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Letter
1 August 2018
The Hon Martin Foley, MP
Minister for Mental Health
Level 22, 50 Lonsdale Street
Melbourne 3000
Dear Minister,
I am pleased to provide you with the annual report of the Mental Health Complaints Commissioner for the financial year 2017–18.
As required under s 268 of the Victorian Mental Health Act 2014 (the Act), the report describes our activities for the year including the number of complaints made to the Commissioner, the outcomes of these complaints and our education activities.
I trust our annual report will help to inform the Parliament, consumers, families, carers, mental health services and the wider Victorian community about our key safeguarding, oversight and service improvement roles under the Act.
Yours sincerely
Dr Lynne Coulson Barr
Mental Health Complaints Commissioner
End of letter

Commissioner’s message 
Safeguarding the rights of people accessing Victoria’s public mental health services is the focus of our work in resolving complaints about people’s experiences of services. This was highlighted in March 2018 with the launch of our first major strategic project report, The right to be safe: Ensuring sexual safety in acute mental health inpatient units. 
The findings and recommendations of this report demonstrate how complaints can provide a vital window into the gravity and impact of people’s experiences and the actions that need to be taken to ensure people’s safety, uphold their rights and drive positive change in mental health services. In this report we have endeavoured to honour the preparedness of people to make complaints about extremely distressing and devastating experiences and allegations of sexual harassment, sexual assault and incidents of sexual activity in inpatient units, and their want for actions to be taken to prevent other people from having similar experiences. This report, along with our work in identifying and addressing other significant avoidable harms in mental health services, highlights the need for concerted and committed actions to ensure people’s safety in acute inpatient environments.
Complaints represent the voices of consumers, families and carers, and our function of identifying and analysing quality and safety issues in complaints is an important way of enabling these voices to be heard and taken seriously. Victoria is in a unique position, being the only jurisdiction in Australia to have an independent specialist mental health complaints body. Through our approaches to dealing with complaints, we have gained, and continue to gather, a quantum of information and insights into people’s experiences of mental health services that wasn’t available before our office was established in 2014. It is essential that this information is used to improve people’s experiences and the mental health system more broadly. 
The themes identified from complaints to our office and reported by services tell us that much more needs to be done to ensure consumers are at the centre of their care and treatment, and that they are safe and feel safe in services. These themes also speak to the continued need for recovery-oriented practice, supported decision making and trauma-informed care to be truly embedded in service provision, and for there to be a greater understanding of the role of family members, carers and other support people in the recovery and wellbeing of consumers.
The positive responses from the Department of Health and Human Services, the Chief Psychiatrist and mental health services to the findings and recommendations of The right to be safe, and to other service improvements recommended by our office, indicate that learnings from complaints are being used to drive positive changes in services and the system more broadly. This can also be seen in the 184 service improvement actions recorded as outcomes from complaints, which is more than double the number of actions recorded in 2016–17. Throughout the coming year, we will be working closely with the department, the Chief Psychiatrist and mental health services on ways in which these planned actions will translate into real and sustainable changes in people’s experiences of services.
The number of enquiries and complaints raised with our office rose to 2,125 this year, which is a 21 per cent increase on last year and is almost one and a half times more than the number in our first year of operation. It is important to see this progressive increase in mental health complaints as representative of the value of having an accessible and specialist avenue for people to raise their concerns, and the increase in people’s awareness, confidence and preparedness to make a complaint. 
Our team has worked with commitment and dedication over the past year to meet this significant increase in demand, responding effectively to people’s individual concerns and assessing and addressing the broad range of service provision issues identified in complaints. Our complaints resolution processes continue to highlight the ways in which meaningful acknowledgements, answers, actions and apologies by services can achieve positive outcomes for people who make a complaint. 
We can never lose sight of the importance of responding to people’s individual needs and concerns and the difference that a positive resolution of a complaint can make to a person’s wellbeing and recovery and future engagement with services. In some cases, the resolution of a complaint can be a lifeline to a person who may not have otherwise sought further help from mental health services. To this end, our education and engagement work with services focuses on effective approaches to resolving individual complaints, as well as using data and themes from complaints to inform practice change and quality improvements. Our approach to investigations also focuses on the actions services need to take to address and resolve the issues arising from the person’s individual experience, as well as the actions and service improvements required to prevent a similar incident from occurring in the future.
I want to take this opportunity to acknowledge and thank the MHCC team for the passion, care and commitment they bring to their work each day. We acknowledge the support of consumer, carer and advocacy organisations in assisting people to raise their concerns, and the way in which staff in services work with our office to achieve improved outcomes from complaints.
I also thank the members of the MHCC Advisory Council, under the leadership of Chair Anthony Stratford, for contributing their lived experience expertise and knowledge of mental health service provision to inform our strategic directions and guide and shape our work. Together, we are working to develop a lived experience framework to inform and drive the work that is undertaken across our office and to articulate the ways in which the principles of co-design and co-production are applied in our work. 
I thank the Hon Martin Foley, Minister for Mental Health, and the Secretary to the Department of Health and Human Services for their continued strong support and commitment to the role of our office. I also acknowledge the departmental officers who support our operations, the Office of the Chief Psychiatrist, clinical and executive directors of services, our colleagues in other statutory bodies and the many committed community members and consumer and carer organisations that share our goal of effecting positive change.
We look forward to continuing to work with all our stakeholders to ensure the voices of consumers, families and carers are being heard and that complaints are seen as integral to improving the quality and safety of mental health services in Victoria.
Dr Lynne Coulson Barr

Breakout infographics
Year at a glance
· 1,756 new enquiries and complaints
· 281 matters being dealt with at any one time, on average
· 2448 cumulative total of matters dealt with in 2017–18
· 2125 new enquiries and complaints
· 337 matters being dealt with at any one time, on average
· 98% of services provided local complaints reports
· 1702 in-scope complaints reported by public mental health services for 2017–18, based on the 98 per cent of reports that the MHCC had received at the time of publication
· 96% of in-scope complaints closed with positive outcomes through MHCC processes and/or direct resolution actions by services 
· 113 formal recommendations to the Secretary to the Department of Health and Human Services, the Chief Psychiatrist and mental health services
· 184 service improvements identified as outcomes of complaints
· 10176 information products distributed
· 1929 people reached through our education and engagement activities, Including consumers, families, carers, service staff and other stakeholders
· 51 other stakeholder meetings and events 
· 60 direct education and engagement activities Including presentations, training sessions and other activities
· 4300 social media followers across Facebook, Twitter and LinkedIn
· 34426 visits to our website
· 38 contributions to sector consultations and projects, submissions and formal feedback
· 100+ people consulted for the MHCC Sexual Safety Project, including consumers, families, carers, service staff, professional bodies, peak bodies, government and advocacy organisations
End of breakout infographics

About the Mental Health Complaints Commissioner
The Mental Health Complaints Commissioner (MHCC) is an independent specialist statutory body established under the Mental Health Act 2014 (the Act) to safeguard people’s rights, resolve complaints about Victorian public mental health services and recommend service and system improvements. We work collaboratively to resolve complaints in ways that support people’s recovery and wellbeing and improve the safety and quality of mental health services for all Victorians. 

Breakout box
A note on language 
The MHCC recognises that people with lived experience of mental health issues use various terms to describe themselves. Feedback from consumers, families, carers and service staff guides our use of language in our communications, including our annual reports.
We use person-centred, recovery-oriented, inclusive language wherever possible. At times throughout this report we use words and terms consistent with the Act to ensure accuracy of meaning.
Meanings of words and terms used in this report
· Consumer: a person who has accessed mental health services
· Services/public mental health services: designated mental health services and publicly funded mental health community support services
· Designated mental health services: public mental health clinical services prescribed under the Act that may provide compulsory assessment and treatment to people under the Act. These services also provide treatment on a voluntary basis and include hospital-based, community, residential, specialist and forensic services
· Publicly funded mental health community support services: community support services for people with a mental illness that are provided by non-government organisations and that are publicly funded
End of breakout box

The MHCC’s role and approach
A fundamental objective of the Act is to protect the rights and dignity of people accessing public mental health services and to place them at the centre of their treatment and care. The MHCC is a key component of the safeguarding, oversight and service improvement mechanisms of the Act that were introduced to ensure the rights of people are protected and the mental health principles of the Act are upheld. 
We fulfil our safeguarding function by supporting people who access mental health services, families and carers to raise concerns or make a complaint either directly to the service or to the MHCC. We have broad powers to deal with complaints about designated mental health services (as set out in the Mental Health Regulations 2014) and publicly funded mental health community support services (MHCSS). This includes National Disability Insurance Scheme (NDIS) funded psychosocial supports provided by MHCSS. We provide accessible, tailored and flexible resolution processes that respond to the unique and diverse needs of people who contact our office. We support early, local resolution of complaints between the person and the service.
We can formally investigate serious matters involving risk and safeguarding concerns identified in complaints. We make recommendations for service and system improvements and use our range of powers and functions under the Act to effect positive change and to promote and protect the rights of consumers.
In addition we carry out strategic projects under our function to identify, analyse and review quality, safety and other issues arising from complaints. This enables us to share the lessons learnt through complaints and investigations to promote broader system improvement and ensure rights are promoted and protected. 
As an additional oversight, all public mental health services are required under the Act to provide a biannual report to our office detailing the number of complaints made directly to their service and the outcomes of these complaints. We analyse this data and work with services to address the issues identified. Through our education and engagement, complaints resolution and local complaints reporting activities, we work with services to build their capacity to develop a positive complaints culture. This is a culture where people feel supported to raise their concerns and where services provide effective responses to complaints and initiate service improvements where identified. 
We uphold the mental health principles and ensure people’s rights are promoted and safeguarded both in our own approaches to our work and in promoting improved awareness and responsiveness by mental health services. By providing avenues for people to raise their concerns, to be actively involved in resolution and decision-making processes, and to have their experiences heard and respected, we play an essential role in improving people’s experiences and supporting their recovery and wellbeing.

Breakout box
The value of a specialist approach to mental health complaints 
Complaints provide a vital window into people’s experiences of mental health services and can help highlight areas where improvements can be made. 
When we started operation in 2014, Victoria became the first Australian state to establish a specialist mental health complaints body and has since recorded significantly more mental health complaints than any other jurisdiction.
The establishment of our office has provided an avenue for people’s experiences of mental health services to be heard and responded to in a centralised and comprehensive way. We do this by using information from complaints to systematically identify key areas of service provision requiring stronger responses from services. 
A number of complaints led us to identify the need for further work to ensure the sexual safety of people accessing acute mental health inpatient treatment. In 2017–18 we completed our first major strategic project on this topic, the MHCC Sexual Safety Project, and launched The right to be safe project report. 
The MHCC fulfils a unique role. We identify complaints learnings that can lead to positive actions and changes that address both individual concerns raised in complaints and benefit the community as a whole through service and systemic improvements.
End of breakout box

Our functions
The Act gives the MHCC the following key functions (s 228):
· to accept, assess, manage and investigate complaints relating to public mental health services
· to endeavour to resolve complaints in a timely manner using formal and informal dispute resolution (including conciliation), as appropriate
· to provide advice on any matter relating to a complaint
· to make the procedure for making complaints in relation to services available and accessible, including publishing material about the complaints procedure
· to provide information, education and advice to services about their responsibilities in managing complaints
· to assist consumers and people acting on behalf of, or who have a genuine interest in the wellbeing of, consumers to resolve complaints directly with the service, either before or after the Commissioner accepts the complaint
· to assist services in improving policies and procedures for resolving complaints
· to identify, analyse and review quality, safety and other issues arising from complaints and make recommendations for improvements to services, the Chief Psychiatrist, the Secretary and the Minister
· to investigate and report on any matter relating to services at the request of the Minister.

Breakout section
The mental health principles
The mental health principles must be upheld by mental health services and by any person performing any duty or function under the Act, including the MHCC.
The Act sets out the following mental health principles (s 11(1)).
a) People receiving mental health services should be provided assessment and treatment in the least restrictive way possible with voluntary assessment and treatment preferred.
b) _People receiving mental health services should be provided those services with the aim of bringing about the best possible therapeutic outcomes and promoting recovery and full participation in community life.
c) _People receiving mental health services should be involved in all decisions about their assessment, treatment and recovery and be supported to make, or participate in, those decisions, and their views and preferences should be respected.
d) People receiving mental health services should be allowed to make decisions about their assessment, treatment and recovery that involve a degree of risk.
e) People receiving mental health services should have their rights, dignity and autonomy respected and promoted.
f) People receiving mental health services should have their medical and other health needs, including any alcohol and other drug problems, recognised and responded to.
g) People receiving mental health services should have their individual needs (whether as to culture, language, communication, age, disability, religion, gender, sexuality or other matters) recognised and responded to.
h) Aboriginal people receiving mental health services should have their distinct culture and identity recognised and responded to.
i) Children and young people receiving mental health services should have their best interests recognised and promoted as a primary consideration, including receiving services separately from adults, whenever this is possible.
j) Children, young people and other dependents of people receiving mental health services should have their needs, wellbeing and safety recognised and protected.
k) Carers (including children) for people receiving mental health services should be involved in decisions about assessment, treatment and recovery, whenever this is possible.
l) Carers (including children) for people receiving mental health services should have their role recognised, respected and supported.
End of breakout section

Breakout section
Advisory Council
Membership to the MHCC Advisory Council provides opportunities for people with lived experience as consumers, families and carers, and people working in services, to take part in and shape our work. The role of our council aligns with Victoria’s 10-year mental health plan, which recognises the importance of co-production and co-design at all levels of service delivery.

Breakout box
Co-production and co-design
Co-production and co-design are approaches that involve the people who use a service in designing, developing and delivering that service.
Our commitment to co-production and co-design means that we seek to improve the experiences of people using our service by providing genuine opportunities for people with lived experience of mental health issues, families, carers and people working in services to participate in and shape our work.
End of breakout box

Our objectives are for members to share their knowledge and expertise and provide advice across a range of areas, including in relation to the needs and priorities of people with lived experience regarding complaints processes and effective responses to complaints. 
In 2017–18 we increased our level of engagement with the MHCC Advisory Council members in seeking their advice on the approaches we take to our work, their direct involvement in our key projects, and their assistance in facilitating broader input from consumers, families, carers and service providers.

Key contributions
The MHCC Advisory Council members met five times in 2017–18. Their contributions included:
having input into key strategic projects including:
· scoping a project to examine how we can more deeply embed the lived experience into our work 
· the MHCC Sexual Safety Project on ensuring sexual safety in acute mental health inpatient units, which included:
· representation on the Project Reference Group including providing expert advice and input into project aims and activities 
· providing feedback on The right to be safe project report 
· attending our inaugural learning from complaints forum, where we launched the report and discussed lessons learnt through this project 
· providing feedback on our education and engagement initiatives and materials including: 
i. the redevelopment of the MHCC website, where members provided feedback on the content, including our online complaint form, as well as the architecture, graphics, design and navigation
ii. our annual report and highlights document, where members reviewed content and had input into the design
· delivering presentations with MHCC staff, including as part of The University of Melbourne Master of Psychiatry course, where we engaged third-year registrars on our role and functions and best practice approaches to resolving complaints
· sharing insights from their participation in national and state consultations on mental health sector issues
· participating in discussions on our business planning, including in relation to priority areas for 2018–19, and reviewing progress against the MHCC’s strategic directions
· delivering a training session to MHCC staff on the role of supported decision making in protecting people’s rights and ensuring choice
· participating in a facilitated workshop with MHCC staff to review approaches to the MHCC’s core functions and the current measures of success for our work
· participating in discussions on digital options to facilitate collaboration and the sharing of information among council members
· being involved in our recruitment processes as consumer and carer representatives.

MHCC Advisory Council members 
The MHCC Advisory Council is chaired by Anthony Stratford, who played an integral role in establishing the council and brings deep insights from his lived experience as a consumer, along with broad national and international experience in recovery-oriented practice, research, training and peer-led initiatives. 
Our council membership includes:
· five people with lived experience as consumers, including the chair
· three people with lived experience as family members and/or carers 
· two people with lived experience of working in mental health services. 
Our council includes people who bring a range of different experiences and perspectives, including people of different ages, gender and sexual identities, and culturally and linguistically diverse backgrounds. 
We are seeking to expand the council in 2018 to include specific positions for members of Victoria’s Aboriginal community. Our aim is to seek their knowledge, insights, guidance and advice on our work, including our efforts to ensure we provide Aboriginal people in Victoria with culturally responsive and accessible complaints processes for addressing their concerns. 
In 2017 the council chair accepted the resignation of Paula Fernandez. We thank Paula for sharing her knowledge and experience from her work in local complaints resolution within a mental health service, and her dedication and contribution to achieving our shared goals. In 2018 we were pleased to welcome new council member Tom Wood, who brings insights from his lived experience as a consumer, peer worker and young Victorian. 
The current MHCC Advisory Council members are:
· Anthony Stratford (chair) 
· Christine Abdelmalek
· Robyn Callaghan
· Hanna Jewell
· Simon Katterl
· Rachael Lovelock
· Annette Mercuri
· Dr Steven Moylan
· Gloria Sleaby
· Tom Wood.

Safeguarding rights and resolving complaints
Safeguarding rights
The Mental Health Complaints Commissioner (MHCC) has a function under the Mental Health Act 2014 (the Act) to identify, analyse and review quality, safety and other issues arising from complaints, and to make recommendations to improve services. This function enables the MHCC to ensure that the rights of people accessing mental health services are upheld and promoted, and that people’s experiences, views and feedback inform and influence practice within mental health services. 
The requirements, rights and mental health principles of the Act and the rights contained in the Victorian Charter of Human Rights and Responsibilities Act 2006 (the Charter) set the foundation for our approach to resolving complaints. We ensure our complaints resolution processes support and safeguard the rights of people accessing mental health treatment and help to embed people’s rights at the heart of practice. 
As one of the oversight mechanisms established in the Act, the MHCC also ensures complaints that raise immediate concerns about people’s rights or other safeguarding issues are promptly identified and raised with the relevant service to ensure people’s rights are upheld.

