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As a token adult psychiatrist, unaccustomed to being out numbered among a gathered mass of seasoned child and adolescent mental health professionals, I feel like a staid adult relative invited to an uninhibited kids' party.  This has had a strange effect on me.  I have taken it as an invitation to go wildly contextual and to regress.  This, I warn you, is not a pretty sight.  Ah, but I regress ...

So, to escape this fate, I have renamed this talk "Mental Health Services Street" and today's programme is brought to you by the letter "f".  "f" is for the force".  I believe this is what we are supposed to call the National Mental Health Strategy from now on.  May "the force" be with you.  The light side of the force propels you to face any organizational challenge and prevail with the authority of a Yoda or an Alec Guiness, no matter what the odds against you may be. The dark side allows you to fudge the figures you submit to the National Mental Health Strategy Review so no-one really knows if you don't change or improve anything at all in your service.

I have been following the development of AusEInet with enormous interest, since its inception, and with each new thick volume of the spiral bound and serialized AusEInet project reports (we're up to No. 6, 80 pages long) – of epic proportions, rivetting reading, though not quite a blockbuster, and it would've benefitted by coming out in comic format, or at least with a free CD-ROM give-away in each issue about the secret lives of child and adolescent mental health professionals.

I am aware of and not at all surprised, given the well-known depth and breadth of talents of those of you involved, matched with a few more resources, at AusEInet's great successes in developing and promoting both a living national network or movement, and good practice guidelines for various flavours of early intervention of child and adolescent mental health disorders, that is Streams I and III.  It is in these streams where the Early Intervention Mindset has been most developed, at least partly due to the enormouus early efforts in national provision of services for early prevention and intervention in psychosis, led by Pat McGorry and his associates.

E1.  Successful Early Intervention Requires a Major Change of Mindset

*
Professional –  child and adolescent and adult mental health services building bridges and being prepared to work together; and being prepared to undo our pessimistic professional toilet training, and relearn therapeutic optimism.

*
Consumer/family – increasing their willingness to seek appropriate intervention, 
Active involvement, education and skills enhancement of the family.

*
Community – challenging stigma, raising community awareness and support, and marketing shamelessly.  If only dissolving stigma was as easy as putting fluoride in the water supply, or if mental health promotion and prevention were as simple as dental flossing.

E2.  Early Intervention Mindset for Success

*
Going out to find new service-users, not hiding behind referral filters, like insisting on GP referrals, however welcome they are

*
Therapeutic optimism, instilling hope

*
Low-key timely self-ful, self-enhancing treatment strategies, helping the young person to find a meaning in their life for this condition rather than being defined by the diagnosis or illness.

*
More accurate community knowledge, understanding and tolerance

*
Seeing it as a priority for primary and secondary care

*
Recovery orientation

*
Service-user and family involvement in running services

Now I will concern myself with Stream II:  Reorientation of Service Delivery towards Early Intervention.  This is where the Early Intervention Mindset in Child and Adolescent Services appears to be least developed.  For me, this translates as Service-System building to increase community awareness, to improve detection rates, 24 hour access to services, response times, service mobility, and engagement in appropriate interventions, active follow-up and exiting from the system.

Even the National Action Plan for Suicide Prevention (1998) turned out to be extremely weak on detail on specific strategies or Service systems designed to respond in age-appropriate ways to crises and to prevent them becoming emergencies, especially considering its youth suicide prevention emphasis.

This should not only be done for any particular diagnosis or disorder, but with the child and adolescent mental health service system as a whole.  This, I know, is considered to be the generic territory of the National Mental Health Standards.  But they had specific child and adolescent clinical input too, though arguably they should eventually develop a home page to emphasize critical issues for each age-group and special constituency (eg Aboriginal and TSI, Transcultural, Primary Shared Care, Corrective Services mental health, etc.).

These national accreditation Standards encourage all mental health services to:

(a)
Provide a crisis intervention component which is available on a 7 day by 24 hour basis in the community as well as hospital based (Standard 11.1.4).

(b)
Be able to conduct an assessment in a setting chosen by the consumer and/or family, including home visits, within the limits of safety (Standard 11.3.2).

(c)
Ensure that from first contact, a consumer and their carers can identify and contact a single mental health professional responsible for co-ordinating all their care (Standard 11.2.8).

These standards apply equally to child and adolescent services as well, but to my knowledge, (please correct me if I'm wrong), have only been implemented specifically by child and adolescent services in exceptional circumstances in a few Australian states, so far.  

These priorities are also implied in the National Action Plan for Suicide Prevention (1998), and the Mental Health Promotion and Prevention National Action Plan (1999) substantiates only the effectiveness of prompt counselling before any mental illness has been established for bereavement, though not yet with other life events or trauma.  Yet the evidence so far remains strongest for early and intensive intervention once psychiatric symptoms have begun to appear.

