweight and obesity Figure 10: Smoking, and alcohol and drug abuse
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And when should we address

functional recovery?




What | was taught

Work would be too stressful
Would exacerbate illness
Would be failed

Would entrench
hopelessness

Best avoided until well

Help people access disabiity
benefits




Importance of Early Focus on Functioning

14 months 7 years

Functional Symptomatic Functional

Alvarez-Jimenez et al. (2012). Psychological Medicine
42(3), 595-606
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80%

& 2
E

s
2

Proportion of population
e &
E - S

=]
2

10%

0%

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013
Year

oMusculc-skgletal £ connectve Bssue O Psychologealipsy chiatne Ointedlectuallieaming




DSP

Exits by subsequent status/income support payment type — 2013
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What do young people with mental ill health most want

help with

40 _______________________________________________________________ p ________________________________________________________________________________

30 w Employment
« Education

20 ® Relationships
- Housing

10 @ Health

0

What was most wanted

Ramsay, 2011; lyer, 2011



Development of employment

INterventions




_ Social firms
Employment

Interventions
were
developed

Transitional employment

Supported employment




Individual Placement
and Support

INDIVIDUAL PLACEMENT
AND SUPPORT

AN EVIDENCE-BASED APPROACH TO
SUPPORTED EMPLOYMENT

* Opentoanyperson with mentalillness who wants to work
* Integrated with MH treatmentteam

* Focus on competitive employment

* Benefits planning

* Rapidjob search without concept of job readiness

* Development of employer networks

* Jobs based on consumer preference

* Time-unlimitedsupport




Competitive Employment Rates in 23
Randomized Controlled Trials of IPS
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Does IPS work in youth

mental illness?




Unemployment in Youth Mental Health - Its more than just being young

Schizophrenia (SHIP study)

Psychosis

BPD

Depression

headspace (national average)

Youth Unemployment (NZ Average 2004-2019)

Youth Unemployment (Aus. Average 1978-2019)

Youth Unemployment Current (NZ)

Youth Unemployment Current (Aus)
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Sources: ABS; Stats NZ; headspace; Caruana et al., 2018, Community Mental Health Journal; Waghorn et al., 2012,
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Unemploymentin early psychosis
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Rinaldiet al, 2010



2004 — 2019

15 years of IPS in FEP research
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original papers

Rinaldi et al Supported employment in first-episode psychosis

Psychiatric Bulletin (2004), 28, 281-284

MILES RINALDI. KAREN McNEIL, MIKE FIRN, MARSHA KOLETSI, RACHEL PERKINS

AND SWARAN P. SINGH

What are the benefits of evidence-based supported
employment for patients with first-episode psychosis?

AIMS AND METHOD

To examine the effectiveness of
integrating evidence-based
supported employment into an early
intervention service for young
people with first-episode psychosis.
Demographic, clinical and vocational
data were collected over a12-month
period to evaluate the effect on
vocational outcomes at 6 months and
12 months of the employment of a
vocational specialist, and to assess
model fidelity.

RESULTS
Following vocational profiling and
input from the vocational specialist
and the team, there were significant
increases in the proportion of clients
engaged in work or educational
activity over the first 6 months of the
intervention, and in a subsample over
asecond 6-month period.The
evidence-based Supported
Employment Fidelity Scale was used
tomeasure the degree of

implementation, which scored 71,
signifying ‘good implementation’.

CLINICAL IMPLICATIONS

The results suggest that implementing
evidence-based supported employment
within an early intervention service
increases employment and education
opportunities for patients within the
service.

Table 2. Vocational status of clients at baseline, 6 months and
12 months

Vocational status

Baseline

(n=40)
n (D/o)

6 months
(n=40)
n (O/o)

12 months

(n=22)
n (0/0)

Open employment

Voluntary work/

4 (10)
0 (0)

work experience

Education/training
Job search agency
Unemployed/unoccupied 22 (55)

13 (33)
1)

11(28)
2 (4)

13 (33)
11(28)
3(7)
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Vocational intervention in first-episode psychosis:
individual placement and support v. treatment

Individual placement and support for vocational
recovery in first-episode psychosis: randomised
as usual controlled trial

Exciting career opportunity beckons! Early
intervention and vocational rehabilitation

in first-episode psychosis: employing
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IPS in FEP in Australia—a 13 year journey




Study 1

Recruited 41 people with first episode psychosis and randomly allocated to
groups

Baseline assessment: SCID, CESD, QOL, BPRS,
Job history, SANS, SOFAS

Treatment as usual (n=21) Individual placementand
support + treatment as usual

(n=20)

6 month assessment: SCID, CESD, QOL, BPRS, Job history, SANS, SOFAS,
IndianaJob satisfaction scale, work related variablese.g. S or hours per
week etc.