Breakout box
A rights-based approach 
A rights-based approach to complaints resolution means that we:
· assess all complaints against the requirements of the Act and the Charter as well as against relevant standards and guidelines
· ensure that any complaints raising immediate concerns about people’s rights or other safeguarding issues are quickly escalated 
· support people who contact us to understand and exercise their rights through our complaints processes and also in their future experiences with mental health services (for example, we promote the uptake of advance statements and nominated persons as part of complaints resolution, support compulsory patients to understand and exercise their right to a second psychiatric opinion, and support people to access other services that can help them to exercise their rights including Victoria Legal Aid, independent mental health advocacy (IMHA), the Victorian Mental Illness Awareness Council (VMIAC) and Tandem Carers) 
· identify areas where rights are not being adequately promoted and protected and ensure action is taken to address this (for example, through staff education and training or policy and procedure change) 
· ensure we hold services accountable for promoting and protecting the rights of consumers (for example, through seeking enforceable undertakings where a breach of people’s rights or the requirements of the Act has occurred – see page 15)
· use what we learn through complaints to inform strategic projects and recommendations (for example, through our project report, The right to be safe). 
End of breakout box

To ensure mental health services are safe for the people who use them, we work collaboratively with services, the Chief Psychiatrist, the Department of Health and Human Services and other relevant statutory bodies to share information, including insights and knowledge gained about safeguarding people’s rights. Through our complaints processes, we assess service actions and responses against the requirements of the Act, the mental health principles, the Charter and relevant guidelines and standards. We also seek and take into account the views and preferences of the consumer at the centre of the complaint, as well as their support people. We draw on all of this information to identify ways to resolve complaints and make recommendations to services to ensure people’s rights are respected and promoted. We also draw on our analysis of issues relating to people’s rights and safety raised through individual complaints to inform our input into the strategic work of other organisations, and to guide our own strategic projects.
In 2017–18 we completed our first major strategic project about safeguarding issues that we identified through complaints made to our office and complaints reported to us by services. This project, titled the MHCC Sexual Safety Project, involved an analysis of complaints that raised issues about the sexual safety of people accessing treatment in acute mental health inpatient environments (for more information about the Sexual Safety Project, see pages 46–53). 
The right to be safe project report includes recommendations to mental health service providers, the Chief Psychiatrist and the Secretary to the Department of Health and Human Services on ways to ensure sexual safety in these environments. Throughout 2018–19 we will continue to work with stakeholders to support the implementation of the project’s recommendations to ensure people accessing inpatient treatment feel and are sexually safe. We thank the department for their support of this project, which included funding two short-term investigator positions to enable this work to be undertaken, and for their commitment to implementing the report’s recommendations.

Risk and safeguarding issues 
For all complaints, we assess practice against the requirements and principles of the Act, the National Standards for Mental Health Services, the National Safety and Quality Health Service Standards, Chief Psychiatrist guidelines and other relevant standards and guidelines. To assist this assessment in complaints involving risk and safeguarding issues, we may review relevant documentation including incident reports, clinical records, relevant policies and guidelines and reports of investigations or incident reviews conducted by the service or external investigators. 
We seek to understand what has occurred, how it has occurred, and how similar incidents can be prevented in the future for the individual and for others. Through this process, we also aim to increase the ability of services to identify critical safeguarding issues and to take appropriate action to promote and uphold the rights of consumers. 
Our Practice Review Project (see page 71) has included a strong focus on ensuring safeguarding issues are promptly identified and escalated internally, and to the service, to ensure people’s immediate safety. The project also focuses on refining our framework and approach for addressing the complex and serious issues raised in many of the complaints we receive. 

Our approach 
The Act enables the MHCC to use a variety of approaches in resolving complaints, depending on what is most appropriate for a specific complaint. Our options for dealing with complaints include:
· assisting people to raise their concerns directly with the service 
· using informal and formal dispute resolution processes including reviewing service responses, facilitating meetings and seeking and confirming actions to address identified issues
· providing advice and recommendations to services
· referring the complaint for conciliation
· investigating matters, seeking formal undertakings from services and issuing compliance notices, where appropriate.

Start of breakout section
Undertakings and breaches of the Act
The Act enables the MHCC to use a variety of approaches to resolve complaints, depending on what is most appropriate for each complaint. Our options for dealing with complaints include accepting a formal undertaking from a service to take action, where appropriate. In situations where an undertaking is made, the Commissioner may monitor the service to assess the action taken, and issue a compliance notice if she is satisfied that the service has not complied with the undertaking. It is an offence for a service not to comply with a compliance notice. The Commissioner has promoted the option of an undertaking as an important safeguard of the Act and a way in which services can demonstrate their commitment to taking action to address identified breaches of the Act.
In 2017–18 the Commissioner accepted an undertaking from a service to take action in response to an identified breach of the Act that was acknowledged by the service, and has established a process for monitoring the agreed actions. As at 30 June 2018, the Commissioner was awaiting a response from another service to our request to provide an undertaking to an undisputed breach of the Act.

Example
Please note: names and some details have been omitted or changed to protect the identity of those involved.
Amar contacted the MHCC to make a complaint about his experience of being placed in seclusion during an inpatient admission. Amar raised serious concerns about staff using physical restraint to move him to the seclusion area and the trauma he had experienced as a result. 
In our discussions with Amar, he said he did not want to continue with the complaints process because he wanted to put the distressing events he had experienced behind him and focus on his recovery. Because of the serious concerns raised about the use of seclusion and restraint, the Commissioner exercised her power under the Act to continue to deal with the complaint. We advised Amar of our intention and that we respected his wishes about the level of involvement he wanted in our assessment of the issues raised in his complaint.
We requested that the service review the use of restraint and seclusion in Amar’s case and provide a written response outlining how the requirements of the Act had been met, including whether less restrictive options had been considered and tried to respond to Amar’s behaviour. From this review, the service identified that some of the requirements of the Act had not been met, specifically in relation to monitoring and reporting the use of seclusion and restraint, and made a number of changes to practice and procedure to address the issues identified in Amar’s complaint.
To ensure compliance with the Act in future, the Commissioner requested and accepted an undertaking from the service that staff employed in the unit would receive annual training to reinforce their understanding of the requirements of the Act in relation to seclusion and restraint. As part of this undertaking, the service also agreed to conduct an audit of the service’s compliance with the provisions of the Act in relation to the use of seclusion and restraint for six months, and to provide a summary of the outcomes of the audit to the MHCC for review. 
The undertaking requires the service to advise the Commissioner once the agreed actions have been implemented. 
End of breakout section

Overview
The MHCC experienced increased demand for our services in 2017–18 from an already high base. We received 2,125 new enquiries and complaints, comprising 1,963 complaints and 162 enquiries. The proportion of complaints (92 per cent) and enquiries (eight per cent) was consistent with 2016–17 (93 and seven per cent respectively), demonstrating that people have a strong understanding of the role of our office (see Figure 1).

Figure 1
breakdown of new enquiries and complaints made to the MHCC in 2017–18 compared with 2016–17
base: all enquiries and complaints raised with the MHCC (n = 2,125)
· 93% complaints and 7% enquiries in 2016–17
· 92% complaints and 8% enquiries in 2017–18.
End of figure 1

Of the complaints received in 2017–18, 1,636 were about people’s recent experiences in Victorian public mental health services (known as in-scope complaints) (see Figure 2). Complaints that were not about Victorian public mental health services were most commonly about private practitioners, other kinds of services or mental health services in other jurisdictions. When we receive complaints that are not within our jurisdiction, we help people to identify options for resolving their concerns, including referring people to the most appropriate body that can best meet their needs and resolve their concerns. 
Including the complaints that were carried forward from 2016–17 (323), we dealt with a total of 1,959 in-scope complaints and 2,448 matters in 2017–18, a 21 per cent increase on the 2,029 matters dealt with in 2016–17. Figure 3 shows the continuing increase in total matters dealt with from the MHCC’s commencement in 2014–15 to 2017–18. Total matters raised with the MHCC in 2017–18 were almost one and a half times the volume received in 2014–15.
On average in 2017–18, 337 matters were open at any one time, a 20 per cent increase on 2016–17 (281), reflecting the increasing demand on our office. 

Figure 2 _
breakdown of all complaints and in-scope complaints in 2017–18
· 2125 total complaints and enquiries received in 2017–18
· 1963 total complaints received in 2017–18, including 1636 in-scope complaints
· 1952 total complaints dealt with in 2017–18, including 323 carried forward from 2016–17.
End of figure 2

Figure 3
year-on-year comparison of total enquiries and complaints
· 1456 in 2014–15
· 1729 in 2015–16
· 1756 in 2016–17
· 2125 in 2017–18 (21% more than 2016–17).
End of figure 3

Breakout box
Definition of enquiry
An enquiry is a request for information, advice or assistance. Enquiries to the MHCC can include requests for information about accessing services or how to make a complaint.
Definition of complaint
A complaint is an expression of dissatisfaction about a service for which a response or resolution is explicitly or implicitly expected from the MHCC or is legally required (based on Australian Standard AS/NZS 10002:2014). Complaints can be made orally or in writing. To be formally accepted, they need to be made or confirmed in writing.
End of breakout box

How we receive complaints
We receive complaints by phone, email, fax, letter and face to face, as well as through the online complaint form on our website and through our social media sites. Most contacts with our office are made through our 1800 phone line. In 2017–18 we received 7,790 calls through this phone line, a 25 per cent increase on the 6,219 received in 2016–17. 
In 2017–18, 75 per cent of complaints were received by phone (1,468 of 1,963 new complaints), a slight increase on the 71 per cent received orally in 2016–17 (see Figure 4). 

Figure 4
how complaints were raised
base: all new complaints raised with the MHCC (n = 1,963)
· 91% oral and 29% written in 2016–17
· 75% oral and 25% written in 2017–18.
End of figure 4

Most oral complaints we receive are about: 
· treatment and care during an inpatient admission
· rights as a compulsory patient, including the extent to which people feel supported to make and participate in decisions about their treatment 
· imminent discharge and associated concerns about discharge planning
· concerns for the safety and wellbeing of consumers and carers
· communication by staff with consumers, families and carers. 
These issues often require an immediate response. Dealing with these complaints over the phone enables us to clarify the person’s concerns, understand the outcomes they are seeking and request their consent to contact the service to seek a responsive and timely resolution. It also allows us to facilitate a prompt response from the service and to support the person’s engagement with their treating team. Depending on the nature of the concern raised we may also refer to another complaints body to resolve their concerns (for example, the Health Complaints Commissioner) or support people to access other types of services including IMHA or Victoria Legal Aid, if we are not the most appropriate body to help them.
Responding to these complaints often requires significant time and skill on the part of our resolutions officers. They respond to people often calling in distress, assess complex issues and identify urgent risk and safeguarding issues that may need to be escalated immediately to the service to ensure the person’s safety and wellbeing. 
Complaints involving safeguarding issues or quality and safety concerns usually require a formal response from the service. Our office’s assessment of that response ensures the actions services take adequately address the concerns raised. Where this is the case, we ask the person raising the concerns to make their complaint in writing, providing assistance where necessary. Formal responses are assessed by our staff, who seek and take into account feedback from the person making the complaint and/or the person at the centre of the complaint, with a view to both resolving the concerns and identifying improvements that will better support recognising and protecting people’s rights, safety and good practice. Where our staff identify quality and safety issues or questions of compliance with the Act, and assess that the response does not adequately address these issues, we may make formal recommendations to the service for changes or improvements to practice, processes or training, or consider other options including investigation. 

People who contacted us
Of the 2,125 new complaints and enquiries made to the MHCC in 2017–18, consumers raised 1,579 (74 per cent) and family members and carers raised 440 (21 per cent). The remaining complaints and enquiries were made by advocates, legal representatives, friends and staff from other services, or were referred to us from other bodies (see Figure 5). This represents a slight increase in complaints and enquiries made by consumers compared with any other group during this reporting period, which is consistent with patterns seen in previous years.

Figure 5
how enquiries and complaints were raised
base: new enquiries and complaints raised with the MHCC (n = 2,125)
· 1579 raised by consumers
· 440 raised by family member/carers
· 106 raised by others.
End of figure 5

Given the nature of our engagement with the people who contact our office, it is not always appropriate or possible to capture information on gender identity, age and cultural or linguistic background. We continue to work on ways of capturing this data and promoting the accessibility of our office to priority population groups. In 2017–18 we developed a new complaints form that allows us to capture this data for written complaints and a new resource for Aboriginal people on the mental health principles, the role and functions of our office and how to make a complaint about a public mental health service in Victoria (see page 64).

Breakout content
When we receive complaints from family members and carers, 
we discuss the options that are available to resolve their concerns. These include: 
assisting them to resolve their concerns directly with the service
seeking the consent of the consumer for our office to accept the complaint
considering if there are special circumstances that would allow us to accept the complaint without the consumer’s consent, and whether this would not be detrimental to the consumer’s wellbeing, in accordance with the provisions of the Act.
We recognise and respect the important role of families and carers in raising issues on behalf of consumers. When we accept a complaint from a carer or family member, we first seek consent from the consumer and work to involve the consumer in resolving the complaint whenever possible. The Act requires the consumer to be kept informed in writing about the complaint in all circumstances. 
End of breakout content

Breakout story
Example complaint
Please note: names and some details have been omitted or changed to protect the identity of those involved.
Danielle is 25 years old and lives with her parents and carers, Amelie and Marc. Amelie contacted our office, concerned that Danielle had been discharged from an inpatient unit without Amelie or Marc’s knowledge while they were away on holiday, and that Danielle had returned home without her parents being there to support her. She also said the community mental health service had not contacted or visited Danielle after her discharge, despite this having been planned. In discussion with our resolutions officer, Amelie told us that she wanted to ensure that other consumers and families did not have similar experiences.
With Amelie’s agreement, we spoke with Danielle to discuss her views about the concerns raised by her mother and gained her consent to the complaint. Danielle said she didn’t want to be directly involved in the resolution process but did want to receive updates about the progress of the complaint from her mother. 
Amelie told us that she wanted to try to resolve her concerns directly with the service. Accordingly, we advised the service of Amelie’s concerns and what she was seeking as an outcome of the complaint, and asked them to contact her directly to attempt to resolve her complaint. 
When the service contacted Amelie, she explained her concerns about Danielle’s discharge and the lack of follow-up from the community team. The manager of the service confirmed that a referral had been made to the community team to request their involvement in Danielle’s treatment and care but that this had not been received. The service discussed the actions that they would take to ensure this would not happen again. 
While the service’s initial response addressed some of Amelie’s concerns, our follow-up discussions with Amelie identified that the service had not confirmed the actions that they had agreed to take. We also assessed that there were serious questions as to whether the service had adequately considered the safety and support issues for Danielle and the principles of the Act that carers should be involved in decisions about assessment, treatment and recovery whenever this is possible and that carers should have their role recognised, respected and supported. The MHCC then formally wrote to the service to request a response to Amelie’s concerns that explained how the treatment and care that had been provided to Danielle met the requirements of the Act, and to confirm any changes that had been made as a result of the complaint. 
In the written response, the service manager apologised for the internal communication issues that meant the referral to the community mental health team wasn’t received. The service manager explained that as a result of Amelie’s complaint, the internal referral process to the community mental health team had been reviewed, which led to changes to processes and further staff training. The service manager also explained that Danielle had been discharged from the inpatient unit because she had wanted to go home and the treating team had assessed that she no longer required inpatient treatment. The service manager advised that Danielle had not wanted her parents to be told when she was going to be discharged because she was worried that they would miss out on their planned holiday so they could be there when she returned home.
We discussed the service response with Amelie, which she also discussed with Danielle. Amelie appreciated the apology she had received and felt that the changes the service had implemented to improve internal referral processes would benefit others. However, she wasn’t satisfied with the service’s response about their decision to discharge Danielle. As well as seeking Amelie and Danielle’s views, we assessed the service’s response against the principles of the Act and principles of family-inclusive practice. We assessed that while the service had given appropriate regard for Danielle’s autonomy and wishes, we also identified ways in which the service could have engaged more proactively with Danielle to explore how her concerns about advising her parents of her discharge could be addressed and to involve them in discussions about discharge planning and support for her return home. We also sought confirmation from the service that their discharge planning processes emphasise the critical role of carers. 
Amelie and Danielle’s experiences have informed our input into the Chief Psychiatrist’s work in progressing guidelines on working with families and carers as well as discharge planning guidelines.
End of breakout story

Type of service provider
Of the new in-scope complaints made to the MHCC about designated mental health services and mental health community support services (MHCSS), 95 per cent related to designated mental health services, with only five per cent relating to MHCSS. 
This breakdown is similar to previous years. The continuing higher proportion of complaints about designated mental health services is most likely attributable to the significantly higher numbers of consumers accessing these services and the nature of compulsory treatment. 

Service program types
Of the in-scope complaints made to our office in 2017–18 where a program type was identified1 (1,626): 
· 78 per cent were about adult mental health services 
· 10 per cent were about forensic services (including services in prisons provided by designated mental health services)
· five per cent were about children and youth mental health services (CYMHS) or child and adolescent mental health services (CAMHS) 
· four per cent were about MHCSS 
· three per cent were about aged persons mental health services (see Figure 6).
Fifty-seven per cent of matters raised about adult services related to acute inpatient services, 37 per cent related to community mental health services, three per cent related to residential services including community care units and prevention and recovery care services, and the remaining three per cent were about other types of services (including secure extended care units, specialist inpatient services and mental health services provided in emergency departments). 
Fifty-nine per cent of complaints about CYMHS or CAMHS related to community-based services, with 41 per cent relating to inpatient services. 