There appears to be an indelible blind-spot shared by authors on Child and Adolescent Service Systems:  Firstly, in "Psychosocial Interventions" translate mainly as just Cognitive Behavioural Therapy delivered in the clinic (Kruesi et al 1999).  Secondly, while vulnerable symptomatic groups can be identified who miss out on apprropriate services despite many agencies being involved, to ostensibly "missed appointments" and "multiple deprivations" (Bullock et al 1999), it is glaringly obvious that much of this "system neglect" could be avoided if one agency took a "buck stops here" approach, volunteering to case manage and co-ordinate care; and was prepared to meet young persons in need of psychiatric help on their own turf and terms, in or out of office hours.

I have learnt many things from my contact with Child and Adolescent mental health workers over the years, including, among many other goodies:  the importance of  developmental experiences, milestones, and sticking points, to subsequent behaviour and psychiatric presentations, even much later in life; the importance of completing those developmental phases or rites of passage, particularly when disrupted by the "limbo–states" of mental illness, like eating disorders or psychosis; the importance of involving the family at every stage of intervention; how to be creative and even playful in therapy without crossing professional boundaries.  All this helps to remind us of our natural bounce or buoyancy, and therefore contribute to resilience to the lives of clients, families and even us professionals to accompany the inevitable risk; and to help us arrive at healing results.

A crisis is a period of transition in the life of the individual, family or group, presenting individuals with a turning point in their lives, which may be seen as a challenge or a threat, a "make or break" new possibility or risk, a gain or a loss, or both simultaneously (Rosen, 1997).   To pick up the theme of this meeting of "Risk, resilience, results", "r"

is for

risk or opportunity inherent in all crises

resilience or stereotyped habitual responses to a crisis 

(and the result could be either...)

recovery , or socialization into a career as psychiatric patient

Most crises are part of the normal range of life experiences that most people can expect, they are part of growing up, and most people will reocver from crisis without professional intervention, using their personal and family resources or wellspring of resilience.  However, there are crises outside the bounds of a person's everyday experience (resilience) or coping resources which may require expert help to achieve recovery.  These are complex crises, including those associated with disasters, severe trauma and severe or persistent mental illness.

What I have never understood, though, is why for many years, I had been called in as an adult mental health worker to teach courses on crisis intervention to adolescent mental health workers in NSW, when adolescence is, by definition, a period of crisis writ large, par excellence.    Adolescent workers should be teaching the rest of us how to run 24 hour crisis services.  In the meantime, if adolescents are to get access to any specialized mental health crisis services at all, it is usually left to an adult mental health team who have had no specific training on handling the sensitive issues surrounding childhood or adolescent crises.  And yet, the timing and the specific nature and quality of intervention when a young person is highly aroused and suggestive in a state of crisis, (eg if she or he is threatening suicide) may be pivotal to effective engagement, generating trust and ultimate outcome.  Such services need to be rapidly responsive (our standard is 15 minutes to taking full details) available on a 24 hour basis and mobile - able to intervene at home or with whom or where the crisis is occurring.  I know that you all know this.  I haven't come here to teach you to suck eggs.  So why are there not more specific child and adolescent crisis services?

(a)
Not enough funding.  This is true.  Child and Adolescent Mental Health Services, at least until lately, have been the Cinderella of sibling rivalries over meagre resources.  But steps appear to be underway to correct this in some states.

(b)
Child and Adolescent service providers have felt obliged to restrict their scarce resources to running embattled passive response, sedentary out-patient and in-patient services, rather than seeing it as a priority as adult services began to do 20 years ago, to struggle to develop 24 hour active response mobile crisis and continuity of care services.  This usually required restructuring of existing services rather than playing with new money.

(c)
Not attending to the emerging evidence, tho' most of the evidence from Child and Adolescent Services is still time pre-post multiple baseline, rather than randomized controlled trials.

eg – i:
Evans, Mary E; Boothroyd, Roger A; Armstrong, Mary I.

Development and implementation of an experimental study of the effectiveness of intensive in-home crisis services for children and their families.

Journal of Emotional & Behavioural Disorders.  Vol 5(2), Sum 1997, 93-105

This study examined the efficacy of 3 models for children experiencing serious psychiatric crises.

*
The first, a Home-Based Crisis Intervention (HBCI) modeled on the Homebuilders model of family preservation;  The second, Enhanced HBCI, added respite care, flexible parent advocate and support services, additional staff training in cultural competence and violence management. Crisis Case Management, the third model, used case managers to assess child and family needs and link them to services, as well as respite care.


