Leadership self-assessment checklist 
Purpose
The purpose of this self-assessment tool is to support quality improvement by providing a comprehensive approach for services to identify actions required to embed the principles. This document builds on the Commission’s (2025) Mental health and wellbeing principles guidance: from intent to impact. The checklist is designed for service leadership and quality staff to pinpoint actions and activities that promote the principles, the Act and human rights in practice, as well actions that can be taken to monitor their implementation. 
Leaders will be able to assess their progress in embedding the principles by identifying what actions and activities they currently have in place, as well as identifying areas where further work is required to embed the principles. Identifying the gaps in embedding the principles is fundamental for quality improvement and compliance with the Mental Health and Wellbeing Act 2022 (Vic) (the Act). 
The checklist covers five areas, aligned with Safer Care Victoria’s Victorian clinical governance framework (2024), in which systemic changes can be made including: leadership and culture, partnering with consumers, workforce, risk management and clinical practice. 
While all staff have a role to play in providing safe, rights-based care and treatment, embedding human rights, lived experience and cultural safety throughout a service is a leadership responsibility. When carrying out the actions in this checklist, services must:
· give proper consideration to the Charter of Human Rights and Responsibilities Act 2006 (Vic) (Charter) 
· embed lived and living experience leadership and participation as deeply as possible. This checklist assumes lived experience involvement and leadership throughout
· ensure efforts to embed the cultural safety principle are led by First Nations communities. 
This resource also provides a suggestion of how services can apply a ‘Plan, Do, Study, Act’ cycle to implementing the principles (an improvement approach promoted by Safer Care Victoria – see Quality improvement toolkit (2024)).


Table 1:  Leadership self-assessment checklist:  leadership and culture
	Self-assessment questions
	Response

	Governance: Give proper consideration to the Act, Charter and principles when making decisions
· How are the Act, Charter and mental health and wellbeing principles incorporated into strategic, operational, quality and project plan templates?
· How do we consistently consider these as part of our decision making, and document how we have done this? 
· How do our governance committees’ (e.g. executive, clinical risk management, continuous improvement, workforce, consumer and carer advisory bodies) terms of reference and/or annual plans outline their role in promoting and monitoring compliance with the principles? 
· How is lived experience involved in all of our governance committees? How can we strengthen how lived experience leadership shapes our decisions? [image: ]
	

	Governance: Strengthen human rights culture
Do we have clear approaches (for example, identifying portfolio holders, committees and/or champions) to make sure we:
· document, monitor and improve how human rights inform our decisions
· embed cultural safety and work towards adopting an approach of cultural humility including:
· Do we have a cultural safety plan developed with First Nations leadership? [image: ]
· Do our inclusion and diversity policies and/or reconciliation action plan include clear strategies to tackle racism and discrimination? [image: ] [image: ]
· embed gender safety and responsiveness (inclusive of gender and sexuality) [image: ]
· promote a whole of service commitment and approach to children’s safety and wellbeing in line with the Child Safe Standards, for example having a public commitment to child safety, clear policies, Codes of Conduct, etc. [image: ][image: ]
· embed disability inclusion. [image: ]
How does lived experience leadership shape how we embed human rights, cultural safety and the principles throughout our service? [image: ]
	

	Governance: Embed a safety culture
· How are our approaches informed by Safer Care Victoria’s Safety culture guide (2024)? How does lived experience leadership shape how we do this? [image: ]
	

	Governance: Embed the principles in all policies and procedures
Have we embedded the mental health and wellbeing principles in our policies and procedures including by:
· using codesign approaches when developing or revising policies and procedures? [image: ]
· identifying how to apply the principles in the context of specific policies and procedures?
· identifying and mitigating barriers to applying the principles in the context of specific policies and procedures?
	