Figure 6
service program breakdown
base: all in-scope complaints raised with the MHCC where service program and service type were identified (n = 1,626 see footnote 1)
· 78% adult (1260 complaints)
· 3% aged (55 complaints)
· 5% CAMHS/CYMHS (88 complaints)
· 10% forensic/prison (155 complaints)
· 4% MHCSS (68 complaints). 
End of figure 6

Footnote 1
_It is not possible to identify a program type for all complaints (for example, where this information is not provided at first contact and the MHCC has been unable to make further contact with the person making the complaint to confirm the details of their complaint). In 2017–18 there were 10 in-scope complaints where the program type could not be identified. 
End of footnote 1

The number of complaints about aged persons mental health services was relatively small (55) and significantly lower than in 2016–17 (75). Sixty-two per cent of these complaints were about inpatient services and 35 per cent were about community services. The remaining three per cent (two complaints) related to other environments including mental health services received in emergency departments. As noted in previous years, there is some overlap in the jurisdiction between the Aged Care Complaints Commissioner (ACCC) and the MHCC with respect to mental health services provided in nursing homes and aged care services. Where appropriate, we work closely with the ACCC to coordinate responses to complaints about aged persons mental health residential services that are also accredited aged care services.
The proportion of complaints about aged persons mental health services and CYMHS/CAMHS continues to be lower than the proportion of consumers accessing these services, indicating the need for the MHCC to continue targeted education and engagement activities to promote awareness of the role of our office among these age groups (for more information, see the ‘Education and engagement’ section on pages 60-66). 
The MHCC has jurisdiction to accept complaints from prisoners where services are provided by designated mental health services. Prisoners made 688 calls to our office on a dedicated phone line for responding to concerns about mental health treatment in prisons, which represented nine per cent of all calls to our office and a 51 per cent increase from the 456 calls received in 2016–17. Some of this increase may be explained by the opening of Ravenhall Correctional Centre in November 2017 and new arrangements for prisoners to receive mental health services from Forensicare.
The majority of calls represented immediate issues about access to treatment or particular medications and were therefore dealt with as oral complaints requiring a facilitated response from the mental health service providing treatment within the prison. 

Key issues identified in complaints about public mental health services
Complaints raised with our office are often complex, and most involve more than one issue. In this report, issues are described in terms of how often they occurred in in-scope complaints about experiences in designated mental health services and MHCSS received in 2017–18 (number and frequency percentage of 1,636 complaints). In light of many cases having more than one issue, the frequency percentages do not equal 100 per cent.

Breakout content
In previous annual reports, issue frequency has been described in terms of all issues raised with our office (including out-of-scope complaints and enquiries). Limiting this analysis to complaints that represent people’s experiences with mental health services over the previous 12 months provides a more accurate and detailed picture of people’s concerns and experiences in the reporting period. For this reason, direct comparisons with previous years are not made in this section.
End of breakout content

In 2017–18 treatment continued to be the most common issue identified in new complaints (71 per cent). Consistent with overall trends in previous years, the next most common issue was concerns about communication, consultation and information (raised in 53 per cent of new complaints), followed by issues about staff behaviour, competence and professional conduct (28 per cent) and medication (25 per cent). 
Other frequently occurring issues in 2017–18 included specific issues about access to services (18 per cent), discharge and transfer arrangements (12 per cent) and environment, personal safety and management of the facility, which included concerns about sexual safety (11 per cent) (see Figure 7).
The common concerns raised about treatment, communication and staff behaviour are consistent with 2016–17, indicating the need for services to continue to work on ways to better support people to exercise their rights to make and participate in decisions about their treatment and care. 

Figure 7
main issues raised in in-scope complaints
base: frequency of issues identified in in-scope complaints raised with the MHCC (n = 1,636)
· 71% treatment (1159)
· 53% communication, consultation and information (863)
· 28% staff behaviour, competence and professional conduct (457)
· 25% medication (408)
· 18% access (292)
· 12% discharge and transfer arrangements (194)
· 11% environment, personal safety and management of the facility (187)
· 15% other issues (241).
End of figure 7

Treatment issues
Almost three-quarters of the complaints made to the MHCC related to wide-ranging concerns about treatment. The general themes of these complaints were similar to those observed in 2016–17. The most common issues related to concerns about the decision to provide compulsory treatment or the way this was conducted (29 per cent). While the Mental Health Tribunal reviews decisions about compulsory treatment, consumers often raise related issues with our office. These include concerns about whether or how adequately a consumer’s rights have been explained to them, the amount of information provided to them about their rights and timeliness of access to their records in preparation for a Tribunal hearing. 
The next most common concerns related to the adequacy or effectiveness of treatment (16 per cent). This included concerns about the extent to which a consumer or carer’s views and preferences regarding treatment, including those set out in advance statements or related to the use of restrictive interventions, were taken into account. 
Other treatment issues, which were consistent with previous years, included:
· complaints that treatment provided was excessive, particularly in relation to compulsory treatment
· disagreements about a diagnosis or concerns related to a lack of explanation about a diagnosis 
· concerns about how a treatment plan was developed or followed
· complaints about the use of restraint
· delays in admission or treatment.

Communication issues
The majority of complaints about communication related to inadequate inclusion of the consumer, family member or carer (including a nominated person) in decision making (23 per cent, an increase from 2016–17). A related but separate concern was about the adequacy of information or communication the service provided to the consumer, family member or carer (17 per cent). 
As in previous years, these concerns point to the need for services to improve the way they meet the requirements of the Act in supporting consumers to make, or participate in, decisions about their treatment and to include support people such as family members, carers and nominated persons in this process. Effective communication is central to supported decision making, recovery-oriented practice and recognising and respecting the role of families and carers. As part of the process of resolving complaints about communication, the MHCC encourages people who contact our office to consider the benefits of making an advance statement or appointing a nominated person. 
Other concerns included:
· complaints that incorrect or misleading information was provided 
· issues relating to the right to communicate as set out in the Act and about restrictions on the right to communicate.

Staff behaviour and conduct
Concerns raised about staff behaviour and conduct were broadly consistent with previous years and continued to focus on staff attitudes, including people experiencing interactions with staff as lacking empathy or respect (10 per cent). Concerns raised were about staff’s lack of attention to the consumer’s individual needs (eight per cent). These types of complaints highlight the need for services to continue to improve engagement with consumers, families and carers, and to ensure people feel heard and respected and that their individual, self-identified needs are placed firmly at the centre of their treatment and care.
We continue to receive a small but concerning number of complaints that involve significant risk and safeguarding issues. These include alleged discrimination, neglect or assaults, some of which are associated with episodes of restrictive interventions such as bodily restraint or seclusion. We prioritise these complaints to assess any immediate risk or safety issues for consumers and assess all complaints involving allegations of staff or practitioner misconduct for notification and referral to the Australian Health Practitioner Regulation Agency. 
In our assessment and responses to these types of complaints, we take into account the adequacy of immediate actions and investigations undertaken by the service and the status of any police involvement. We also take into account the requirements of the Act and relevant guidelines that may apply to the particular issues raised in the complaint.

Medication
Complaints about medication most commonly related to concerns about prescribing (17 per cent), followed by concerns about the administration of medication (six per cent). 

Access to services
Concerns about access to services related to the assessment process and the refusal of service including:
· dissatisfaction with the assessment process (five per cent)
· inappropriate, inadequate or no service provided (five per cent)
· refusal to admit or treat a person (four per cent)
· delays in accessing a service, including concerns about long waiting lists (three per cent). 
These were consistent with themes from previous years. Concerns about access are complex and are affected by a range of factors. In resolving complaints about these issues, if a specialist clinical mental health service is not assessed to be the most appropriate service, we note the importance of services supporting people to access other appropriate treatment and supports to address their needs.

Environment, personal safety and management of the facility
A range of concerns continued to be raised about people’s safety, particularly in acute mental health inpatient units. The most significant concerns raised with our office included complaints where people felt unsafe in these environments and/or where incidents of alleged abuse, assault or intimidation by another consumer had occurred (complaints about staff behaviour are included in ‘Staff behaviour and conduct’ on page 23). We prioritise these safeguarding complaints to assess any immediate risk or safety issues for consumers and the adequacy of actions and responses taken by the service. In 2016–17 the complaints received about people’s experiences of not feeling or being sexually safe were a catalyst for the MHCC Sexual Safety Project (for information about this project and The right to be safe project report, see the ‘Promoting service and system improvement’ section on pages 41–59). 

Discharge planning
Concerns raised about discharge and transfer arrangements most often related to inadequate discharge planning or premature discharge. Examples of these types of issues included situations where there were identified risks to a consumer’s wellbeing and lack of consultation with families and carers about circumstances of discharge, and the types of support and follow-up that would be provided to the consumer. Other concerns related to assessing the ability of families and carers to provide support, and lack of communication or consultation prior to discharge decisions being made, including suitable discharge destinations. 
These types of issues have been the subject of MHCC recommendations to services and to the Chief Psychiatrist. These recommendations have highlighted the need for improved guidance on discharge planning to ensure consistency with the requirements and principles of the Act and best practice (for a summary of the Chief Psychiatrist’s work in response to this recommendation, see the ‘Promoting service and system improvement’ section on pages 41–59).

Breakout story
Example complaint
Please note: names and some details have been omitted or changed to protect the identity of those involved.
Gabriel wrote to the MHCC expressing his concerns about his experiences in an intensive care area (high dependency unit) of a mental health inpatient unit while receiving compulsory treatment. He said he didn’t think he needed to be treated in this area because he had agreed to the admission and to have treatment to help him manage his symptoms. Gabriel didn’t think the service had adequately explained why he needed to be treated in the intensive care area. 
Gabriel advised that he had felt unsafe in this area. He said there was a lot of noise and that he was scared for much of the time because of what was going on with other consumers. He told us that the shower wasn’t working and he wasn’t sure where other facilities were located, and that the call bell in his room wasn’t working. Gabriel also said he had difficulties speaking to a staff member about this because they were busy assisting other people who seemed to be in greater need and he didn’t want to ‘get in the way’. Gabriel said he had made a complaint directly to the service about his experiences but wasn’t satisfied with all aspects of their response. 
When we spoke with Gabriel, we discussed our process for resolving complaints. We asked for his consent to contact the service in the first instance and to provide a copy of his written complaint to them as part of this discussion. Gabriel gave his consent for this to happen and provided a copy of the letter from the service in response to his initial complaint.
When we contacted the service to advise that we had received Gabriel’s written complaint, we discussed the ways in which their initial response letter had not provided the acknowledgement that Gabriel was seeking of the distressing aspects of his treatment in the intensive care area, nor provided a meaningful explanation of the reasons why he was placed in this area. We also communicated Gabriel’s desire for the service to take actions to prevent others having similar experiences to him. 
Because Gabriel had moved out of the service’s geographical area and was not wanting a facilitated meeting with the service to respond directly to his concerns, we requested a further written response from the service. We asked the service to explain why they had decided Gabriel should be treated in the intensive care area and to acknowledge and address Gabriel’s concerns about his feelings of not being safe in this area, as well as the physical environment.
The service provided a further written response, which apologised to Gabriel for his experience and explained their process for determining that Gabriel should be treated in the high care area for the first night of his admission. Their response also explained the steps they had taken to improve their services since Gabriel’s initial complaint. This included a process for checking each call bell as part of preparing a bed for a person to be admitted, a process to ensure each person in the unit knew who their nurse was for each shift and that the nurse had regular contact with them throughout the shift. Other steps they had taken included employing peer workers in the inpatient units to increase support for people during their admission, and processes to ensure debriefing for people who had experienced or witnessed distressing incidents.
The MHCC discussed the service’s further response with Gabriel and the information we had sought about the improvements that had been made in response to his complaint. He said he was satisfied with the response and was pleased that his complaint had led to changes that could improve experiences for others. In closing this complaint with the service, the MHCC highlighted the importance of providing meaningful apologies, acknowledgement, answers and actions to the concerns raised by consumers about their experiences.
End of breakout story

Closure
Time taken to close complaints – all complaints 
In 2017–18 we dealt with 2,286 complaints (excluding enquiries), comprising 1,963 received during the year (1,636 of which were within our jurisdiction) and 323 carried forward from 2016–17. Where complaints are not within our jurisdiction, we help people to identify and access the most appropriate agency to handle that complaint. In total, 1,990 complaints were closed during 2017–18. 
Forty-four per cent of all complaints were closed within one week, a further 25 per cent were closed within one month, 10 per cent within two months and six per cent within three months. The remaining 15 per cent required more than three months to close (see Figure 8). This is broadly consistent with 2016–17 and reflects the high number of oral complaints made to our office that are able to be addressed promptly through early resolution or actions taken by services, including through our staff facilitating direct resolution by services. The complexity of many of the written complaints that we receive is reflected in the complaints requiring more than three months to close. 
The majority of the complaints open at 30 June 2017 (300) were written complaints in various stages of assessment, resolution or investigation. This reflects a continuing trend in the increasing cumulative total of complex complaints being dealt with by the MHCC, with a greater proportion of these matters being carried forward into the following year than in previous years.

Figure 8
time taken to close complaints
base: all complaints closed by the MHCC (n = 1,990)
1574 total complaints closed in 2016–17, including:
· 51% closed within 1 week
· 73% closed within 1 month
· 81% closed within 2 months
· 86% closed within 3 months.
1990 total complaints closed in 2017–18, including:
· 44% closed within 1 week
· 69% closed within 1 month
· 79% closed within 2 months
· 85% closed within 3 months.
End of figure 8

Complaints about public mental health services
Of the 1,990 complaints closed in 2017–18, 1,672 were within the MHCC’s scope. The remainder (318) were assessed as matters that the MHCC were unable to deal with and are referred to as out-of-scope. (See footnote 2.) These included complaints that were not about a public mental health service or mental health issue, or occurred before 1 July 2013 (the MHCC was established on 1 July 2014 and is unable to deal with complaints that relate to events that occurred more than 12 months before this date). The primary reason that complaints were assessed as out-of-scope was because they were not about a public mental health service (89 per cent).
Of the 1,672 closed in-scope complaints, 167 were assessed as ‘resolution not applicable/possible’ (see Figure 9).

Figure 9
in- and out-of-scope complaints
base: complaints closed (n = 1,990)
· 1672 in-scope complaints, including 1505 deemed in scope for resolution and 167 deemed resolution not applicable
· 318 out-of-scope complaints.
End of figure 9

Breakout content
To provide an accurate picture of the work we undertake to achieve resolution outcomes in closed complaints about public mental health services, we exclude all matters assessed as ‘resolution not applicable/possible’ when reporting on these outcomes. These are complaints where we are unable to undertake resolutions actions due to the type or circumstances of the complaint. We refer to the remaining complaints as ‘in-scope for resolution’. For 2017–18 there were 1,505 complaints that were in-scope for resolution.
End of breakout content

The most common reasons for a complaint being assessed as ‘resolution not applicable/possible’ were:
· we were unable to progress the complaint because we could not make further contact with the person who had made the complaint or the complaint was withdrawn before we could begin dealing with the complaint
· the consumer at the centre of the complaint did not consent to the complaint proceeding, and it was assessed that there were no special circumstances for accepting the complaint without consent
· the circumstances changed and no further action was required.
We provide information and assistance to address the concerns raised in all matters that come to our office. For matters assessed as ‘resolution not applicable/possible’, we provide advice and information and follow up with contacts and referrals, wherever possible. 

Footnote 2
The MHCC received 327 complaints that were out of scope in 2017–18 in total, however, nine of these were still open at 30 July 2017 (to enable follow-up assistance to be provided) and are therefore not included in the closure data.
End of footnote 2

Resolution outcomes
We achieved positive outcomes and actions by services in 1,448 of the 1,505 closed complaints that were in-scope for resolution (96 per cent). This was achieved either: 
· through our office dealing promptly with an oral complaint to support an early response and local resolution by the service (1,148 complaints equating to 76 per cent) without the need for the complaint to be confirmed in writing and formally accepted by our office, or
· by the concerns being fully or partially resolved through detailed MHCC assessment and resolution processes (300 complaints equating to 20 per cent) (see Figure 10). 
Fifty-seven of the 1,505 closed complaints that were in-scope for resolution (four per cent) were not resolved. These reasons why it is not possible to achieve some positive outcome in all complaints are discussed below.
For the majority of the complaints where we facilitated early response and local resolution by the service, we engaged in a number of discussions with all parties to clarify the issues and facilitate resolution. In most instances, we provided advice to the service on ways to resolve the issues and confirmed agreed actions, answers and explanations from the service in response to the person’s concerns. 
In the 357 complaints closed through detailed MHCC assessment and resolution processes (usually through formal acceptance of a written complaint), 55 per cent (196) were fully or substantially resolved, 29 per cent (104) were partially resolved and 16 per cent (57) were not resolved (see Figure 11). Where concerns were fully or partially resolved, our detailed MHCC assessment and resolution processes included reviewing records, policies and written responses and reports, and facilitating meetings between services, consumers and carers. 
The 357 complaints closed through our detailed assessment and resolution processes represent a 22 per cent increase on the 293 complaints closed in this way in 2016–17. As at 1 July 2018, 300 complaints were still open and being dealt with in various stages of detailed assessment and resolution. This number of open cases reflects the continuing increase in complex complaints our office received in 2017–18. These cases require longer term action, significant follow-up with services and in some cases investigation or consideration of undertakings to ensure the quality and safety issues have been addressed.

Figure 10
resolution outcomes
base: complaints in-scope for resolution(n = 1,505)
· 76% facilitated to the service
· 13% resolved
· 7% partially resolved
· 4% not resolved.
End of figure 10

Figure 11
outcomes: in-scope complaints
base: in-scope complaints closed through detailed MHCC assessment and resolution processes (n = 357)
· 55% fully or substantially resolved
· 29% partially resolved
· 16% not resolved.
End of figure 11


Breakout box
Outcome definitions
Fully or substantially resolved
Complaints where issues were either fully or substantially resolved or an agreement was reached on the proposed actions to address the issues raised. Overall these complaints achieve a positive outcome in terms of the person’s concerns. 
Partially resolved
Complaints where resolution was achieved for one or more of multiple issues raised, or partial resolution was achieved for a single issue. Partially resolved complaints include complaints where the service committed to improvement actions that were assessed by the MHCC as appropriate in the circumstances but where the concerns were not resolved to the satisfaction of the individual. 
Not resolved 
There can be barriers to achieving a positive outcome in these complaints such as not being able to reach agreement on the outcomes sought by the person to address their concerns. We recognise that it is not always possible to resolve complaints made to our office. Where appropriate, we provide advice and recommendations to the service or to the individual about other possible courses of action, including referral options to other bodies such as Victoria Legal Aid or community legal centres for legal advice. 
End of breakout box

Breakout content
The Four A’s of complaints resolution
Acknowledgement
People want their concerns to be heard and acknowledged and the impact of their experience to be recognised and understood. Acknowledgement of their rights and what should have occurred in a situation can also be important. 
Answers
People are usually looking for an explanation as to why something happened or did not happen, or why a certain decision was made. For answers to be meaningful, they need to be provided in a way that can be readily understood by the person and that encourages the person to ask further questions if needed. 
Action
People will generally be seeking action to address their individual issue or a change to be made to improve their experience and treatment. Many people also make a complaint because they do not want a recurrence of the issue for themselves or for others and because they want services to take actions to achieve this. 
Apology
A meaningful apology usually involves acknowledgement, answers and actions by a service and, where appropriate, can assist in a person’s recovery and help to restore their confidence in the service. 
End of breakout content 

How complaints were addressed and resolved: the Four A’s
When the outcomes of the 357 complaints closed through detailed MHCC assessment and resolutions processes were categorised into the four A’s of complaints resolution, 92 per cent recorded an action outcome, 78 per cent recorded acknowledgements by the service, 61 per cent resulted in explanations or answers in relation to the issues raised and 31 per cent resulted in an apology from the service (see Figure 12).