Results Study 1

I T

Jobs P<0.000
Courses 4 4 ns

Weeks worked 5 0 P=0.021
Pay 2432 0 P=0.012

Benefits (change) -30% 0% P=0.025 P=0.317



[ Enrollment ]

Assessed foreligibility (n=171)

Excluded (n=25)
+ Not meeting inclusion criteria (n=2)

Y

+ Declined to participate (n=23)

Randomized (n=146)

I

A4

Allocation

] v

Allocated to IPSintervention (n=73)
+ Received allocatedintervention (n=69 )

+ Did not receive allocated intervention
(completed vocational assessment, but
disengaged afterthat) (n=4)

J
Allocated to TAU (n=73)
+ Received allocatedintervention (n=73)

+ Did not receive allocatedintervention (give
reasons)(n=0)

! [

'8

Follow-Up

] !

J

Lost to follow-up (give reasons) (n=5)
Moved out of region (n=2)
Too unwell (n=2)
Did not want to continue (n=0)
Did not want to continue — working (n=1)
Unknown (n=0)

Lost to follow-up (give reasons) (n=14)
Moved out of region (n=6)
Too unwell (n=0)
Did not want to continue (n=5)
Did not want to continue — working (n=2)
Unknown (n=1)

-

Analvsis

1 !

Analysed (n=68)
+Excluded from analysis (give reasons) (n=5)
No post baseline data (n=5)

Analysed (n=59)
+Excluded from analysis (give reasons) (n=14)
No post-baseline data (n=14)




Employment in study 2

= TAU
80

60

40

20

Baseline 6 months 12 months 18 months



RAISE CP (Humensky, 2017
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% reported in work or school during
RAISE CP participatiom

= Time to Work/School
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Figure 1. Time to engagement in work and/or school.
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Baseline Six months 12 Months 18 Months 24 Months
(n=65) (n=57) (n=43) (n=36) (n=15)

Figure 2. Percent of participants working or in school at each interview.




RAISE Navigate (Kane et al., 2016

Figure S3. Percent with any work or school days per month

50%
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0 2 4 6 8 1012 14 16 18 20 22 24

Percent with any days per month

Group by time interaction: p=.044




s [P S-WFM (n=41) = = Brokered VR (n=22)
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UCLA Study (Neuchterlein et al., 2019




The INVEST Study
Individual Placement

and Support for Young
People with BPD

Andrew Chanen et al.




What about education?




Education

protects

Earnings and unemployment rates by educational attainment, 2015

Median usual weekly earnings Unemployment rate

Doctoral degree
Prafessional degree
Master's degree
Bachelor's degree
Associate's degree
some college, no degree

High school diploma

i

Less than a high school diploma
i
All workers: 5260 All workers: 4.3%

MNote: Data are for persons age 25 and over. Earnings are for full-time wage and salary workers,
Source: .S, Bureau of Labor Statistics, Current Population Survey



Fig 13. Most young people in Australia enter the labour
market in jobs that will be radically affected by automation

Bubble size = % of employed youth (15-24 yrs) in that occupation

%
z
g
‘5
#

Foundation for Young
P12 MW DR N s Australians, 2015
i of current youth {15-24 yrs) in employment (WWW.fva .org.au )



http://www.fya.org.au/

IPS Principles adapted to education

* Focused on enrolment in a community education or training
course

* |PSed is open to any person with mental illness who would like to
return to school/training, or who feels that they would like extra
support to remain in their current educational environment.

* Identifying appropriate courses and where possible enrolment
into them, commences rapidly on entry into the program;

* |PSed is integrated with the mental health treatment team;

* Potential courses are chosen based on consumer preference with
reference to their educational and career goals;

* The support provided in IPSed is time-unlimited;

* The education consultant makes relationships with local
education providers.




Education
Intervention Study

*19 participants 15-20years of age
*6 month intervention
*At baseline 11 enrolled and not attending

*8 not enrolled neither “earning or
learning”

*Outcome: 18 enrolled and either attending
or completed

1 neither earning or learning

Ea rIy Intervention First Impact Factor released in June 2010
IN PSYCHIATRY and now listed in MEDLINE!