	Quality improvement: encourage innovation and learning that is focused on the principles
How do we encourage innovation and new approaches to applying the principles? For example, how are we:
· embedding lived and living experience within our quality improvement teams and/or approaches[image: ]
· comparing our outcomes with sector benchmarks and learning from other services (for example, in reducing and working towards eliminating restrictive practices)? [image: ]
· using contemporary approaches – including the plan-do-study-act cycle (see Safer Care Victoria’s Quality Improvement Toolkit) to promote ongoing improvement in how we apply the principles?
· Identify and map how current service improvement programs (for example, Safewards initiatives, Safer Care Victoria’s mental health improvement program) relate to the principles, Act and Charter rights.
· Are we reviewing how many of the improvement or Safewards initiatives are already underway in our service, and how are we evaluating their effectiveness in our service including how they help us comply with the principles (for example, the improving sexual safety initiative helps compliance with the gender safety principle, the reducing compulsory treatment initiative helps compliance with the least restrictive supported decision making and dignity and autonomy principles)?[image: ][image: ] [image: ][image: ]
· How are we identifying future priorities we can undertake using the resources and ideas from these programs?
· How are we prioritising changes that will help to reduce and work towards the elimination of restrictive interventions? For example, specialised expert roles within inpatient units who help to support alternatives to restrictive interventions including promoting person-centred de-escalation strategies, developing low-stimulus environments, promoting access to sensory tools?  [image: ]
· using existing tools (e.g. the self-assessment checklist for working together with families and carers in the Chief Psychiatrist’s Guideline) to identify gaps and improve practices? [image: ]
· explicitly linking quality improvement and peer learning, including through reflective practice and critical incident reviews? For example, following a critical incident, consider how the relevant principles were put in practice (how they were considered and what recommendations and actions were taken regarding each) and incorporate lived and living experience feedback to strengthen future responses. [image: ]

See also ‘complaints and feedback’ below. 
	

	Quality improvement: monitoring the implementation of principles 
· Do we have a clear approach to monitoring principle implementation, including for monitoring trends, making improvements and reporting on progress? This could include:
· in annual quality or improvement plans, include lived and living experience-informed strategies, including those developed by Safer Care Victoria’s Mental Health Improvement Program, to improve how the principles are applied and reported on [image: ]
· bringing together approaches that are already used (for example, linking up efforts from committees focused on reducing restrictive interventions, improving physical health, or promoting gender safety).  [image: ][image: ][image: ]
· using incident data, complaints and feedback to understand opportunities to improve how the principles are applied 
· reporting more broadly than required by the Act (across all principles or with a focus on specific principles) to promote transparency, trust and engagement with consumers, carers, families, supporters and kin.  [image: ][image: ]
· setting and monitoring internal targets for improving our service that relate to the principle, and can we report on these more widely? See principle-specific PDSA matrix below
· monitoring and reporting on improvement actions.
· If we are required to prepare an annual report and therefore must report on implementation of one principle annually (see s 30 of the Act), are we reporting in ways that are meaningful especially to consumers, families and carers of our service? How has lived and living experience advice shaped our approach to reporting? [image: ]
	











Table 2:  Leadership self-assessment checklist:  Partnering with consumers
	Self-assessment questions
	Response