Figure 12
outcomes of complaints: the 'four A's'
base: in-scope complaints closed through detailed MHCC assessment and resolution processes (n = 357)
· 92% action
· 78% acknowledgement
· 61% answers
· 31% apology.
End of figure 12

Apologies and acknowledgements are critical elements of complaints resolution because they can help to build or restore a person’s relationship with their treating team and the service, and provide a foundation to work through other issues that may be impacting on their treatment or recovery. We continue to work with services on strengthening these important ways of resolving complaints and supporting people’s recovery. 
Actions were the single most common outcome of complaints to our office. Similar to last year, the most common actions taken by services to address individual concerns were:
· recognising and addressing communication issues between consumers, families, carers and services 
· identifying and acting on staff training needs (for example, in gender-sensitive practice, family-inclusive practice and approaches to providing trauma-informed care) 
· reviewing or developing the consumer’s treatment/recovery plan 
· arranging access to a second psychiatric opinion
· providing or offering appropriate services
· making changes to infrastructure, facilities or activities.
As part of our assessment and resolution processes, we:
· listened to the concerns of consumers, families and carers to clarify and respond to issues raised
· facilitated meetings between consumers, families, carers and service providers to help achieve outcomes from the complaint
· assisted consumers, families and carers to prepare for meetings with service providers
· discussed possible ways to resolve individual complaints with service providers, including how services and supports are provided
· reviewed policies and other documents to suggest or recommend policy and practice improvements
· confirmed service improvement actions initiated by the service or made recommendations for service improvements. 
Services have continued to identify opportunities for improvement and to work collaboratively with the MHCC to resolve complaints in constructive and positive ways. In 2017–18, 184 service improvements were recorded across 66 complaints. These improvements were made in some instances where a service proactively initiated an improvement after receiving the complaint, often as a result of discussions between the service and the MHCC in resolving the complaint, and also as a result of formal MHCC recommendations.
An overview of service improvements made and areas addressed in our recommendations to services is included in the ‘Promoting service and system improvement’ section on pages 41–59.

Breakout story
Example complaint
Please note: names and some details have been omitted or changed to protect the identity of those involved.
Max contacted the MHCC to discuss his concerns that his medical needs weren’t adequately met during a recent inpatient admission. Max explained that he has a number of medical conditions that affect his mobility, causing him to need a wheelchair at times and help getting in and out of bed. 
We worked with Max to reach an understanding of his concerns. We acknowledged Max’s right to have his medical and other health needs recognised and responded to while receiving mental health treatment. We assessed that the issues in Max’s complaint related to coordination of all aspects of his treatment and care, communication with him about his assessment and treatment and his views and preferences being sought and respected. We also assessed that there were issues about communication with other medical practitioners involved in Max’s treatment and the involvement of allied health practitioners during his inpatient admission and after Max returned home. Max’s experience also raised concerns about the physical environment of the inpatient unit and the difficulties that the layout of the ward presented for people with mobility concerns. 
We talked with Max about the outcomes he was seeking from making a complaint. He said he wanted to be assured the service would improve the way they provided services to people with additional medical and physical support needs. Max said he wanted his experience to count for something and that he didn’t want someone else in a similar position to have the same experience.
After speaking with Max, we contacted the service to convey the concerns in his complaint and to seek their response. As part of this discussion, we emphasised the need for the service to ensure that people’s medical and other health needs are recognised and responded to while they are receiving mental health services. The service manager reviewed Max’s health record and spoke with the staff involved in Max’s treatment and care. It was agreed that the MHCC would facilitate a meeting so Max could talk directly with staff of the service about his experience and so the service could respond directly to his concerns. 
At the meeting, the service manager apologised to Max for his experiences as an inpatient. She acknowledged areas for improvement arising from the complaint and outlined the changes the service had made since Max’s admission. These included improving internal referral processes to ensure consumers can access multidisciplinary assessment and treatment as required, and purchasing equipment and mobility aids. Changes had also been made to the way assessments are undertaken to increase the focus on physical health, mobility support requirements and environmental safety, and to the way the outcome of assessments are communicated to the multidisciplinary team and documented in the person’s health record. 
Max said he had received ‘peace of mind’ from hearing about the changes the service had made and that he was relieved something good had come from making the complaint. 
End of breakout story

Investigations
After accepting a complaint, the MHCC has the power to conduct a formal investigation. When determining whether to investigate, we consider whether this is appropriate in light of our quality and safeguarding functions under the Act and our role in upholding people’s rights and improving services. We consider the seriousness of the issues raised in the complaint and whether the person’s concerns can be resolved without an investigation. The investigations we conduct are confidential in accordance with the Act.
When we have decided to conduct an investigation, we notify the service of this in writing. The Commissioner and any appointed investigators may request documents from the service and arrange interviews with the consumer, family members or carers as appropriate, and relevant service staff and senior management. After conducting an investigation, we then prepare a written report that details our findings and recommendations. The service then has 30 business days to provide a written response detailing the actions they have taken or will take to resolve the complaint and address the recommendations.

Complaints referred to investigation in 2017–18
In 2017–18 we began the processes to conduct investigations into a number a matters that concern issues relating to the use of restraint and compliance with the Act, decision making on assessment orders and least restrictive options, and the assessment and management of risk of self-harm in inpatient units. 

Investigations concluded in 2017–18
In 2016–17 we commenced four investigations about sexual safety in acute mental health inpatient units. The investigations concerned incidents of sexual safety breaches, including suspected and alleged sexual assaults. All of these incidents had devastating impacts for the women at the centre of the sexual safety complaints and their families and raised significant issues in relation to their right to be safe during their admission. The investigations involved four separate mental health services. The common terms of reference that were addressed were:
· ensuring sexual safety and safeguarding consumer rights: how this was addressed in the services’ policies and procedures, assessment of and response to risk factors including vulnerability and sexual disinhibition, admission and transfer practices and physical infrastructure
· trauma-informed care and response: whether and how trauma histories were being taken and trauma-informed care provided
· service response to sexual safety breaches: how services were responding to allegations or instances of sexual harassment, sexual activity and sexual assault, including the steps taken to re-establish safety, the support provided to notify family, carers and police (where appropriate), the provision of counselling support and discharge planning
· incident notification, investigation processes and complaints management: how sexual safety breaches were being reported and investigated internally and how the services were managing related complaints made directly to them and to our office.
We concluded these investigations in 2017–18 and then provided the services with reports documenting our findings and recommendations. Our recommendations in each of the investigations concern a range of issues such as:
· development and/or review of existing policies/procedures, practices and training regarding gender and sexual safety, the assessment of sexual risk and the service response to sexual safety breaches
· review of existing physical infrastructure including women-only spaces and intensive care areas and of the feasibility of introducing women-only inpatient units
· advice on how sexual safety breaches should be documented, reported, investigated and escalated within services.
In response to the findings and recommendations of these investigations, we received and reviewed detailed action plans from each service to address specific issues and for broader service improvements relating to sexual safety. Taking into account the gravity of the issues identified in the investigations, we assessed that the responses to the findings and recommendations by services demonstrated clear commitments to undertake actions to address the critical issues of sexual safety within their respective services.
We have been working with the services to ensure the actions they had identified are implemented effectively, including supporting the development of plans for auditing and reporting on these actions, both internally and to the MHCC. At the conclusion of all investigations we also work with the consumer and their family, where the family has participated in the complaint and investigation, to determine whether the investigation addressed each of their individual concerns and experiences and, if appropriate, to discuss additional resolution options. 
The findings from each of these investigations have been confronting for all concerned. They have reinforced the significant role that investigations can play in safeguarding people’s rights and identifying critical issues and gaps in service practices and environments. 
The proactive approach of the services to addressing the issues identified in the investigations has been encouraging, with service improvements being implemented by each of the four services before our recommendations had been finalised. Since receiving our investigation reports, there has been broad acceptance of our recommendations, with the services advising the MHCC of their commitment to effecting the cultural and other changes required to ensure sexual safety in their acute mental health inpatient units. Some of these services are actively pursuing options for piloting women-only units and adjusting the configuration of existing units. In 2018–19 we will continue to work with the services to explore the individual complaints resolution options that acknowledge and address the experiences and concerns raised in each complaint. 

Our priorities
As part of our practice review, we will continue to develop our practices to improve the timeliness and effectiveness of our work in resolving complaints. We aim to ensure that our approaches are supportive, comprehensive and ensure people’s safety in mental health services, with a continuing focus on ensuring sexual safety and addressing other safeguarding issues. We aim to increase the ability of services to identify issues affecting people’s rights, and to hold services accountable for promoting and upholding the rights of consumers, families and carers. We will continue to work with services to identify areas for further improvement and to recognise the many instances of improvements that occur through proactive service action. 

Local complaints reporting
Our role
Under the Mental Health Act 2014 (the Act), all public mental health services are required to provide a twice-yearly complaints report to the Mental Health Complaints Commissioner (MHCC). These services include designated mental health services and mental health community support services (MHCSS), including services that provide mental health support services under the National Disability Insurance Scheme (NDIS). The reports must specify the number of complaints received by the service and the outcomes of these complaints.

Our approach
We collate and analyse the complaints data received from mental health services to identify quality and safety issues and compare it with data about complaints made to the MHCC to identify key themes and emerging issues across the sector. This data informs our planning for strategic projects, as well as our recommendations to services and the Department of Health and Human Services to inform service improvements. We also use the data to gain insights into the concerns and experiences of consumers, families and carers (for example, to inform our input into the work of other bodies through consultations and formal submissions) and the current status of complaints processes and reporting systems across the sector. 
Data obtained through local complaints reporting was a key source of information for the MHCC Sexual Safety Project (see pages 46–53). Having identified complaints that raised concerns in relation to sexual safety, we made an additional request to services for complete data on the outcomes of these complaints. Responses to this request provided valuable insights into the actions taken in response and identified key areas for service improvement. These included the need for improved approaches to reporting suspected and alleged sexual assaults to Victoria Police and supporting people to access appropriate counselling services, including Centres Against Sexual Assault, following a suspected or alleged sexual assault. 
This process highlighted the value and importance of receiving outcome data as part of the local complaints reporting process. We will continue to work with services to improve reporting of outcomes and with the department on key requirements of future data collection and reporting platforms. In the interim we will continue to request additional information in this manner where we identify themes and common issues in reported complaints, particularly when risk and safeguarding issues are raised.
Last year we distributed individual complaints reports to mental health services for the first time. These reports analysed complaints reported by services and those made directly to the MHCC to provide a statewide comparison of complaints as well as commentary tailored for each service. In 2017–18 we reviewed the template used to create these reports to simplify and make the reports accessible to a broader audience within services for identifying quality and safety issues and informing service improvements.
In this annual report we are reporting on a financial year rather than a calendar year for the first time to better align with other reporting undertaken by services. In early 2018–19 we will distribute individual service provider reports about 2017–18 complaints to services and make available on our website a report comparing statewide trends in MHCC and local complaints for 2017–18. We will continue to meet with mental health services about themes from these reports in the coming year. 

Observations about the data
Overall, complaints reported by services were notably higher in 2017–18 than in 2016 (see footnote 3) and were more consistent with the number of complaints reported in 2015. As in previous reporting periods we continued to observe significant issues in relation to data collection. Considerable work was required by the MHCC to produce a consistent, combined dataset that would enable meaningful data analysis. 
These issues included inconsistency in the data provided and issues captured and a lack of outcome data reported. We will continue to engage with services to understand the extent to which these data issues are due to reporting and recording issues with current data collection systems and the extent to which practice can change within the current systems to provide more complete data.

Footnote 3
For the 2016–17 annual report, the local complaints report was based on a 2016 calendar year rather than a financial year.
End of footnote 3

Contributions to the development of a future complaints reporting platform
As in previous years many of the challenges in local complaints reporting were associated with issues in the reporting fields and functionality of the Victorian Health Incident Management System (VHIMS), the platform used by most designated mental health services for recording incidents and complaints.
We continue to collaborate with the Victorian Agency for Health Information (VAHI) and the department, with the aim of achieving a system that supports services to provide reliable and complete complaints data and to implement key recommendations of Targeting zero: the report of the review of hospital safety and quality assurance in Victoria.

Breakout box
A note about the data in this section
Caution should be used when interpreting the data from complaints reported by services because it may not represent all complaints dealt with over the reporting period. While quality assurance checks were undertaken, it is likely that different approaches to data collection and reporting have affected the data.
The total number of complaints reported in this section reflects the complaints that were made directly to services only (‘in-scope’ reported complaints). We have endeavoured to remove all complaints that were made directly to the MHCC without first being made to the service to avoid counting complaints twice. However, due to differences in data entry practices at services, it is possible that a small number of complaints reported by services were not clearly identified as complaints that were made through notification from the MHCC. 
We note that caution should be used in interpreting differences in the number of complaints reported by different types of services. Higher numbers of complaints may represent effective complaints reporting processes and/or a positive complaints culture. Conversely, it may also demonstrate high numbers of issues experienced by people who use the service. Alternatively, low numbers of complaints may indicate a range of factors, including issues with the recording of complaints or the service’s approach to complaints, or a high level of satisfaction with the service.
End of breakout box

Overview of complaints reported by services
This overview provides a comparative analysis of data from complaints made to services and to the MHCC for the period 1 July 2017 to 30 June 2018. It compares numbers, service types, issues and sources of complaints. 
Given the short timeframe between receiving local complaints data and finalising this report, analysis of complaints outcomes will be included in the statewide report on complaints trends to be published in 2018–19. We note that reporting on complaints outcomes has historically been low (between 20 and 26 per cent of all reported complaints). We will continue to seek to address this with services, as they are required under the Act to include this information in their complaints reports to the MHCC. 
This year we achieved a 98 per cent compliance rate, with 58 (see footnote 4) of the 59 services that provide public mental health services in Victoria submitting a complaints report to the MHCC. This is only a very slight decrease from the 100 per cent compliance achieved in 2016 despite the significantly shorter timeframe for services to submit data due to our move to financial year reporting. It is expected that we will achieve full reporting compliance by the time the statewide analysis of complaints trends is published. 
We received a total of 1,702 in-scope reported complaints over the period 1 July 2017 – 30 June 2018. This represents a 27 per cent (see footnote 5) increase in the total number of complaints reported by services in 2016 (1,341). We are encouraged to see this increase in the recognition and reporting of complaints because this provides a stronger base of information that can be analysed and used to identify opportunities for service improvement. We hope to continue to see a rise in the numbers of complaints raised with and resolved by mental health services.
We received 21 reports from 18 designated mental health services and 37 MHCSS (including 21 services providing mental health support services under the NDIS). Thirty-four of these services recorded at least one complaint, while 24 MHCSS, including 18 services providing mental health support services under the NDIS, provided a ‘nil return’, indicating no complaints were recorded over the reporting period. Eleven of these services reported that the reason for the nil return is that they have not yet started providing services. Over the coming year we will seek to engage with services that have consistently reported very low or no complaints to identify the reasons for these trends and whether they would benefit from assistance in improving their approaches to recognising, responding to, recording and reporting complaints.

Footnote 4
Fifty-four organisations (91 per cent) submitted complaints data in time to be included in the analysis in this report.
End of footnote 4

Footnote 5
In previous reports we have reported on the percentage of total complaints reported by services that were made via the MHCC rather than removing these from the dataset before analysis (for example, of the 1,341 complaints reported by services in 2016, five per cent of this total number were complaints made originally to the MHCC). The actual increase in in-scope reported complaints is therefore closer to 34 per cent.
End of footnote 5

Complaints reported by services compared with complaints made to the MHCC
A total of 1,702 in-scope complaints were raised directly with mental health services during 2017–18 and reported to the MHCC (‘reported in-scope complaints’), which was higher than the 1,636 in-scope complaints made to the MHCC (‘MHCC complaints’) during this period (see Figure 13). It is encouraging to see a reversal of the pattern observed in 2016 of more complaints being made to the MHCC than reported by services.  
We hope to see this trend continue as people feel increasingly able, supported and confident to raise complaints directly with services. This will rely on complaints being proactively recognised, responded to and reported by services.

Figure 13
number of complaints raised with service providers and the MHCC
· 1702 complaints to services
· 1636 complaints to the MHCC.
End of figure 13

Complaints by type of mental health service provider
The majority of reported complaints were in relation to services provided by designated mental health services, with a smaller number of complaints made about MHCSS. A total of 1,476 reported complaints (87 per cent) were from designated mental health services, with 226 (13 per cent) from MHCSS.
There was an increase of 34 per cent in overall reported complaints by designated mental health services from 1,099 in 2016 to 1,476 in 2017–18. The total complaints reported by designated mental health services appears similar to 2015 (1,467), though in reality, more complaints were reported in 2017–18 because the 2017–18 total excludes complaints made via the MHCC. Complaints reported by MHCSS decreased by seven per cent from 242 in 2016 to 226 in 2017–18. 