Definitive comparitive outcome data are forthcoming.

eg – ii:
Bishop, Ellen G; McNally, George

An in-home crisis intervention program children and their families.

Hospital & community Psychiatry.  Vol 44(2), Feb 1993, 182-184.

*
An intensive 4-6 week in-home crisis intervention program was provided for children and adolescents.

*
Referrals involved self-destructive behaviour, assaultive/aggressive behaviour or parent-child conflict.  The authors were able to show that this was a viable alternative to psychiatric hospitalisation at a low cost.

(d)
Being seduced by simplistic high tech solutions, like ...


We can handle all this need these days with a honed-down 1300 number outsourced to the private sector and run cheaply with a deregulated workforce at a generic call-centre in a tax haven ... like Panama?  No, Victoria.

eg 
In Denmark during the cold war, a Political Party's Platform for their defence policy read "We will have the equivalent of a 1300 number attached to an answerphone repeating "We surrender!  We surrender!".  Let us not be minimalist or defeatist about this.  (As far as the dangers of honing down are concerned, consider the Monty Python skit on the world's masterspy disguised as an alpine sheep dog).

(e)
We're too busy (the resting on our laurels and sitting on our case-load argument) (? like sitting on wool futures?).  This is connected to the argument that ...

(f)
Other people should attend to crises, not us.

Who Should Manage Crises?

General practitioners, community service workers, police, ministers of religion, counsellors, voluntary hot-lines, warm lines and internet youth help-lines, as well as mental health professionals, are all in a position to be involved in home and garden crisis intervention.  General practitioners are particularly well placed to help people in crisis and their families.  But these people all need some training to be able to respond appropriately and to refer when necessary.  Arguably, this should be extended to hairdressers, housecleaners and real estate agents (Rosen, 1997).

Should all crises be referred to psychiatric services?  Emphatically no, although psychiatric services are more appropriate for people in crisis who are likely to have diagnosable psychiatric illnesses and who may be suicidal.

Gaps in Services

There is still a lack of child and adolescent mobile crisis services operating extended hours to augment outpatient nine to five mental health services for these age groups.  Adolescents are at a time of developmental transition and are particularly vulnerable to crisis.  Early intervention services available on a 24 hour mobile basis which are specifically designed to deal with the crises and psychiatric problems of young people, their families and peers where they live or hang-out, may help to reduce the exceptionally high youth suicide rates in Australia.

Child and Adolescent Mental Health Services should not be expected to provide a 24 hour crisis intervention capability by themselves – this should be a fruitful arena for a working in partnership between child and adolescent and adult services.

These services should involve Interdisciplinary teamwork – rather than a pecking-order of psychotherapists versus handmaiden nurses or minder-drones, only the latter of whom can bear to "muck in" with the kids with more mundane tasks.

Co-ordination of Care

Case Management or Active Co-ordination of Continuity of Care is a related issue, as early intervention often requires an intensive follow-up phase to optimize recovery in more complex and severe disorders.

What is a Case Manager?

Case management is the cornerstone of a comprehensive mental health service, because all the other building blocks of such a service depend on it to integrate or draw together all treatment, recovery and welfare services required, to meet the unique needs of each individual or family with mental illness, into one coherent local system.  This is how case management is defined by the AIMHS benchmark standards for integrated mental health services (Rosen, Miller & Parker, 1993).  Observing a care co-ordinator in action provides a cross-sectional view of how well the service system operates.

A case manager in this sense is much more than a broker of services, not so much a travel agent or even a travel companion but a travel guide.  They combine the skills and roles of a clinician, rehabilitation coach, counsellor, mentor, advocate and trusted ally.

It is a buck-stops-here approach to mental health services.  It is not the duty of the case manager to do everything but to ensure that it is all done.  So an expert case manager is a professional buck-stop.

Similarly, for Psychiatric Case Management, the evidence-based research firmly supports a carefully defined intensive case management model in adults, and early indications are that the evidence is going the same way for children and adolescents.  But in both, case management or care co-ordination is not a case of "one size fits all", or that everyone needs it, and there must be actual services relevant to consumers and families out there to co-ordinate.

A specific set of appropriate Interventions needs to be defined with fidelity checks and only used with clients meeting criteria of severity, duration and complexity of both symptoms and functional disability.  That is, both service and client variables are crucial to outcome, ie you must have defined symptoms and/or disabilities.

eg – i.
Hamner, Karl; Bryant, Deborah

Do client characteristics predict case management activity?

*
In the prominent Fort Bragg Demonstration Project it was hypothesized that the amount of support provided by the case manager should be a consequence of individual client's characteristics.

*
Multivariate regression was used to explore associations between the variations among these clients in the amount of case management received and personal characteristics such severity of problems.