	Embed lived and living experience in decision making [image: ]
In individual care and treatment
· How do our systems help staff to support people to make decisions about their own treatment and care? For example, do our systems remind staff to check whether people need appropriate supports to enable them to make and communicate decisions? Do our systems make it easy to identify nominated support people, locate advance statements of preferences, identify and involve family, carers and supporters, involve IMHA advocates, involve lived and living experience workforces? Do our systems help staff to seek advice, including senior lived experience advice, where principles are conflicting? [image: ] [image: ][image: ]
In our structures 
· Do we have a clear framework for engaging lived and living experience in our decision making at all levels of our organisation?
· How does this framework guide how lived and living experience shapes policy development and decision making? For example, in organisational and clinical governance, operations, learning and development, quality improvement, policy and procedure development and review, service design, delivery, and evaluation.  
· How does our framework ensure diverse lived and living experience perspectives (e.g. consumers, carer and family perspectives with diverse gender, sexuality, culture, age, ability, religion, literacy, neurodiversity) are engaged throughout all our work? For example:
· considering demographic data for our local area to identify under-represented groups
· taking steps to increase involvement including by partnering with community, cultural or religious organisations or leaders to strengthen relationships with those communities or by identifying staff with a clear role/focus on hearing the voices, advocating for the needs of, and supporting participation in systemic activities for a particular group e.g young carers, LGBTIQA+ consumers, etc. [image: ][image: ][image: ]
· How do we ensure that people with relevant lived and living experience (for example, experience that is relevant to a particular area of work or who will be impacted by a decision), can shape decisions and codesign solutions?
· How can we create opportunities for consumers, carers, families, supporters and kin to lead decision making – for example, are there opportunities for Consumer and Carer Advisory Groups to hold decision making authority over particular projects or areas of work, or to elevate their reporting lines including to service Boards? [image: ][image: ]
· How does our framework support equity, inclusion and belonging?[image: ]
· How do we monitor the number of, and equity between consumer and carer lived and living experience (both workforce and service users) engaged in consultation, co-design and evaluation of the service?
Codesign approaches to policy and procedure development and review
· Have we reviewed key policies and procedures to ensure the principles are embedded, using codesign approaches/frameworks (for example IAP2, Arnstein’s ladder of participation or Indigo Daya’s consumer/survivor lens on this ladder, Roper, Grey and Cadogan’s coproduction resource)
· How are we ensuring that all policies and procedures embed the principles and that they are updated over time?
· How are we embedding diverse lived and living experiences in policy development and implementation? For example:
· Ensuring lived and living experience workforce (including consumer and carer lived experience, and diverse perspectives) drive policy, practice and procedure development and shape decisions
· prioritising and learning from diversity on internal advisory groups and committees
· learning from Aboriginal and Torres Strait Islander people, people from diverse cultures, faiths, and ethnicities, people with diverse gender and sexuality, people with disabilities, and younger and older people? [image: ][image: ]
· ensuring policies and procedure development about particular areas of practice (for example restrictive interventions), are shaped by people who have had that experience? 
· ensuring policies and procedures are led by or codeveloped with and promote Aboriginal consumers’ right to Culture and to participate in cultural activities within their chosen communities (e.g. in leave policies, family and carer engagement policies)? [image: ]
	

	Promote and protect rights
· How are we using codesign approaches to develop all of our rights information? [image: ]
· How are we informing and educating people about their healthcare rights (NSQHS action 2.03), rights under the Act, and the specific rights of children and young people (for example, in accordance with the Child Safe Standards)? [image: ][image: ][image: ]
· How are we ensuring rights information is accessible (e.g. identifying and sharing accessible resources including those developed by Tandem and IMHA, developing videos, posters, Easy English, translated materials, information developed specifically for First Nations communities)? [image: ][image: ]
· How are we promoting information and education about how to make an advance statement of preferences or choose a nominated support person (e.g. sharing IMHA resources, supporting lived and living experience to work on projects designed to increase use of these mechanisms)? [image: ][image: ]
· How are we creating and using information and resources for consumers, carers, families and clinicians to create shared understandings of risk and autonomy in a recovery-based framework, and how taking reasonable risks contributes to a consumer’s personal growth, self-esteem and overall quality of life? [image: ][image: ][image: ]
	