Complaints per 1,000 consumers
Comparing the number of complaints made with the number of consumers receiving services gives an indication of the extent to which people are inclined to raise complaints with different services. It also facilitates comparisons between services and across time. 
According to preliminary data provided to the MHCC, there were 73,097 consumers of designated mental health services. (See footnote 6.) There was an average of 20 complaints per 1,000 consumers of designated mental health services compared with an average of 22 complaints raised directly with the MHCC. This reflects a slight increase on 2016 (average of 17 complaints per 1,000 consumers of designated mental health services compared with an average of 20 complaints raised directly with the MHCC). 
Our meetings with services about their complaints data include discussion about the numbers of complaints per 1,000 consumers compared with similar services and sector averages, and ways of interpreting the data and apparent trends. We will continue to monitor these trends and seek to understand the reasons for the differences in the average numbers of complaints per consumers of designated mental health services compared with MHCSS.

Footnote 6
The number of consumers accessing designated mental health services in 2017–18 is preliminary and is therefore subject to change. The number of consumers accessing MHCSS for this period was not available at the time of finalising this report. Analysis of the proportion of complaints compared with the number of people accessing designated mental health services and MHCSS, and analysis of complaints per 1,000 consumers for MHCSS, could not be included in this report. This will be included in the statewide report on complaints reported by services and those made to the MHCC that will be available via the MHCC website in early 2018–19.
End of footnote 6

Issues raised in complaints
Complaints reported by services commonly involve more than one issue. Issues are described in terms of how often they occurred in in-scope reported complaints where the complaints issues could be determined. (See footnote 7.) In light of many complaints having more than one issue, frequency percentages do not equal 100 per cent.
The four most common issues raised in reported complaints related to staff behaviour or conduct issues (raised in 32 per cent of complaints), issues about the environment and management of the mental health facility (26 per cent), followed by concerns about communication, consultation and information (20 per cent) and treatment (20 per cent). This represents:
· an increase in the number of issues reported about staff behaviour and conduct (28 per cent in 2016), which were most commonly about perceived rudeness or a lack of empathy and sensitivity by staff
· an increase in issues reported about the environment and management of the facility (22 per cent in 2016), which were most commonly about a lack of satisfaction with the physical environment of the facility
· a significant decrease in issues reported about treatment (29 per cent in 2016), which were most commonly about a concern that treatment provided was not effective or sufficient
· an increase in concerns about communication and information, which were most commonly about a lack of involvement of the consumer, family member or carer in decision making, or a lack of information being provided. 
In contrast, 71 per cent of complaints made to the MHCC included concerns about treatment issues, with communication issues the next most common area of concern (raised in 53 per cent of complaints), followed by concerns about staff behaviour or conduct (28 per cent) and medication (25 per cent). These differences in the proportions and types of complaints made to services and to the MHCC are broadly similar to those identified in the analysis of previous rounds of complaints reporting. However, the broad and increasing gap between complaints to the MHCC and those made directly to services that include concerns about treatment is concerning because it is expected that people would be encouraged and supported to raise any concerns about their treatment as part of their discussions with their treating team. It is not clear whether these concerns are not being recognised as complaints by services or whether people are not feeling confident to raise these types of concerns directly with services. These questions continue to inform our education and engagement work with services.
It is worth noting that there are some differences in the main issues reported by designated mental health services and MHCSS, reflecting the different nature of the services provided. For designated mental health services, the most significant issues were staff behaviour and conduct (28 per cent of all issues), personal safety and management of the facility (28 per cent), treatment (21 per cent) and communication and consultation issues (18 per cent). For MHCSS the most significant issue reported was staff behaviour and conduct (57 per cent of all issues), followed by communication and consultation issues (31 per cent) and access (21 per cent).
We continue to observe the consistent themes of staff behaviour and conduct, communication, consultation and information, and treatment in reported complaints. This indicates the need for services to consider ways in which the principles of the Act, particularly how people are supported to make decisions about their assessment, treatment and recovery, are embedded into all aspects of treatment and care.

Footnote 7
A small number of the complaints reported to the MHCC contained insufficient data for the complaints issues to be classified (no complaint summary, no issues categories reported). The number of complaints where issues could be identified was 1,685.
End of footnote 7

Service program types
Complaints reported by services were most commonly about adult mental health services (70 per cent), an increase from the 62 per cent of reported complaints about these services in 2016 but lower than the 78 per cent of complaints to the MHCC that were about adult mental health services in 2017–18. 
Eight per cent of all reported complaints were about child and youth mental health services (CYMHS) or child and adolescent mental health services (CAMHS), a significant decrease from the 12 per cent of all reported complaints in 2016. This also indicates a lower proportion of complaints being made about CAMHS/CYMHS relative to the proportion of all consumers accessing these services (11 per cent).
Complaints reported about aged mental health services increased slightly from five per cent of all reported complaints in 2016 to six per cent in 2017–18, which is consistent with the six per cent of all consumers accessing these services. 
As noted above, complaints reported by MHCSS decreased from 18 per cent of complaints in 2016 to 13 per cent in 2017–18. 
In 2017–18 reported complaints were predominantly about inpatient services (56 per cent), with 33 per cent about community-based services (including MHCSS), nine per cent about other services (including mental health services provided in emergency departments) and two per cent about residential services (including prevention and recovery care services and community care units). This is a change from 2016, where complaints were more or less evenly divided between inpatient and community services. 

People who made complaints
The proportion of complaints made by consumers continues to be higher for complaints to the MHCC compared with complaints reported by services. Consumers made 69 per cent of reported complaints compared with 74 per cent of MHCC complaints. The proportion of reported complaints made by consumers, however, slightly increased from the 64 per cent of reported complaints in 2016. Family members or carers made 25 per cent of reported complaints compared with 21 per cent of MHCC complaints, which was consistent with 2016. The remaining complaints were made by friends, advocates or legal representatives, or other service providers. 

Our priorities
Local complaints data is an essential source of information for our oversight role of identifying quality and safety issues in complaints and making recommendations for service improvement. It enables us to work with services to identify areas requiring attention and improvement. In 2018–19 we will trial our new report template with services and seek their feedback on further changes or improvements that would be helpful. 
We will continue to work with mental health services, the department and VAHI on refining complaints reporting systems and processes to enable us to maximise the value of the information gained and to identify and take action on areas that raise safeguarding issues.

Promoting service and system improvement
Our role and approach 
The Mental Health Complaints Commissioner (MHCC) has broad functions under the Mental Health Act 2014 (the Act) to identify, analyse and review quality, safety and other issues arising out of complaints, and to provide advice and make recommendations for service and system improvements.
Our office plays a key role in identifying critical issues of safety and quality from people’s experiences of mental health services, with a priority focus on addressing risks and breaches of people’s rights. Our team works with focus, commitment and in collaboration to effect positive change, ensuring the information we gain from complaints leads to improvements in the quality and safety of mental health services. In the work that we do, listening to the voice and views of people making complaints, and of their family, carers and support people, is essential to identifying ways to improve people’s experiences of mental health services. 
In 2017–18 we identified many examples of mental health services proactively identifying areas for improvement and making changes to their processes, practice or infrastructure after being contacted by the MHCC. In many instances service improvements were made as a result of discussions between the service, the person who raised their concerns and our office in assessing and resolving the complaint. Many service improvements were also the result of formal MHCC recommendations.

Breakout box
How do we monitor and review responses to our recommendations? 
When we make recommendations to services, the Chief Psychiatrist or the Secretary to the Department of Health and Human Services, we seek confirmation of actions that will or have been taken in response to the recommendations. This may include requests to services for copies of any subsequent revisions to policies or procedures. We then assess the response and, where necessary, request further information or provide advice about areas that may require further consideration. We also review our records of service improvement actions and recommendations when meeting with services about complaints themes, and when assessing individual complaints where recurring themes are identified. Services are expected to commit to necessary actions in recognition of our safeguarding, oversight and service improvement role under the Act.
End of breakout box

Service improvements and recommendations 
In 2017–18 the MHCC recorded 184 service improvements across 66 complaints and four investigations, more than double the number of service improvements recorded in 2016–17. 
Of the 184 service improvements, most related to a review of service practices (66), changes to policies and procedures (47) and training or feedback provided to staff (46) (see Figure 14). Other improvements (25) related to changes to infrastructure, repairs or maintenance and, in two instances, identification of the need for changes to staffing profiles to respond to a particular need or to lead the implementation of systemic changes. 
In 2017–18 the MHCC also made 113 formal recommendations, 57 of which were made through the resolution of complaints and 56 through investigations about issues of sexual safety in acute mental health inpatient units. Many of these recommendations resulted in the service improvements noted above. However, some recommendations, particularly those made through investigations, are complex and require careful deliberation and considered implementation by mental health services. As such, some service improvements made as a result of these recommendations will be reported in 2018–19.
Recommendations made in investigations relating to issues of sexual safety informed the MHCC’s broader recommendations to the Department of Health and Human Services, the Chief Psychiatrist and mental health services in our Sexual Safety Project report, The right to be safe (see pages 46–53). These are in addition to the recommendations and service improvements described on pages 43–45. 

Figure 14
service improvements
184 total service improvements, including:
· 66 changes to service practices
· 47 changes to policies/procedures
· 46 training/feedback to staff
· 25 other.
End of figure 14

Practices
Changes to service practices occurred in a number of areas including: 
· increased focus on identifying and responding to individual consumer needs, including responding to cultural and religious needs
· increased focus on working with families and carers, including in relation to discharge planning, as well as widening visiting hours in acute inpatient units to support greater contact between consumers and their families and carers and improving policy and practice to ensure services have systems in place for consumers and families to escalate care
· improvements to risk assessment and management practices, particularly around sexual safety risk assessments and working with consumers from the point of acute inpatient admission to develop a safety plan
· increased availability of nursing staff on the floor of acute inpatient units 
· increased involvement of on-call staff to ensure timely assessment in emergency departments 
· improved practices for de-escalation and responding to people’s distress and developing practices to ensure debriefing is offered to consumers following a distressing event in an acute inpatient unit
· ensuring information about rights is made available in acute inpatient units and emergency departments
· reviewing and increasing the activities available in inpatient units, particularly intensive care areas, to offer a more therapeutic environment
· ensuring easy access to sanitary products for women and their right to privacy and dignity during an inpatient admission
· addressing access to mobile phones and personal electronic devices and upholding people’s right to communicate with people outside during an admission to an acute mental health inpatient unit.

Policies and procedures
Recommendations and changes to policies and procedures covered a wide range of areas including:
· improvements to discharge planning such as:
i. reviewing handover processes to ensure community teams have confirmed acceptance of referrals before a person is discharged from the inpatient unit
ii. ensuring communication occurs with general practitioners or other community supports
iii. ensuring services seek the consumer’s consent at several points during their inpatient admission to engage with their family, carer or other support person, and implementing processes to ensure this occurs
· reviewing gender-sensitive policies and associated procedures, including developing new tools and processes to assist staff in responding appropriately to alleged sexual safety breaches
· reviewing policies and procedures associated with the use of restrictive interventions to reflect the Chief Psychiatrist guidelines, particularly in relation to the use of prone restraint and restraint for older people or people with existing medical conditions, and ensuring that clinical and security staff are aware of the requirements of these guidelines 
· reviewing admission processes for acute mental health inpatient units to ensure any need for additional support is identified (for example, disability support, use of mobility aids or supports for physical health needs including medical devices and access to allied health supports) 
· reviewing complaints policies and procedures to ensure consumers, families and carers can easily provide feedback
· developing formal processes to support and enhance the provision of shared care with private practitioners
· reviewing policies about access to mobile phones and personal electronic devices in acute mental health inpatient units
· reviewing policies about supporting compulsory patients to access the Second Psychiatric Opinion Service
· reviewing policies and practices to ensure staff have clear guidance about the requirements of the Act to provide statements of rights and relevant orders under the Act
· reviewing policies in relation to searches of property.

Staff training
Improvements and recommendations relating to staff training included the review of, or provision of, new or additional training in:
· family-inclusive practice
· gender-sensitive and trauma-informed practice
· identifying and responding to complaints
· rights and responsibilities under the Act, including the requirement to provide and explain the statement of rights, and people’s right to make an advance statement and elect a nominated person
· restrictive interventions, including training that addresses de-escalation and prevention strategies as well as the requirements of legislation and relevant guidelines where restraint or seclusion are used
· identifying and responding to individual needs, including physical health needs
· the appropriate use of bariatric equipment
· incident reporting requirements
· internal processes including referral and discharge processes
· responsibilities under the Act and Charter of Human Rights and Responsibilities Act 2006 to ensure that rights, dignity and autonomy are respected and promoted.

Other improvements
The remaining improvements and recommendations primarily concerned changes to infrastructure, for example: 
· escalation and rectification of maintenance issues 
· adjustments to door handles in acute inpatient units 
· introduction of mobile call bells for consumers
· additional beds or areas designated as women-only.

Breakout section
The MHCC’s Sexual Safety Project 
Breakout quote
‘Sexual harassment and sexual assault are violations of people’s human rights that can cause immeasurable trauma and, along with other types of sexual safety breaches, are significant avoidable harms that must be addressed. 
All people have the right to feel and be sexually safe when accessing acute mental health inpatient treatment, and mental health services have clear obligations to ensure a safe environment and people’s sexual safety. 
‘It is clearly unacceptable that people can become victims of sexual harassment and sexual assault, or experience other breaches of their sexual safety, during an admission to an acute mental health inpatient unit. The right to be safe report sets out the detailed recommendations on the actions required to address the significant issues identified in complaints about sexual safety breaches.’
Commissioner Lynne Coulson Barr
End of breakout quote

Project background
Over the MHCC’s first three years of operation to 30 June 2017, we identified concerning themes in complaints about sexual safety in mental health services. These included complaints about people not feeling or being sexually safe or experiencing sexual activity, sexual harassment or alleged sexual assault in acute mental health inpatient environments. While the nature of these complaints varied, the gravity of many of the issues raised and the variability in service responses indicated a need for closer examination of these issues to identify ways to prevent these significant avoidable harms. 
Accordingly, in 2016–17, our office commenced the MHCC Sexual Safety Project. Our aim was to review issues of sexual safety in acute mental health inpatient environments as part of carrying out our functions under the Act to identify, analyse and review quality, safety and other issues arising from complaints (s 228 (j)) and to provide advice to mental health service providers on any matters relating to a complaint (s 228 (e)). Specifically, we sought to examine the circumstances that contribute to consumers feeling or being sexually unsafe, and to consider best practice approaches for ensuring sexual safety. 
Our project findings and the recommendations made to the Department of Health and Human Services, the Chief Psychiatrist and mental health services are detailed in the project report, The right to be safe. We launched this report at our inaugural learning from complaints forum (see pages 52–53).

Breakout quote
‘In this report we have endeavoured to honour the preparedness of people to make complaints about extremely distressing and devastating experiences and allegations of sexual harassment, sexual assault and incidents of sexual activity in inpatient units, and their want for actions to be taken to prevent other people from having similar experiences.’
Commissioner Lynne Coulson Barr
End of breakout quote

Breakout box
What is sexual safety? 
Sexual safety in acute mental health inpatient environments is defined in this project to include feeling and being sexually safe in these environments, including being free from sexual activity, sexual harassment and alleged sexual assault.
Sexual safety breaches are experiences in which a person is not, or does not feel, sexually safe, including experiences of sexual activity, sexual harassment and alleged sexual assault.
The term ‘sexual safety breaches’ was adopted to cover the range of concerns raised in complaints, including experiences ranging from people feeling sexually unsafe and traumatised during their admission, through to the most serious incidents of alleged sexual assaults and sexual crimes. It is important to note the use of the term ‘breach of sexual safety’ is intended only to assist in referring to the group of incidents with the common component of sexual safety, and not to suggest in any way that sexual assaults should not be referred to as anything but an alleged crime and violation of a person’s human rights. The term ‘sexual safety breach’ also includes incidents of sexual activity between consumers that are recognised as being associated with a high risk of harm. 
End of breakout box

Our approach
The Sexual Safety Project was informed by:
· an analysis of complaints made to the MHCC as well as those made directly to services and reported to the MHCC
· the findings of four MHCC investigations
· a review of the literature, research and relevant policies, standards and initiatives
· consultations with key stakeholders and people with relevant experience and expertise.

Breakout infographic
· 100+ people consulted, including:
i. people with lived experience, families and carers
ii. service providers and staff
iii. professional bodies, peak bodies, government and advocacy organisations
· 90 _complaints analysed
· 200+ pieces of research, grey literature, policy and standards reviewed
· 3700+ pages of clinical records reviewed
· 170+ pages of complaint, investigation and incident-related documents reviewed
· 1200+ pages of services policies, guidelines, training resources, handouts and posters reviewed
· 54 interviews associated with investigations conducted with people accessing services, families and carers, and mental health service staff
End of breakout infographic

Overview of project findings
All people have the right to feel and be sexually safe when accessing acute mental health inpatient treatment, and mental health services have an obligation to take all reasonable steps to ensure that people’s sexual safety is maintained. 
Through undertaking the Sexual Safety Project, the MHCC found that, while many efforts have been made to ensure sexual safety in acute mental health inpatient units, people, particularly women, are still reporting significant issues and concerns consistent with previously published literature and reports on this topic, including:
· feelings of not being sexually safe in these environments
· experiences of sexual activity, exposure to sexualised behaviour, sexual harassment and alleged sexual assaults
· lack of access to single-gender areas or concerns that these areas were often not maintained as single-gender due to demand for beds, and lack of other infrastructure that would support sexual safety (such as lockable bedroom doors)
· concerns about services’ recognition of the impact of previous trauma on a person’s sexual safety, and concerns that common responses to reported concerns may exacerbate or compound trauma
· concerns about services’ assessment and management of sexual risk
· fear of raising concerns about sexual safety or apprehension that complaints or concerns would not be taken seriously or managed and escalated transparently
· concerns about the consistency and transparency with which sexual safety breaches are escalated, investigated, reported and responded to.