The results showed that client characteristics are primarily not associated with the amount of case management services, but service characteristics are, that is, how the service was organized.  At the same time, the service system factors of  level and duration of care were moderately associated with the amount of case management provided.

eg – ii.
Evans, Mary E; Boothroyd, Roger A; Armstrong, Mary I.

Child, family, and system outcomes of intensive case management in New York State.

*
In this study a 30% sample of 199 children and youth with "serious emotional disturbance" were provided with Intensive Case Management.

This resulted in a decrease in symptoms, improvement in functioning, fewer hospitalizations in state-operated psychiatric centres, cost savings, and possible reduction in hospital beds

Early Intervention:  Implications for the Future

*
Second wave of the National Mental Health Strategy emphasizes promotion and prevention, where possible in partnership with other providers.

*
Ripples – implications for other age-groups, phases of illness, and disorders

*
A more population-at-risk or public health based approach

Defining Population Need:  Met Need, Unmet Need, Met Unneed:  

There were once 3 lands:  (1) The land of Met Need (or Treated Prevalence) – where there is a need to assure those affected of stable, continuing and progressively improving services without diverting the resources they need into exploration of other lands.  

(2) The land of Unmet Need (or Untreated Prevalence, sometimes until too late).  This land yearns for earlier intervention, to deliver better health and wellbeing by means of the latest scientific goodies to a deprived and needy population provided in a culturally congenial way.  

(3)  The land of Met Unneed or Psychiatric Treatment imposed on a pristine undeveloped territory where no psychiatric illness or need prevails.  This is a form of professional colonization of a land and a people who'd be better off without our presence.  So over-zealous early detection and intervention can go too far.  Even if you are found to have a diagnosable psychiatric condition, as Tom McNeil from Sweden says "Just knowing about IT (the condition) shouldn't drive you crazy".  We need to concentrate on increasing the two-way flow of trade between meeting established need and uncovering and meeting more unmet need.










ABS Study

Unmet need =
Untreated Patients or prevalence




11.1%

Met need =
Treated prevalence in primary and 



secondary care, respectively




10.0%

Met unneed =
Psychiatric treatment or therapy for people



without a recognized psychiatric disorder



4.4%

Unmet unneed =
No psychiatric disorder



No psychiatric treatment





70+ %

Met unneed is a term first coined, as far as we know, in a workshop on Mental Health Service Needs Analysis London in early 1992. (Rosen et al 1992).  Its true prevalence in Australia is unknown because a psychiatric condition is sometimes declared by the provider for health insurance or public accounting purposes.  Our fee-for-service private health system creates fertile conditions for its continued existence.  The media promotion of psychotherapeutic fads and psychopharmacological quick-fixes may help it to flourish.  Undoubtedly it is also alive and well in general practice.  It is a form of iatrogenesis, as the impact of such therapies may generate psychological symptoms, or adverse effects from any medications used.  It's apparent prevalence in the ABS study should be interpreted with caution, as it may partially represent an artefact of the methodology, and may partially represent treated and resolved prodromes of transient disorders.  The solution is closer co-ordination of priorities between public, private psychiatry, NGO service providers and GP's contribution to mental health.

The dilemma is to be clear and focussed on our solvable clinical priorities, rather than trying to be everything to everyone:  this is not a clinical strategy, but a theological strategy.  Our more intensive interventions should be reserved for those with clear deficiencies among the d's or at clear high risk of becoming so.  The "d's" include not only "diagnosis", though important to define the problem as psychiatric, but probably more crucially duration distress, disability, danger, disorganization and disaffiliation.

So, in Summary, The Early Intervention Mindset:

Early intervention, to become a practical reality, rather than yet another fashionable catch-phrase, requires a major change of professional, therapeutic and organizational "head-set" or a major paradigm shift.  Professionals, with burgeoning case-loads and ever-lengthening waiting-lists, are busy people who don't need more referrals, yet are now going out to find new people in need.  Our therapies are becoming more timely, low-key, low-dose in our use of technologies and more self-enhancing.  We are beginning to instill more hope, as we discover that appropriate therapeutic optimism is effective and a trainable skill.  We are shifting from non-specific counselling to specific evidence based interventions requiring detailed training in specific micro-skills. We are handing over a greater sense of control to consumers and carers, as we inform and educate them better, and consult them in negotiating the management plan from the earliest stage.  We are shifting from a top-down treatment framework to a more consultative, respectful and experiential education-oriented way of working.  Organizationally we should also be moving from passive-response waiting list fragmented services to more active-response easily accessible, mobile, crisis responsive and personally co-ordinated services.  We must simultaneously work on enhancing community awareness in a public health framework, while ensuring that early intervention in mental disorders for young people is seen as a firm priority for both primary and secondary care.
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