	Complaints and feedback
Complaints and feedback give opportunities to embed the principles in service culture and process, for example learning from lived experience, promoting and upholding rights, and giving people choice and autonomy in how they engage in a complaint process. [image: ][image: ]
How are we building responsive, culturally safe, trauma-informed and improvement-focused complaints cultures? For example, how are we:
· Communicating that complaints can be made about the principles, including whether proper consideration was given and all reasonable efforts were made to comply with the principles? 
· Embedding the principles in the complaints process? 
· Embedding lived and living experience workforce, and consumers and carers who reflect the diversity of the people who access your service, in feedback and complaint systems (e.g. in reviewing themed data, identifying opportunities for improvement, and codeveloping reports for consumers and carers)? [image: ]
· Making information and resources about feedback and complaints readily available? For example displaying posters on inpatient units, including feedback forms/flyers in welcome kits, ensuring information is given verbally at admission or orientation to the service including in community teams. 
· Ensuring all staff know how to support someone to make a complaint and to regularly ask for and welcome feedback? For example, training about feedback and complaints and ongoing encouragement to see complaints as opportunities? 
· Having multiple ways to give feedback or make a complaint? Examples include suggestion boxes, via a peer support worker, verbal, online or written complaints options) and encouraging consumers to give feedback at any time including after they have left the service. 
· Implementing the 4 As framework for complaint handling, recognising that the outcomes people seek from making a complaint usually include Acknowledgment of their experience, Answers about what happened, Apologies for negative experiences, and Actions to prevent recurrence?
· Ensuring the outcomes of the complaint are communicated to the person who made the complaint in a timely and accessible way, including sharing information about any improvements made because of their complaint? 
· Reporting improvements made because of complaints widely, so staff, consumers, families, carers, supporters and kin see the impact of giving feedback?[image: ] [image: ]
· Tracking trends in feedback and complaints over time to identify systemic issues and measure whether improvements are effective?
· Ensuring no one experiences detrimental treatment or action for making a complaint, and that people understand that this will not occur? For example by clearly communicating that this will not occur (e.g. in posters and information about making a complaint, ensuring staff are well trained in responding to complaints). [image: ]
· How are we using feedback from a range of other sources and considering it with a principles lens, to identify and make and report on improvements, ensuring people’s lived experiences are shaping service delivery?[image: ] For example:
· using feedback from community meetings, Community Visitors, IMHA, CES and YES surveys, debriefing processes (e.g. post restrictive intervention) or feedback from people who have had a particular experience (e.g. of using an advance statement of preferences or being supported by a nominated support person), to understand where we are doing well in implementing a particular principle and areas we can improve. [image: ]
	





Table 3:  Leadership self-assessment checklist:  Workforce
	Self-assessment questions
	Response

	Recruitment
· How are we using the Our workforce our future capability framework and implementation resources to embed its principles and the mental health and wellbeing principles into workforce recruitment, position descriptions, induction, professional development and performance management? 
· How are we ensuring our staff reflect the diversity of our local community (including First Nations, culturally and linguistically diverse staff and staff with diverse gender and sexuality)? [image: ][image: ][image: ]
· Do we have a clear workforce strategy with goals for employing Aboriginal people, that has been led by Aboriginal people? [image: ]
· How are we prioritising training, developmental pathways and career progression opportunities for Aboriginal workforce, with culturally appropriate and safe recruitment processes (as outlined in the Aboriginal and Torres Strait Islander Cultural safety framework guidelines (Department of Health and Human Services, 2020)). 
· How are we providing flexibility in work arrangements for Aboriginal workforce, to accommodate the differences that this workforce has compared to other workforces. For example Cultural leave for Sorry business, Ceremony or other Cultural responsibilities.[image: ]
	