Breakout quotes
’It’s almost impossible to ensure women’s safety, but we are starting to have conversations around a women-only ward … it has so many benefits. It’s certainly worth pursuing and giving a trial.’
Mental health service staff member

‘If I could have it the way I want it, I would have in every mental health service split wards – one female ward and one male ward.’
Woman who made a complaint
End of breakout quotes

The data analysis undertaken for this project revealed that the majority of complaints related to breaches of women’s sexual safety by male co-consumers, and that there were a number of risks in acute mental health inpatient units, particularly in intensive care areas, that need to be addressed to uphold all people’s right to safety in these environments. 
The right to be safe report highlights that people accessing acute mental health inpatient treatment are generally experiencing a significant crisis in their lives and are acutely unwell. Services have a duty to all people to prevent both the harm associated with any breach of sexual safety and the potential ramifications for a person identified as an alleged perpetrator. 
The report notes that the sexual safety risks to men in these environments also need to be better understood, along with the issues experienced by younger and older people, people with disabilities, LGBTI people and people from culturally and linguistically diverse communities (for the full project data analysis and findings, access The right to be safe report at www.mhcc.vic.gov.au/resources/publications).
Despite the clear gaps and areas for significant improvement that we identified, the report also acknowledged the range of initiatives and genuine efforts made over time by mental health services, successive governments and the Department of Health and Human Services to improve safety in acute mental health inpatient environments.

Recommendations for ensuring sexual safety
In The right to be safe report we identified the need for sexual safety to be recognised as a human rights issue and to receive priority attention in accordance with Victoria’s broader violence prevention strategies. 
The report’s recommendations to the Department of Health and Human Services, the Chief Psychiatrist and mental health services are summarised below.
Overall recommendation: 
That the department develops a comprehensive sexual safety strategy to plan, coordinate and monitor action to prevent and respond to breaches of sexual safety in acute mental health inpatient units.
This strategy needs to be underpinned by a clear policy directive for mental health services on requirements and actions to ensure sexual safety. It needs to reflect the principles of human rights, violence prevention, trauma-informed care, recognising and responding to diversity and working with people with lived experience in developing approaches to support people to be and feel safe when accessing acute mental health inpatient treatment.
This strategy should draw together and build on the foundations established in existing approaches to sexual safety to:
· address leadership and governance issues including establishing clear reporting and monitoring mechanisms to better identify and respond to sexual safety breaches 
· support services to implement trauma-informed care and supported decision making as primary prevention strategies to prevent sexual safety breaches
· develop and implement clear minimum infrastructure requirements to support sexual safety in mixed-gender environments, and pilot and evaluate single-gender units, prioritising the piloting of women-only units
· provide clear guidance to mental health services about investigating and reporting sexual safety breaches to ensure people accessing mental health services receive responses that are consistent with those in other service settings. 

Governance
Establish clear reporting and monitoring mechanisms to ensure accountability for preventing sexual safety breaches.
Leadership and service cultures
Ensure leadership supports best practice in preventing and responding to sexual safety breaches. This is essential to ensure people are and feel safe in acute mental health inpatient units. This includes establishing shared, rights-based understandings of the reasons for preventing sexual activity in these environments and ensuring all staff are able to recognise, clearly name and respond to breaches of sexual safety, particularly incidents of sexual harassment and sexual assault.
Organisational, workforce and practice development – trauma-informed care
Implement trauma-informed care as a primary prevention strategy in recognition of the prevalence of trauma among people accessing acute mental health inpatient services and the re-traumatising impacts of sexual safety breaches. 
Infrastructure and design
Ensure unit planning, design and maintenance supports sexual safety, with a particular focus on responding to the needs of women and vulnerable consumers.
Pilot and evaluate single-gender units, with a priority on piloting women-only units, and consider ways in which all inpatient units can be designed or adapted to provide additional flexible areas to meet the needs of varying inpatient populations, including trans or gender-diverse people.
Develop a plan to improve the safety of intensive care areas and develop alternative strategies for supporting people who are vulnerable and at risk in these environments. 
Orientation to the inpatient unit
Ensure orientation includes working with the person to identify what will help them to feel safe, as well as clarifying that sexual activity is unacceptable, outlining how they can seek support from staff if they are feeling unsafe, and the response that can be expected when concerns are raised about sexual safety. 
Risk assessment and management
Create a common framework to ensure risk assessments consistently identify and respond to environmental, perpetrator and vulnerability factors, and work jointly with people accessing inpatient treatment to identify and manage risk. 
Trauma-informed care
Develop tiered approaches to implementing trauma-informed care to ensure mental health service staff with the appropriate skills and capabilities lead responses to sexual safety breaches, and ensure pathways to trauma-specific care are clear and available. 
Open disclosure
Develop specific guidance and approaches for managing open disclosure in relation to sexual safety breaches, ensuring cultural, religious, communication and other needs are responded to, and staff are supported in conducting open disclosure. 
Reporting sexual safety breaches to Victoria Police
Develop clear guidance on the duty of services to report a suspected or alleged sexual assault to Victoria Police, consistent with other service settings.
Working with Victoria Police to respond to sexual safety breaches
Develop clear guidance for mental health services in collaboration with Victoria Police on responding to sexual safety breaches, including preservation of evidence, documentation, reporting and review mechanisms. 
Investigation standards
Develop clear policy and guidance on the thresholds and requirements for investigations and other review processes and consider external oversight of decision making about the necessary level of review of suspected or alleged sexual assaults, consistent with the requirements of other service settings. 
Incident reporting
Ensure reporting mechanisms and requirements are consistent with standards required in other service settings, including that breaches of sexual safety are escalated for internal review. 
Ensure these mechanisms and requirements are integrated and allow for patterns in reported incidents to be identified for quality improvement. 
Documentation
Ensure observations or reports are clearly and accurately recorded at the time of the incident using factually accurate terms to describe the nature of any sexual safety breaches.
Discharge planning and referrals
Ensure discharge planning clearly identifies the nature of any breach experienced, as well as planning for future admissions, outlining necessary support and referral for the person, their family and carers.

Each area of recommendation outlined above contained a number of sub-recommendations to the department (42), the Chief Psychiatrist (10) and mental health services (50). These recommendations are in addition to the recommendations made through individual complaints and investigations, and are systemic in nature.
In addition to these recommendations, the report identifies the need for a cohesive approach to implementation that measures, monitors and responds to trends in sexual safety breaches and identifies areas requiring support and intervention. Implementing many of the project recommendations will be a long-term endeavour. The report identifies actions that the department, the Chief Psychiatrist and mental health services can implement immediately and over time to ensure the sexual safety of all people accessing acute mental health inpatient treatment in Victoria. 
In response to The right to be safe report, the Department of Health and Human Services has agreed to develop a comprehensive sexual safety strategy that responds to the recommendations, and to drive an implementation plan to ensure a continued and sustained commitment across all mental health services (for the department’s full response, see page 9 of The right to be safe report and for an update, see page 53).

Breakout quote
‘[The complaints process] has provided me with a great sense of relief at the prospect that I was not only believed but taken seriously. The work that has been done and that is continuing to be done will see changes made and hopefully prevent what happened to me happening to another woman.’
Consumer who participated in one of the investigations about sexual safety
End of breakout quote

Our inaugural learning from complaints forum on sexual safety
On 23 March 2018 we held our inaugural learning from complaints forum on complaints and avoidable harms – ensuring sexual safety in acute mental health inpatient units. This was an opportunity for us to explore key themes identified in the Sexual Safety Project and to mark the launch of The right to be safe report.
Attendees from across the sector came together to consider our recommendations relating to practices, guidelines, infrastructure, training and culture, and to explore the range of perspectives and partnerships required to address this significant avoidable harm. 
Highlights from the day included:
· poet and author Ms Sandy Jeffs opening the forum with her poem ‘McMadness #2’, reflecting on her experiences of and aspirations for the mental health system
· Commissioner Lynne Coulson Barr and Deputy Commissioner at the time of the project Ms Bee Mitchell-Dawson discussing the project findings and recommendations, and the implications for mental health services
· the Department of Health and Human Services’ Dr Margaret Grigg delivering the department’s response 
· a message from the Minister for Mental Health, the Hon Martin Foley MP, communicating the government’s commitment to develop a comprehensive sexual safety strategy in response to the report’s recommendations
· National Mental Health Commissioner and former Commissioner on the Royal Commission into Institutional Responses to Child Sexual Abuse Professor Helen Milroy sharing key learnings from the royal commission on the prevalence and impacts of trauma for people accessing mental health services and risks of re-traumatisation through breaches of sexual safety
· Director of Monash Alfred Psychiatry research centre Professor Jayashri Kulkarni putting forward key considerations from the literature and research. 
Presentations and panel sessions included representatives from the department, the Office of the Chief Psychiatrist, the Victorian Mental Illness Awareness Council (VMIAC), Tandem Carers, Women’s Mental Health Network Victoria and Victorian public mental health services. The forum also included representatives from the Office of the Public Advocate, the Victorian Equal Opportunity and Human Rights Commission, the Australian Commission on Safety and Quality in Health Care, Transgender Victoria, Victoria Police and Centres Against Sexual Assault.
This forum was an important step towards creating a shared understanding of the issues associated with breaches of sexual safety and achieving a shared commitment to preventing these significant avoidable harms and breaches of rights in mental health services.

Breakout infographic
Feedback we received
We received positive feedback from attendees who responded to our survey on the forum, which included the following: 
· 84% of respondents found the forum ‘excellent’ or ‘very good’
· 96% found the speakers engaging and knowledgeable
· 88% found the forum a good way to communicate what can be done to ensure sexual safety in acute mental health inpatient units
· 96% said their understanding of sexual safety and appropriate responses to breaches had improved
· 88% said the forum had helped them to identify actions that they could implement in their workplace to ensure sexual safety
Respondents told us that they appreciated the robust research, the balanced information presented, hearing from diverse speakers including consumers, and the honesty and commitment to change that was demonstrated.
End of breakout infographic

Our follow-up to The right to be safe
Since the release of The right to be safe report, we have been engaging with the department, the Chief Psychiatrist and mental health services to further our understanding of their responses to the recommendations and to discuss the actions that are being taken to ensure sexual safety. We are encouraged by the positive and proactive responses of many services to date. Our team has also been engaging with consumer and carer organisations and networks on the implications of the report’s findings, including VMIAC and members of the National Register of Mental Health Consumer and Carer Representatives and the National Mental Health Consumer and Carer Forum.
Our planned activities include furthering these discussions, as well as:
· delivering training sessions to mental health service staff on ensuring sexual safety, including nurses working in mental health as part of the Western Victorian Mental Health Learning and Development Cluster program
· continuing to develop the MHCC’s approaches to addressing sexual safety issues identified in complaints through complaints assessment, resolution and investigation and through reviewing complaints data
· including the report’s findings and recommendations in materials used to support our work in education and engagement, and contributions to consultations and submissions relating to broader areas of service and system improvement
· seeking formal responses from the department, the Chief Psychiatrist and mental health services on the actions that have been taken and planned to respond to the report’s recommendations.
We will continue our discussions on ways to address and prevent these significant avoidable harms in Victoria’s acute mental health inpatient units in 2018–19.

Breakout box
Download your copy of The right to be safe report at www.mhcc.vic.gov.au/resources/publications.
End of breakout box

Breakout story
Example complaint
Please note: names and some details have been omitted or changed to protect the identity of those involved.
Mariam contacted our office to discuss her concerns about the sexual safety of her daughter, Hana, who had been admitted to an inpatient unit. Mariam said she was concerned about her daughter being admitted to a mixed-gender unit because of Hana’s history of trauma. When assessing a complaint with sexual safety concerns, the MHCC considers applicable guidelines as well as services’ responsibilities under relevant quality and safety standards, the Act and the Charter. Mental health services are required to take all reasonable steps to protect people’s physical, sexual and emotional safety while responding to their particular needs, experiences and preferences. Relevant guidelines, standards and the mental health principles all provide guidance to services, outlining considerations in providing a safe and supportive environment. 
For a complaint that is made by a family member or carer to progress, the Act requires the MHCC to seek the consent of the consumer at the centre of the complaint. We contacted Hana to discuss the concerns her mother raised with us, and Hana gave consent for the complaint to proceed and for our office to contact the service. Hana also told us that some of the male consumers had been following her around and making comments to her that made her feel uncomfortable and unsafe, including comments about her appearance and whether she was interested in ‘hooking up’. Hana told us that she had already raised this with more than one nurse but she did not feel she was taken seriously. Hana told us that she was told to stay away from those consumers, and no further action had been taken. 
After speaking with Mariam and Hana, we assessed that their complaint raised immediate concerns about Hana’s safety and required immediate contact with the service to ensure action would be taken to address these concerns. Accordingly, we conveyed Mariam and Hana’s concerns to the manager of the inpatient unit and asked her to meet with Hana to seek her views about what support she would need to feel and be safe during her admission. As soon as the manager was advised of the concerns, she met with Hana and made arrangements to provide her with this support. This included moving Hana to the women-only corridor and outlining steps she could take to ensure her own safety, including how to lock her bedroom door and how to seek further help or support from staff if needed. The manager also assured Hana that she would speak with the consumers Hana had identified about expected standards of behaviour and require staff to actively manage the risks to her and other female consumers. 
While the manager addressed Hana’s immediate safety concerns, we assessed that this complaint raised systemic concerns about how the service managed sexual safety in an acute inpatient environment. In particular, we were concerned that Hana’s history of trauma and the impact that this would have on her experience of mixed-gender inpatient treatment hadn’t been identified as relevant or responded to in her treatment planning before we contacted the service. We were also concerned that Hana had spoken to staff about comments made by other consumers that made her feel uncomfortable and unsafe but that these concerns hadn’t been adequately responded to. We spoke with Mariam and Hana about formalising their concerns in writing to enable the MHCC to confirm with the service that changes had been made in response. Although Hana had now returned home, Hana and her mother agreed to this because they wanted to know that making a complaint had made a difference to the processes and procedures in the inpatient unit to ensure the sexual safety of all consumers admitted there.
Mariam confirmed her concerns in writing, and we wrote to the service to advise of this and to ask for information about any recently implemented or proposed improvements to their inpatient unit policies and procedures. We also asked the service to specifically advise us about how they ensure they respond to trauma as part of treatment planning, and expected responses to reported or observed sexual harassment in the inpatient environment. 
Following a number of discussions with the service, a senior staff member advised of changes to orientation procedures for consumers that included ensuring people are asked about what would help them feel safe during their admission, explaining ways that staff can support people to feel safe, and working with the person to develop a treatment plan that responds to their individual needs and preferences. The staff member explained that this conversation provides an opportunity to ensure that people can let the service know what is important for them to be and feel safe during their admission without asking specifically about their trauma history at an already distressing period. As part of orientation, the service also ensures people know how to seek help if they feel unsafe at any time. 
The staff member also advised that the service had provided training to all staff about their responsibilities if someone was to report sexual harassment, including reiterating the right of all consumers to safety and the responsibility of all consumers and staff to treat each other respectfully. The service also advised that reports of sexual harassment should prompt a review of sexual safety risk assessments and any action that may be required to ensure the safety of all consumers accessing treatment. 
The service spoke with Mariam to convey these changes and thanked her for bringing her concerns to their attention. Mariam spoke with Hana about the information the service had provided and they both said they were satisfied with the outcome. We also assessed the service’s response against the requirements and principles of the Act, relevant guidelines and standards and were satisfied that the service had taken reasonable steps to address the concerns raised in this complaint. Mariam thanked our office for addressing the issues raised in her complaint and resolving her and Hana’s concerns in ways that led to tangible changes at the service.
The issues of sexual safety that we identified in Mariam’s complaint, and in other complaints raised by consumers, families and carers, led us to undertake the MHCC Sexual Safety Project, with the aim of ensuring the sexual safety of all Victorians accessing acute mental health inpatient treatment (for more information on this project, see pages 46–53).
End of breakout story
End of breakout section

Contributions to consultations, projects and advisory groups
We contributed the knowledge we have gained through hearing and responding to people’s experiences of mental health services by taking part in a wide range of sector consultations, forums and other activities. Participating in these activities enables us to identify emerging themes and opportunities for service improvements, and to contribute what we have learned from complaints made to our office to broader initiatives at both the state and national levels. 
In 2017–18 we provided input into 31 key projects and consultations including:
· input into the development of Chief Psychiatrist guidelines, including guidelines on the use of electronic devices in acute mental health inpatient units, the use of surveillance in acute mental health inpatient units and discharge planning
· providing advice on various policy and legislative reforms, including on planned reforms to information-sharing frameworks and provisions, transition to the National Disability Insurance Scheme (NDIS), and consultation on treatment options for people with complex needs including mental illness and drug addiction
· contributions to the development of complaints handling, mediation and conciliation standards
· input into the development of educational materials and research projects, including the University of Melbourne’s Master of Psychiatry online teaching materials 
· input into the planning processes for a number of organisations including the Victorian Auditor-General’s Office, the Victorian Institute for Forensic Mental Health (Forensicare), the Victorian Agency for Health Information and Women’s Mental Health Network Victoria. 
We also participated in four key advisory and reference groups to support related areas of work. These are the:
· Office of the Chief Psychiatrist Human Rights Project Advisory Group
· Safer Care Victoria Project Group on Targeting zero recommendations – information-sharing provisions 
· Culturally and Linguistically Diverse Communities Grants Advisory Group – joint Victorian Mental Illness Awareness Council and Tandem Carers project
· Department of Health and Human Services Progress Measures Working Group.
Further information about our contributions is provided in Appendix 1 (see pages 74–76).

Submissions and reports
In 2017–18 we provided formal feedback on seven matters. These were the:
· Department of Health and Human Services proposals for alternative arrangements for managing violent and aggressive behaviour 
· Office of the Chief Psychiatrist draft mental health intensive care guidelines
· Royal Australian and New Zealand College of Psychiatrists position statement on supported decision making
· Statutory Duty of Candour Targeting zero recommendations – response to the consultation paper
· Victorian Ombudsman draft good practice guide to dealing with challenging behaviour
· NDIS Quality and Safeguards Commission market oversight – response to the consultation paper
· NDIS Quality and Safeguards draft rules legislation.

Participation in national meetings 
We participate as a member of the health complaints and disability commissioners’ group to address common issues across jurisdictions, including approaches to complaints about mental health services and issues associated with the transition to the NDIS. We also participate as a member of the mental health commissioners’ group and regularly collaborate and share information on issues of common concern across jurisdictions. 