Early Intervention in Psychiatry 2016; ee: ee—ee doi: 10.1111/eip.12344

Early Intervention in the Real World

Individual placement and support, supported
education in young people with mental iliness: an
exploratory feasibility study

Eoin Killackey,'? Kelly Allott,"? Gina Woodhead,? Sue Connor,>* Susan Dragon' and Judy Ring®*




Preliminary outcomes from an individualised

supported education programme delivered
by a community mental health service

Emma Robson,! Geoff Waghorn,? Joanne Sherring? and Adrienne Morris*

British J of OT, 2010

20 participants
70% positive outcomes
(finishing or continuing)



Translation ana

Implementation

{ IT'S ALL VERY WELL “MAKING DISCOVERIES) )

“CAVING LIVES” AND “IMPROVING THE WORLD)
ROGER. BUT YOUR RESEARCH IS MAKING

[ BARELY ANY IMPACT ON SOCIAL MEDIA.

f= 1\

L1,




Social-Service—Some patients are referred for more investiga-
tion to aid diagnosis, others for employment, a special worker
being maintained who has charge of the latter. Many are referred
for supervision, it being found that certain tractable insane per-
sons, or those with abnormal personalities, can get along satisfac-
torily in the community with a varying degree of social-service
supervision.

Importance of translation & implementation




How do we create systems of
care that have recovery at

their heart?




Youth Mental Health and
The World Economic Forum
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framework for youth
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Background to the Orygen-WEF Project

October Introduction by Carlo Guerra to World Economic Forum
2017 through his role as both Youth Research Council member at
Orygen and Global Shaper for the WEF

November 2 page briefing for the WEF on the economicimperative for
2017 youth mental health

July 2018 Invited to complete a project design submission for joint
venture initiatives

September Interviewed by the WEF on the project design and partnership
2018 proposal

October Approved as a Tier 2 Project for the Forum’s system focusing on
2018 health care and mental health

December Team engaged and project commenced
2018
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Partnership between Orygen and the
World Economic Forum is part of the
Forum’s system initiative in shaping the
future of health and healthcare

A global model of youth
mental health carewith
flexibility thatcan be
adapted across a range of
countries with variable
resourcing capacities.

Four key deliverables:

An investment framework
indicatingthelevel of public
and private investment
required across different
countries.

An economic briefing for

governments supporting

investment in this field of
work.

A toolkitto support local
advocates of youth mental
health in their efforts to
engage publicand private
sectors to invest.
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The team

Craig Hodges — Project Lead

Edin Killackey — Research Lead

Viv Browne — Government and Advocacy Lead

Ella Gow — Youth Partnerships Facilitator

Corinne Rugulo - Administration




Youth

engagement

Two young people appointed to Project
Steering Group

Working with the Forums Global Shapers
Networkto engage young people fromarange
of different counties and contexts.

Youth Partnerships Facilitator — Ella Gow

Will work to engage young people in focus
groupsin theircommunity and online, to
provide inputintothe model and advocacy
toolkitbeing developed.
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Several practices facilitaterapid and easy access for young people
and families. The underlying driver is to identify and remove barriers.
For example:

e no requirement for a referral to the service removes the need to

visit, convince and possibly pay a gatekeeper such as a GP to
allow access.

e developinggood relationshipswith child mental health services
allows for there to be little lag time if a young person is

. transitioningfrom one service to the other.
ix\ N“g“ﬁﬁ'x,.:' A e Ease of access is facilitated through considerationssuch as
o | locatingthe service close to publictransport hubs, or in an area
——,y which can be easily accessed should transport be limited or non-
o V2N existent.
jes” | / Rapideasy ", | oo | . .
L% |: . " o .ensurlng that the serw_cg is open when yc?u ng people c.an access
\\access/f !t (not neces§arlly tra}dltlonal 9to 5 wgrkmg hours). This may
o AT include offering services over an evening or a weekend.
& /,-" "\fwe‘s"?"?/-'l e Ensuring that, where possible, there is no direct cost to the young
| N /;\ o person, and where this is not possible, minimising this cost so as
s w/' to ensure that finance is not a barrier to seeking access.

e Providingsimple, free and a direct means of contact. This may be
via toll free telephone numbers, internet or walkingin.






Primary Care

Youth facing agencies

Specialist Care

Local Contextual Factors




Conclusions

* Youth is a biologically, developmentally and epidemiologically distinct period
* Mental health system design should reflect this

* A key developmental taskin this stage relates to vocational functioning

* People with mentalillness are disproportionately vocationally disadvantaged

e Evidence exists of interventions that make a significant difference for young people with mental
illness in relation to their vocational functioning

* New models of care, with functional recovery as a key part of service are needed

* These need to have no access barriers and serve the entire spectrum of young people with mental
health needs

* Young person centered, culturally appropriate, co-designed and optimistic about the future for
young people



@ Contact:
eoin.killackey@orygen.org.au

u Twitter: @eoinkillackey
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