	Lived and living experience workforce development and pathways [image: ]
· How are we working with the lived and living experience workforce to develop leadership structures, career pathways, and discipline-specific supports including supervision and training, that are informed by relevant lived and living experience workforce frameworks? For example:
· developing LLEW leadership structures for example designated senior and executive senior roles, with equivalent structures and seniority to other workforces (for example, if other executive level staff have a title of Director, so should the equivalent lived and living experience staff member). 
· for mental health and wellbeing services that are part of a larger health service, advocating to integrate lived and living experience at the broader health service level executive
· developing lived and living experience career pathways, including senior roles, specialties and clear career progression pathways
· embedding lived and living experience workforce in existing structures e.g. as part of multidisciplinary teams, clinical reviews, post restrictive intervention debriefings
· creating position descriptions that differentiate the responsibilities and skills needed for different lived and living experience roles, in different settings and at different levels of experience – for example differentiate peer support work, lived and living experience consultants, educators, managers, etc. 
· ensure lived and living experience staff can access discipline-specific:
· learning and development opportunities including Intentional Peer Support, the Certificate IV in Mental Health Peer Work (if desired)
· access to communities of practice specific to their role
· supervision (including approaches developed by the Collective) 
· scholarships (e.g. from the Department of Health, Anthony Stratford scholarship).
· Supporting applications for your service to participate in lived and living experience leadership training e.g. the YALE Lived Experience Transformational Leadership Program. 
· Accessing resources from the Department of Health’s Supporting Organisational Lived Experience (SOLE) project.
· How are we, together with the lived and living experience workforce, identifying and planning to address gaps in our current lived and living experience workforce, and planning for sustainability? e.g. recognising lived and living experience roles as a core part of service delivery – having more than one worker in each area/team, lived and living experience workforce availability in the most restrictive environments, lived and living experience staff available on weekends/overnight with discipline specific supports available, specialist lived and living experience workforce roles for example First Nations, child and youth, eating disorders
· How are we promoting shared understanding of the role and value of the lived and living experience workforce? For example, how are we educating all staff about differences between consumer and carer disciplines or different lived and experience roles and their scope of practice?
	

	Workforce development
· How are we embedding the principles in co-developed staff training, development, reflective practice and supervision? Are we:
· incorporating realistic good practice examples as a basis for discussion and reflection? 
· expecting and supporting all disciplines to undertake training and development activities?
· developing clear plans for training staff about the principles (see training matrix), that:
· identify priority training and expected frequency, 
· monitor staff completion rates, 
· include development of short, mandatory modules for bank/agency staff, focusing on rights and Act requirements for compulsory treatment 
· include collaborating on training to the wider workforces including security and emergency department staff e.g. on least restrictive practices and trauma-informed approaches. [image: ]
· [bookmark: _Int_2DlYqINk]How are the lived and living experience workforce involved in staff induction and ongoing development including ongoing mutual learning and reflection on working together?
· How are we providing space and time for staff and services to review and explore the reasons behind uncertainties, errors, and gaps in knowledge (e.g. reflective practice across different levels/workforce groups)? This could include conversations about equity, privilege and bias in practice.
· How are we creating clear pathways for staff to seek advice and help navigating complex situations, including urgent pathways (for example, seeking advice from a panel of staff and/or senior colleagues for advice)? Advice should focus on maximising consumer choice and control as far as possible.  
· How are we supporting staff at all career stages to learn from lived and living experience (e.g. from university students on placement learning from consumer-led conversations, to staff of all disciplines receiving lived and living experience-led training and/or reflective practice on working with consumers, carers and lived and living experience workforces)?
· How are we creating a more collaborative workforce?
	





Table 4:  Leadership self-assessment checklist:  Risk management
	Self-assessment questions
	Response

	Have a clear framework for identifying, communicating about and managing risk 
Designated mental health services:
· Do we have a clear framework for managing clinical risk that is communicated consistently to staff, consumers, families, carers, supporters and kin? Risk frameworks should:
· emphasise and centre rights, including that people have a right to make decisions involving reasonable risk unless there is a legal basis for restricting that right [image: ] [image: ]
· be consistent with the Chief Psychiatrist’s White Paper: On the principles of risk assessment (2024), which includes key principles for assessing risk, steps for evaluating and managing risk and suggested approaches including a risk formulation grid 
· be consistent with considerations outlined in the dignity of risk principle in the Commission’s From intent to impact guidance
· centre collaborative decision making [image: ] [image: ]
· be codeveloped with people with lived and living experience [image: ]
· ensure that lived and living experience workforce has a clear role in identifying risks and cocreating safety
· explain the various frameworks that may permit a right to make decisions to be restricted (e.g. MHW Act, OH&S responsibilities, criminal law, common law (e.g. negligence, duty of care)).