Recommendations made to the Secretary to the Department of Health and Human Services
In 2017–18 our detailed recommendations to the department and the Office of the Chief Psychiatrist were outlined in The right to be safe project report. 
The department has accepted the MHCC’s overarching recommendation to develop a comprehensive sexual safety strategy to plan, coordinate and monitor action to prevent and respond to breaches of sexual safety in acute mental health inpatient units, and has advised that it welcomes the strengthened focus on sexual safety provided by the project report. 
Sexual safety in public mental health services continues to be one of the Chief Psychiatrist’s highest priorities and will be reported on in the Chief Psychiatrist’s annual report. In particular, the Office of the Chief Psychiatrist has undertaken significant work during 2017–18 to update the Chief Psychiatrist’s guideline on promoting sexual safety, responding to sexual activity and managing allegations of sexual assault in adult acute inpatient units, including developing a new sexual safety reporting tool currently being piloted in all public mental health services. 
We have been advised of a number of other activities that are underway in the areas of mental health infrastructure, gender sensitivity training, mental health intensive care and reporting and responding to allegations or incidents that serve to address risks and improve patient safety. This work is planned to continue during 2018–19 in the context of the department’s focus on continuous improvement in quality and safety of mental health services, with sexual safety in mental health inpatient units a priority area.

Reporting on recommendations made in previous years
We continued to work closely with the department in relation to recommendations made in previous years and are pleased that progress has been made in all areas:

Recommendation: 
That the department develops policy and practice guidance on access to mobile phones and other communication devices for consumers during inpatient admissions.
Response: 
The Chief Psychiatrist has advised that his office is developing a guideline that seeks to address issues around the use of electronic devices for communication in Victorian designated mental health services. This guideline seeks to address confusion about the restriction of electronic devices, including telephones, and to outline circumstances where restricting such devices would not be appropriate in inpatient facilities. Additionally, the guideline will promote the rights of consumers to have access to electronic devices, and how communication through such means can facilitate recovery, while taking issues of privacy into consideration. As at 30 June 2018, the draft guideline was in the final stage of consultations.

Recommendation: 
That the department reviews the program guideline used by health services to charge fees for secure extended care unit (SECU) patients and develop a policy that is consistent with the Mental Health Act 2014 and contemporary practice in healthcare settings.
Response: 
The department has advised that guidance will be provided to area mental health services on the policy and fees that can be charged for inpatients in Victorian public hospitals.

Recommendation: 
That the department reviews reporting requirements for restrictive interventions as they relate to emergency departments.
Response: 
The department has confirmed that the use of restrictive interventions in emergency departments must follow both the legal requirements of the Mental Health Act 2014 and best practice requirements stipulated in the Chief Psychiatrist’s guideline. The department has advised that its behavioural assessment room guidelines have been developed with input from the Office of the Chief Mental Health Nurse, which is also involved in reviewing new guidelines and policies developed by services. The department has also advised that the Chief Mental Health Nurse has visited every Victorian area mental health service during the past two years. These visits have included discussions about the use of behavioural assessment rooms in line with the guidelines. 
A designated mental health service under the Act includes those services that have an intake role for mental health consumers (for example, emergency departments).
In response to this recommendation, the department also referred to the new crisis hubs being established at the Royal Melbourne Hospital, Barwon Health, Monash Medical Centre and at St Vincent’s, Sunshine and Frankston hospitals, which will enable fast tracking of supports to people presenting to emergency departments with urgent mental health issues.

Recommendation: 
That the department considers and addresses the categorisation and notification of incidents of alleged ‘staff to client’ assaults in designated mental health services.
Response: 
The department has advised that this recommendation, as well as the relevant recommendation made in the MHCC’s recent project report on sexual safety, will be addressed through work being undertaken on the Victorian Health Incident Management System (VHIMS) Central Solution.
In addition, the department has advised that the Office of the Chief Psychiatrist will implement a notification solution for mental health that mirrors the way in which the Chief Psychiatrist is notified of reportable deaths. This will prescribe an additional reporting function on mental health services that will be implemented via the new case management system currently in development. 

Recommendation: 
That the department considers and addresses the need to develop guidelines and requirements for investigations which are applicable for designated mental health services.
Response: 
The department has advised that this recommendation will be addressed as part of the response to The right to be safe report. 

Recommendation: 
That the department includes policy and practice guidance for designated mental health services engaging with Victoria Police and processes for reporting crimes in the protocols and guidance paper currently being prepared in collaboration with Victoria Police.
Response: 
The department has advised that this recommendation will be addressed as part of the response to The right to be safe report. 

Recommendation: 
That the department considers and addresses the need for specific policies, practice guidance and training for mental health staff in relation to the needs of people with a dual disability.
Response: 
The department has advised that a strategy is being developed around people with a dual disability who access the mental health system. Once complete, this strategy will inform the resources and tools needed to support specialist mental health services in assessing and managing people with a dual disability.

Recommendation: 
That the department considers the need for the development of clinical guidelines for the management of shared care arrangements with private medical practitioners. 
Response: 
The department has advised that as a result of a coronial recommendation, the Office of the Chief Psychiatrist will develop shared care guidelines between public and private mental health services during 2018–19. This work will be undertaken in collaboration with the Royal Australian and New Zealand College of Psychiatrists. The MHCC will continue to work collaboratively with the department and Chief Psychiatrist to ensure this work also encompasses the recommendations made by the MHCC. 

Recommendation: 
That the department considers setting standards and guidelines for the development of mental health service’s outdoor spaces that provide a pleasant and therapeutic environment while also ensuring the safety of consumers.
Response: 
Courtyards and outdoor spaces in Victoria’s mental health units were reviewed by the department in 2017–18, and Australia’s national mental health facility guideline (HPU 131 Mental Health) was updated and released on 14 March 2018. The department has also reminded health services about opportunities to review broader issues and consider service/master plans and rectification options, the availability of infrastructure improvement funds and to discuss recommendations with the department to improve services with local solutions. The Victorian Health and Human Services Building Authority is now the lead on Victorian health infrastructure services.

Recommendation: 
That the department considers reviewing and expanding the discharge planning guideline to address the need for effective communication and engagement with consumers, families and carers in discharge planning.
Response: 
The department has advised that work on updating the Chief Psychiatrist’s Discharge planning guidelines is almost complete. The MHCC has contributed to this work by providing data and analysis of the volume and nature of issues relating to discharge planning that have been raised in complaints made to our office. 

Education and Engagement
Our role and approach 
Under the Mental Health Act 2014 (the Act), the Mental Health Complaints Commissioner (MHCC) is required to ensure the process for making a complaint is accessible and available to all Victorians. We work with consumers, families and carers to ensure people understand their right to make a complaint about an experience of a public mental health service, and are confident in raising their concerns directly with the service or our office. Our education and engagement initiatives focus on promoting awareness of people’s rights and the mental health principles of the Act, and the safeguarding role and functions of our office. 
The Act also requires us to provide mental health services with information and education about their responsibilities and requirements in responding to complaints. We work directly with services to assist them in creating a culture where people are supported to speak up about their experiences and concerns, and where complaints are seen as essential to treatment and care and as opportunities for service improvement. Through our education and engagement work with services, we build their capacity to respond effectively to the concerns people raise, to make service improvements, and to resolve complaints in ways that support people’s recovery and wellbeing. 

Review of our education and engagement strategies
In 2017–18 we started a process to map and review the work that is undertaken across our office, with a view to assessing the extent to which we currently inform, engage, involve and collaborate with consumers, families, carers, services and other stakeholders, and where we can improve. Once complete this process will help us to prioritise key areas of our work, clarify what we want to achieve, and develop and implement targeted and effective strategies for increasing our level of engagement with key stakeholders. 
Of particular note is our most recent initiative to ensure productive working relationships with clinical mental health services through regular meetings. These meetings allow discussion about trends in complaints data relating to the service and enable sharing of information about service improvements and other issues relating to best practice in complaints handling. Through this process, we have been able to work more closely with service leaders to understand effective approaches to complaints resolution in ongoing matters, as well as to develop more targeted education packages for staff and service leaders. 

Breakout infographic
Overview of education and engagement activities
In 2017–18 we delivered a wide range of education and engagement activities for consumers, families, carers, services and other stakeholders including:
22 education sessions reaching 1295 people, including:
· presentations at conferences and forums, and to mental health services and other stakeholders, on quality and safety issues identified in complaints 
· training sessions on effective responses to complaints
· inaugural MHCC learning from complaints forum.
23 consumer and carer engagements reaching 494 people, including:
· contributions to consumer and carer events and projects
· meetings and consultations to promote awareness, input and feedback on our work
· information sessions to consumer and carer advisory and support groups.
11 service visits and meetings to:
· discuss local and statewide data trends
· discuss local complaints handling processes and service improvements
· tailor education sessions to meet service requirements
· review complaints handling policies and procedures and provide advice.
140 people reached through information stands at four key sector events
6 articles in mental health journals and health publications, including:
· the Australian Commission on Safety and Quality in Health Care’s Vital Signs 2017
· the Department of Health and Human Services’ Primary Health News and Health Victoria
· Tandem eNews.
51 other stakeholder meetings and events in a variety of areas to:
· support and develop our work and ensure effective referrals and working relationships
· contribute to broader mental health service improvements and reforms.
4300 social media followers across Facebook, LinkedIn and Twitter
34426 visits to the MHCC website
End of breakout infographic

Breakout box
Our inaugural learning from complaints forum
At our inaugural learning from complaints forum in March 2018, attendees joined us to explore key themes identified in the MHCC Sexual Safety Project on ensuring sexual safety in acute mental health inpatient units, and to launch The right to be safe project report. The forum included engaging presentations, including from Commissioner Lynne Coulson Barr, National Mental Health Commissioner and former Commissioner on the Royal Commission into Institutional Responses to Child Sexual Abuse Professor Helen Milroy, and Director of Monash Alfred Psychiatry research centre Professor Jayashri Kulkarni. During the panel sessions that followed, representatives from across the sector considered the report’s recommendations and engaged in robust discussion on what is required to address this significant avoidable harm and human rights issue in mental health services. For more information about the Sexual Safety Project and an insight into the key outcomes of the forum, see the ‘Promoting service and system improvement’ section on pages 41–59.

Engaging the sector on catalysts for cultural change
There are many paths towards cultural change, but what are the catalysts? In response to our abstract submission, The Mental Health Services (TheMHS) Conference 2017 team included a symposium where mental health commissioners and commissions from across Australia and New Zealand explored this very topic.
Commissioner Lynne Coulson Barr discussed how our team is working with services to improve quality and safety outcomes, and the cultural shift that is required for services to embrace complaints as an integral part of recovery, a window to a person’s lived experience and a catalyst for improving services and the system as a whole. 
Commissioner Coulson Barr also joined Senior Education and Engagement Officer Keir Saltmarsh to present on the establishment of the MHCC Advisory Council and the contributions of the lived experience of council members to our work. We walked participants through the process that we undertook to recruit a dedicated, inclusive and diverse group of people with lived experience of the public mental health system, and who seek to contribute to achieving the MHCC’s goals.
We also explored the work involved in ensuring members work together as a collaborative and cohesive team empowered to advise on, and help drive, organisational strategy within the MHCC, and cultural change within the sector. Read more about the MHCC Advisory Council on pages 10–11.

Engaging Victorians through Mental Health Week
Commissioner Lynne Coulson Barr and other MHCC staff participated in a variety of activities in support of Mental Health Week (8–14 October 2017), an annual event that provides opportunities for engaging and informing the Victorian community about mental health and helping to overcome the stigma associated with mental illness. 
These activities included Commissioner Coulson Barr:
· attending the opening of Mental Health Foundation Australia’s Mental Health Week Consumer Art Exhibition 
· attending the official Mental Health Week launch event at Federation Square, where our team hosted an information stall and engaged with consumers, families, carers and service staff about our safeguarding role and functions
· taking part in the Department of Health and Human Services’ mental health awareness market day event, where our team distributed information materials and engaged with staff across the health and mental health sectors about our role in safeguarding people’s rights, resolving complaints and improving services
· presenting certificates and the MHCC Award at the Monash Health Mental Health Week Consumer Art Awards
· working with MHCC staff to promote #MentalHealthWeek on our social media sites with a series of posts on artwork created by people with lived experience and the insightful messages they shared. 

Developing a new resource for Aboriginal people in Victoria
In 2017 we developed an information sheet to ensure Aboriginal people in Victoria have access to culturally appropriate and engaging information about their rights under the Act and how to make a complaint. Our new resource will help to raise awareness within the Aboriginal community of their right to speak up about an experience of a public mental health service, and to have their distinct culture and identity recognised and responded to.
In developing the information sheet, we worked with the Victorian Aboriginal Community Controlled Health Organisation to ensure the language and messaging was culturally appropriate, and with Indigenous design team Marcus Lee Design, who created Aboriginal artwork to represent the MHCC’s work in a culturally meaningful way.
Marcus Lee, a descendant of the Karajarri people and Studio Director of Marcus Lee Design, shared with us the story behind the artwork. The rounded shape of the tree symbolises strength, healing and connection, the encircling rings represent trust and safety, and the branches symbolise pathways to recovery for Aboriginal people and communication channels between the MHCC and Aboriginal consumers, families and carers.
This new resource aligns with our continued focus on developing effective strategies for engaging Aboriginal people across Victoria and supports our aim of providing culturally responsive and accessible complaints processes for addressing concerns about Victoria’s public mental health services.

Launching our new website: a key enabler for our work
In December 2017 we were pleased to launch our new website, which provides access to a broad range of information and resources on our role in safeguarding people’s rights and resolving complaints, working to achieve positive outcomes for individuals, and improving Victorian public mental health services and the system as a whole.
During our consultation process, we gained input and advice from members of the MHCC Advisory Council, who helped to ensure the content reflected the diversity of people’s lived experience as consumers, families, carers and service staff.
Our new website includes:
· information on people’s rights under the Mental Health Act 2014 and the process for making a complaint
· access to a clear and easy-to-navigate online complaint form 
· information on our role in identifying, analysing and reviewing quality and safety issues arising from complaints, and working with services to identify key themes and emerging issues across the sector to inform recommendations that lead to service improvements
· a suite of inclusive information materials that includes resources tailored to LGBTI and Aboriginal people and resources in a variety of languages and language formats, including videos in Auslan
· dedicated web pages in 15 languages for Victorians from culturally and linguistically diverse communities.
We invite you to visit our new website at www.mhcc.vic.gov.au and provide feedback to our Education and Engagement team at info@mhcc.vic.gov.au.

Education and engagement with stakeholders
In 2017–18 we delivered a broad range of education and engagement activities for consumers, families, carers, services and other stakeholders on the role of our office, safeguarding rights and effective approaches to resolving complaints. We reached a total of 1,929 people through 60 direct education and engagement activities.
Our activities included 22 training sessions and presentations to a range of audiences within the sector including: 
· presentations at national conferences and forums, including at TheMHS Conference, the Australian Rural and Remote Mental Health Symposium, and Victorian conferences hosted by the Victorian Mental Illness Awareness Council (VMIAC), Tandem Carers and Mind Australia
· an education session with third-year psychiatric registrars and a contribution to the University of Melbourne Master of Psychiatry course curriculum 
· education and training sessions to service leaders and staff of clinical and mental health community support services on effective approaches to complaints, and to nurse educators as part of the University of Melbourne Centre for Psychiatric Nursing Mental Health Nurse Educator Forum.
When delivering these sessions and presentations, we focused on people’s rights under the Act and how the mental health principles apply to the provision of mental health services and the resolution of complaints. We also focused on quality and safety issues identified in complaints to the MHCC and in local complaints reporting data, and the role of complaints in addressing avoidable harms and promoting service improvements.
In 2017–18 we also focused on education and engagement activities with individual services through meetings with senior staff to discuss themes in complaints data. These meetings have focused on supporting approaches to local resolution of complaints, review of complaints policies and procedures, and the use of information from complaints to inform service improvements. 
In 2017–18 we reached 140 people through information stands at four key sector and community events. We also undertook 23 consumer and carer engagements reaching 494 people, where we promoted awareness of our role and helped to ensure our work continues to be informed by the issues identified by consumers, families and carers. These engagement activities included:
· contributions to forums and meetings hosted by VMIAC and Tandem Carers
· consumer-led projects that support recovery and celebrate diversity, including the Action on Disability within Ethnic Communities ArtAbility Awards and the Monash Health Mental Health Week Art Awards.
In addition, we undertook 31 contributions to sector consultations, provided formal feedback on seven matters, participated in four key advisory and reference groups and undertook 51 other stakeholder engagement meetings and events. We undertook these activities to support and develop our work and contribute to broader mental health service improvement and reform. These activities included contributions to the rollout of the NDIS and work being undertaken by Safer Care Victoria and the Victorian Agency for Health Information, as well as consultations related to the family violence prevention and child safety reforms.
A total of 39 activities were also undertaken to guide and inform the MHCC Sexual Safety Project.
To ensure effective referrals and working relationships, we attended regular meetings with the Department of Health and Human Services, the Chief Psychiatrist, Safer Care Victoria, Victoria Police, independent mental health advocacy, the Health Complaints Commissioner, the Public Advocate, the Australian Health Practitioner Regulation Agency and other bodies.
To support our work in education and engagement and expand our reach, we continued to promote our activities through our MHCC News e-bulletin, website news stories and regular posts across our Facebook, Twitter and LinkedIn sites. Six articles were also published in mental health journals and health publications, including:
· the Australian Commission on Safety and Quality in Health Care’s Vital Signs 2017 entitled ‘A positive complaints culture: speaking up when something goes wrong can lead to safer care for everyone’ (pages 32–36)
· the Department of Health and Human Services’ Primary Health News and Health Victoria
· Tandem eNews.

Learning and growing our capability
Our team and structure
Our staff have a wide range of skills and experiences including lived experience of mental health services as consumers, family members and carers, experience in mental health service delivery or programs, law, social work, nursing and dispute resolution.
Consistent with our functions under the Mental Health Act 2014 (the Act), our staff focus on four main areas of work. These are:
· Resolutions and Review
· Specialist Advice and Investigations
· Education and Engagement
· Strategy and Quality.

Developing a lived experience framework for our work
We strive to genuinely involve people with lived experience of mental health services in the design, development and delivery of our processes, projects and approaches across all of the four main areas of our work. We do this by:
· engaging with the MHCC Advisory Council to seek their guidance and advice on the approaches we take to our work, their direct contribution to specific projects, and their advice and assistance in facilitating broader input from consumers, families, carers and service providers (read more about the MHCC Advisory Council on pages 10–11)
· conducting targeted consultation for strategic projects and in our education and engagement activities
· ensuring our recruitment processes include consumer and/or family/carer panel members.
In 2017–18 we reviewed all of our activities with a view to assessing the extent to which we currently inform, engage, involve and collaborate with consumers, families, carers, services and other stakeholders, reflecting on where we can improve and identifying the areas where increased engagement will have the greatest impact on the effectiveness of our work. This process will help us to prioritise key areas of our work, clarify what we want to achieve, and develop targeted strategies for specific pieces of work (read more about the mapping of our work in the ‘Education and engagement’ section on pages 60–66). 
In 2017–18 we also began work on a lived experience framework to inform and drive the work that is undertaken across our office, and articulate the ways in which the principles of co-design and co-production apply to our work. 

Our learning and development
Key priorities for our professional development activities in 2017–18 included training for all staff in recovery-oriented practice, supported decision making, resilience, and understanding and responding to the needs of trans and gender-diverse Victorians. We also held regular sessions with all staff to share lessons learnt through particular pieces of work, including the MHCC Sexual Safety Project (see the ‘Promoting service and system improvement’ section on pages 41–59). Staff also completed training on our obligations under the Charter of Human Rights and Responsibilities Act 2006, confidentiality and privacy, information security and awareness, and our own health, safety and wellbeing.
All of our permanent resolutions officers are accredited under the National Mediator Accreditation System in association with the Resolution Institute or are working towards accreditation. Our Resolutions and Review team members participate in regular reflective practice sessions to consider how collective and individual practice can be developed and improved.
We also attend a range of sector events to enhance our understanding of best practice, and to learn from others who have specialist knowledge gained through lived experience and/or clinical expertise. These events are listed in detail in the ‘Education and engagement’ section of this report (see pages 60–66).

Continuous improvement through evaluation and feedback
We use the feedback we receive about our processes and approaches to make improvements to how we work. We seek feedback in a range of ways including:
· informally, through our website and social media sites 
· formally, through the MHCC feedback survey and internal evaluations of our work and projects
· through responding to concerns and complaints that people raise with us about their experience with our office.

Seeking feedback about our complaints processes
MHCC feedback survey
In 2017–18 we continued and refined our formal feedback process, drawing on the results of our 2016–17 pilot feedback survey. Adjustments to our approach included using email-to-text software to send requests to complete the survey, ensuring the survey could be easily completed on a smartphone, and asking for feedback closer to the time of the person’s experience with the MHCC. 
As in 2016–17 survey recruitment was influenced by a range of factors, including difficulty in making contact with people to seek their participation. However, the response rate to the survey was within a normal range (14 per cent) and the responses we received contained valuable feedback about what we are doing well and where we could improve.

2017–18 feedback survey results
While we are still analysing the survey results, we note some constructive feedback from participants including: 
· feedback about our team’s helpfulness and communication (for example, ‘they were patient and talked through all of the concerns I had and gave simple, clear options to take my complaint further’, with other participants noting that the MHCC staff members they dealt with were ‘very supportive’ and ‘very caring’)
· feedback that most people found it easy to make a complaint to our office (59 per cent) and that our staff had supported them through the process (53 per cent), took the time to listen to them (72 per cent) and clearly explained the information they provided (57 per cent)
· feedback that some people felt that contact with our office had not helped to resolve their concern (for example, people feeling there was a ‘lack of action’)
· concerns about the time taken to resolve their complaint. 
The survey results also indicated different levels of satisfaction for particular complaints issues, which we will examine further in the review of our resolutions practice, particularly whether additional or more detailed guidance may be required in responding to certain types of complaints (see ‘Practice review’ on page 71).
We will continue to adjust our processes and approaches to seeking feedback in 2018–19 and explore ways in which we can continue to improve people’s experiences and the outcomes of our complaints processes.

Feedback about our complaints process 
In 2017–18 we responded to concerns about our processes, including concerns about the timeliness of our actions, the approach that was taken by our office and the decisions we made. 
When a Resolutions and Review team member receives a complaint about our process, wherever possible, they seek to resolve the complaint directly with the person by discussing their concerns and how we can resolve them. Where this is unsuccessful, complaints are escalated to our Principal Legal Officer for further assessment. For each case, we review our approach and consider whether we could have improved the way in which we handled the complaint. Our practice is generally to request a further discussion with the person who has raised the concerns. Where we identify that we should have taken a different or more timely approach, our practice is to apologise and seek to learn from each experience to improve our processes.
For example, feedback has reinforced the importance of communicating clearly with people who contact our office about the proposed next steps, and to carefully consider how we deal with new issues that are raised after an initial written complaint is made.
_
Breakout content
Where a person is dissatisfied with a decision we have made (for example, a decision to close a complaint) we review the reasons for our decision with regard to the person’s feedback and any additional information that is available. If our decision remains the same, we provide a more detailed explanation of the reasons for the decision and advise the person of their right to make a complaint about our decision to the Victorian Ombudsman.
End of breakout content

Improving our processes and approaches
We welcome the feedback that we received from consumers, families, carers and services through the MHCC feedback survey, and through concerns raised directly with our office. In 2017–18 we continued to reflect on the feedback received in earlier years as well as during this year, and undertook the following work to improve our processes and approaches. 

Practice review
In 2017–18 we started a project to review the practices of our Resolutions and Review team in light of our experiences to date, feedback received by our office, and high and increasing demand on our services. The project includes:
· reviewing current practice guidance provided to Resolutions and Review team members to streamline practices, ensure consistency in approach, improve timeliness and to assist in the prioritisation of complaints
· ensuring our practice is underpinned by best practice in complaints handling
· developing detailed guidance for staff on key issues identified in complaints (for example, sexual safety)
· reviewing and responding to feedback on our approach to written communication. 

Implementation of a new complaints management system 
In 2018–19 we will implement a new case management system that is anticipated to reduce administrative burden on the Resolutions and Review team. This system will also have improved reporting capabilities, enabling greater oversight of the progress of complaints and support Resolutions and Review team members in managing their high caseloads. 

Timeliness for complaints resolution
In 2017–18 we continued to seek ways to improve our timeliness in resolving complaints. To assist the Resolutions and Review team in managing their significant complaints caseloads, we directed additional resources to this area of our work. We also expanded our internal reporting processes to help identify complaints requiring immediate action and to ensure all complaints are reviewed monthly. 
In 2017–18 the MHCC experienced significantly increased demand, with 1,963 complaints received by our office, a 20 per cent increase on the 1,638 received in 2016–17. 
Despite the large increase in overall volume, many more complaints were closed in 2017–18 (1,990) than in 2016–17 (1,576). This increase has been largely managed by directing available resources to support resolutions work. Higher numbers of complaints were closed within each time period described below than in 2016–17. However, the increase has had some impact on the average time taken to close complaints. In 2017–18:
· 44 per cent of complaints were closed within seven days compared with 51 per cent in 2016–17
· 69 per cent of complaints were closed within 30 days compared with 73 per cent in 2016–17 
· 78 per cent of complaints were closed within 60 days compared with 81 per cent in 2016–17 
· 84 per cent were closed within 90 days compared with 86 per cent in 2016–17.
Sixteen per cent of all complaints took more than 90 days to close (a slightly higher proportion than 14 per cent in 2016–17). This reflects a consistent proportion of complaints that are particularly complex and require detailed assessment and review before they can be resolved and closed.

Flexibility in contact
In 2017–18 we implemented an email-to-text system for our Resolutions and Review work, which we also used in conducting the MHCC feedback survey. This system offers an additional method of contact, allowing us to provide brief updates to people when we are unable to reach them through other channels. In doing so, we aim to ensure people are kept informed about the progress of their complaint as this information comes to hand.

Appendices

Appendix 1:  Education and engagement activities
01 Presentations 
Conferences and forums
Australian and New Zealand Mental Health Association 9th Australian Rural and Remote Mental Health Symposium
Ballarat Mental Health Service Forum
MHCC Inaugural Learning from Complaints Forum on Complaints and Avoidable Harms – ensuring sexual safety in acute mental health inpatient units 
Mind Community Conference 2017
National Symposium on the Optional Protocol to the Convention Against Torture (OPCAT) – panel convenor
TheMHS Conference 2017 – Mental Health Commissions’ symposium on catalysts for cultural change 
TheMHS Conference 2017 – presentation on the MHCC and the MHCC Advisory Council
Victorian Aboriginal Community Controlled Health Organisation Social and Emotional Well Being Workforce Conference
Victorian Ombudsman Masterclass – guidance for the Victorian public sector on dealing with challenging behaviour

Presentations to mental health services/other stakeholders
Health Services Liaison Association – presentation on MHCC complaints data and themes
NDIS Quality and Safeguards information session for new and potential service providers, hosted by the Department of Health and Human Services (DHHS)
Office of the Public Advocate (OPA) staff and Community Visitors Program – presentation on the MHCC’s Sexual Safety Project report, The right to be safe
South Korean mental health services delegation – presentation at DHHS on the MHCC’s role
Victorian Board of the Medical Board of Australia – presentation on MHCC complaints data and themes
Victorian Mental Health Interprofessional Leadership Network – presentation on the MHCC’s role and effective approaches to complaints

02 Training sessions
Albury Wodonga Health 
Eastern Health 
North East Victoria Innovative Learning (NEVIL) Cluster 
The University of Melbourne Centre for Psychiatric Nursing Mental Health Nurse Educator Forum 
The University of Melbourne Master of Psychiatry course Special Topics in Psychiatry
Wellways 

03 Education activities
Information stands
DHHS Mental Health Awareness Market Day event
Mental Health Foundation Australia Mental Health 
Week launch event 
Mind Community Conference 2017 
Victorian Mental Illness Awareness Council 
(VMIAC) Conference 2017

04 Service visits and meetings 
Albury Wodonga Health
Ballarat Health
Eastern Health
Forensicare, Thomas Embling Hospital
Mildura Base Hospital (via video link)
Mind Australia
Monash Health

05 Consumer and carer engagements
Action on Disability within Ethnic Communities (ADEC) ArtAbility launch and awards
Carer Support Group, Harvester Clinic, North Western Mental Health
Mental Health Foundation Australia Mental Health Week Art Awards
Mental Health Tribunal Consumer and Carer Forum and liaison meetings
Midsumma Pride March
Monash Health Mental Health Week Art Awards
NAIDOC Week March
National Mental Health Consumer and Carer Forum
Tandem Carers Conference and Awards
Tandem Carers meetings and consultations
VMIAC Conference 2017
VMIAC meetings and consultations
Voices of Consumer and Carer Advisory Link, Saltwater Clinic, Mercy Health

06 Contributions to consultations and projects
Contribution to sector consultations and projects
Australian Human Rights Commission project on violence against people with disability in institutional settings 
Australian Mental Health Outcomes and Classification Network Your Experience of Service (YES) survey
Consultation on models for a mental health commission in the ACT
Crime Statistics Agency Victoria draft family violence data framework
DHHS child wellbeing and safety information-sharing reforms 
DHHS and Department of Premier and Cabinet (DPC) proposals for the registration and accreditation scheme for the disability workforce
DHHS and DPC transition planning for the NDIS – complaints, quality and safeguarding functions
DHHS consultation on proposed legislative amendments to facilitate information sharing about family violence risk 
DHHS consultation on proposed legislative amendments to facilitate information sharing between DHHS and the MHCC 
DHHS consultation on treatment options for people with complex needs including mental illness and drug addiction
DHHS review of non-custodial supervision orders
DPC Victorian Data Sharing Regulations 2018 consultation
Forensicare strategic planning 
Health Complaints Commissioner complaint handling standards and practice protocol
Human Rights Law Centre and Commissioner for Gender and Sexuality gay conversion therapy research project
Mediator Standards Board statutory mediation and conciliation standards consultation
National Mental Health Commission Consumer and Carer Engagement Project workshop
Office of the Chief Psychiatrist (OCP) Advance Statements and Nominated Persons Project
OCP discharge planning guideline
OCP surveillance and privacy in mental health services guideline
OCP electronic communication and privacy in Victorian designated mental health services consultation
Office of the Commissioner for Privacy and Data Collection Victorian Protective Data Security Standards 
OPA review of Community Visitors Program and Independent Third Person Program 
RMIT consultation on the impacts of the transition to the NDIS for people with disabilities
The University of Melbourne Master of Psychiatry online teaching materials 
Victorian Auditor-General’s Office (VAGO) consultation on future performance audit topics 
Victorian Agency for Health Information draft corporate plan 2017–18 
VAGO audit of access to mental health services
Victorian Equal Opportunity and Human Rights Commission (VEOHRC) review of Dispute Resolution Service
Victorian Ombudsman OPCAT-style investigation of the Dame Phyllis Frost Centre
Women’s Mental Health Network Victoria strategic planning

Consultations for the MHCC Sexual Safety Project
More than 100 people and organisations consulted – for details, see Appendix 1 of The right to be safe report

07 Submissions and formal feedback
DHHS proposals for alternative arrangements for managing violent and aggressive behaviour 
NDIS Quality and Safeguards Commission market oversight – response to the consultation paper
NDIS Quality and Safeguards draft rules legislation
OCP draft mental health intensive care guidelines 
Royal Australian and New Zealand College of Psychiatrists position statement on supported decision making 
Statutory Duty of Candour Targeting zero recommendations – response to the consultation paper 
Victorian Ombudsman draft good practice guide to dealing with challenging behaviour 

08 Participation in advisory and reference groups
Culturally and Linguistically Diverse Communities Grants Advisory Group – joint VMIAC and Tandem Carers project
DHHS Progress Measures Working Group
OCP Human Rights Project Advisory Group
Safer Care Victoria Project Group on Targeting zero recommendations – information-sharing provisions

09 Other stakeholder meetings and events
Australian and NZ Mental Health Commissioners meetings and consultations
Australian and NZ Health Complaints Commissioners meetings and consultations
Commissioner for Senior Victorians liaison and consultation meetings
DHHS liaison and consultation meetings
Disability Services Commissioner liaison and consultation meetings
Health Complaints Commissioner liaison and consultation meetings
Independent mental health advocacy (IMHA) liaison and consultation meetings
LGBTI Mental Health Network meeting
Mental Health Tribunal liaison and consultation meetings
OCP Quality and Safety forums
OCP liaison and consultation meetings 
OPA liaison and consultation meetings
Orygen – The National Centre of Excellence in Youth Mental Health meeting
Safer Care Victoria liaison and consultation meetings
Victorian Agency for Health Information liaison and consultation meetings
Victorian Commissioner for Gender and Sexuality liaison and consultation meetings
VEOHRC liaison and consultation meetings
VEOHRC Victorian Commissioners meetings on human rights issues
Victorian Honour Roll of Women Ambassadors workshops on violence prevention and gender equality strategies
Victorian Mental Health Interprofessional Leadership Network meeting
Victorian Ombudsman liaison and consultation meetings and events

10 Published articles
Health Victoria on the launch of the MHCC’s new website 
Health Victoria on the MHCC’s inaugural forum on ensuring sexual safety in acute mental health inpatient environments
Primary Health News on the launch of the MHCC’s new website 
Primary Health News on the MHCC’s inaugural forum on ensuring sexual safety in acute mental health inpatient environments
Tandem eNews on the MHCC’s inaugural forum on ensuring sexual safety in acute mental health inpatient environments
The Australian Commission on Safety and Quality in Health Care’s Vital Signs 2017 entitled ‘A positive complaints culture: speaking up when something goes wrong can lead to safer care for everyone’ (pages 32–36)

Appendix 2: Operations
Financial statement for the year ended 30 June 2018
The Department of Health and Human Services provides financial services to the Mental Health Complaints Commissioner (MHCC).
The financial operations of the MHCC are consolidated into those of the department and are audited as part of the department’s accounts by the Victorian Auditor-General’s Office. A complete financial report is therefore not provided in this annual report.
A financial summary of expenditure for 2017–18 according to the department’s accounts is provided below.
This expenditure includes additional fixed term funding received from the department in 2017–18 to support the MHCC’s operations.

Operating statement for the year ended 30 June 2018
Expenses
Salaries and on-costs	$2,538,442 
Contractors/external services	$222,847 
Supplies and consumables	$489,646
Total expenses	$3,250,935

Appendix 3: Compliance and accountability
Privacy and Data Protection Act 2014 and Health Records Act 2001
The Mental Health Complaints Commissioner (MHCC) is subject to the Privacy and Data Protection Act 2014 in relation to the collection and handling of ‘personal information’ about individuals. ‘Personal information’ is recorded information that can identify a living person.
The MHCC must also comply with the Health Records Act 2001 when dealing with ‘health information’. This is information that can identify a person, including a person who has died, about the person’s physical, mental or psychological health, disability or genetic make-up.
The MHCC’s privacy policy explains how we deal with personal and health information, and is available on the MHCC’s website at www.mhcc.vic.gov.au/about-the-mhcc/privacy.

Freedom of Information Act 1982
In 2017–18 the MHCC made three decisions relating to Freedom of Information (FOI) applications.
Requests for access to documents held by the MHCC, or the correction of documents held by the MHCC, can be made under the Freedom of Information Act 1982.
Applications can be made in writing to the MHCC at Level 26, 570 Bourke Street, Melbourne VIC 3000 or by email to PrivacyFOI@mhcc.vic.gov.au.

Charter of Human Rights and Responsibilities Act 2006
The Charter of Human Rights and Responsibilities Act 2006 sets out 20 fundamental human rights for all people in Victoria, including the right to be treated equally and to have our privacy respected.
The MHCC is a public authority under the Charter and is required to act compatibly with the human rights in the Charter and to give proper consideration to Charter rights in dealing with enquiries and complaints.

Protected Disclosure Act 2012
Disclosures of improper conduct by the MHCC or its officers can be made verbally or in writing to:
Independent Broad-based Anti-corruption Commission
GPO Box 24234
Melbourne VIC 3000
Phone: 1300 735 135
Fax: 03 8635 6444
Email: submit@ibac.vic.gov.au
More information about the Protected Disclosure Act 2012 is available 
from the Independent Broad-based Anti-corruption Commission website 
at www.ibac.vic.gov.au.
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