Community based mental health services (e.g. non-government organisations):
· Do we have a clear framework for recognising early signs of crisis or distress, responding to acute mental or physical distress and escalating care? (see Australian Commission on Safety and Quality in Healthcare 2022, actions 3.13 – 3.18).[image: ]
	





Table 5:  Leadership self-assessment checklist:  Clinical practice
	Self-assessment questions
	Response

	Service delivery: Ensure systems and approaches support staff to apply the principles in practice
· How do our systems and/or existing resources prompt staff to embed the principles as a core part of practice, ensuring they are central to decision making?
· How do we support staff to use flexible, creative approaches to applying the principles? For example, supporting lived-experience-led approaches and or projects to increase our ability to meet people’s preferences – such as reviewing common preferences in advance statements held by the service and consider whether and how the service could accommodate those.[image: ] [image: ]
· How do we build and strengthen internal and external relationships and referral pathways with services with specialist expertise?
· How do we create mechanisms for discussion where there are competing principles and provide support for complex decisions, ensuring that the person’s views and preferences are at the centre of discussions? How does lived experience shape those discussions? [image: ][image: ][image: ]
	

	Service delivery: Identify and address the specific needs of the diverse consumers, carers and families that use your service, with specific attention to the health needs of Aboriginal consumers, families and carers
· How do we use data to understand who uses, or may not be accessing, our service, and to understand where we can improve? [image: ][image: ]For example, how do we review:
· data on cultural, language, gender and other identity-based needs to understand the diversity of your service users and ensure services and engagement activities are accessible and inclusive. 
· rates of access to interpreters compared against registration data of number of current consumers and carers that require an interpreter, including instances where an interpreter was required but unable to be accessed
· whether any communities are under-represented in having identified carers [image: ]
· registration data compared with demographic data, to understand access among diverse and First Nations consumers
· rate of compulsory vs voluntary treatment for diverse and First Nations consumers. If rates of compulsory treatment are higher than expected compared to population, review care approaches - including how to better promote voluntary treatment, e.g. through stronger engagement with First Nations services.
· How do we create a safe, welcoming environment for diverse communities? [image: ][image: ] [image: ] For example, how do we:
· formally acknowledge traditional owners, display posters, artwork and culturally appropriate pamphlets and health information for Aboriginal consumers – see the Aboriginal and Torres Strait Islander Cultural safety framework guidelines (Department of Health and Human Services, 2020)?
· display pamphlets, posters, flags, lanyards, or artwork that reflects the diversity of consumers who use your service?
· recognise significant days, weeks and events including NAIDOC Week, Reconciliation Week, National Sorry Day, Mabo Day, Aboriginal and Torres Strait Islander Children’s Day, Refugee Week, Harmony Day, Pride events, etc?
· ensure our staff have access to ongoing training, supervision and reflective practice that supports the provision of culturally safe and responsive care? See further actions under ‘Workforce development’.
· support our staff to understand and connect with specialist staff who can support culturally appropriate responses e.g. Aboriginal Liaison Officers, Koorie Mental Health Liaison Officers and other specialist staff. 
· build or strengthen partnerships with multicultural organisations or other healthcare providers to build relationships and understand how our service can reduce barriers to engagement and ensure consumers, carers and families with diverse experiences feel safe and supported to use our service and contribute to system improvement activities.
· How do we tailor our communications to the diversity of the people who use our service and where relevant, our local community?[image: ][image: ] For example, do we:
· provide information in multiple languages including information about how to request an interpreter?
· provide timely access to Auslan interpreters, Easy English resources, and resources to support communication for consumers with an intellectual or cognitive disability?[image: ]
	




[image: ]Mental health and wellbeing principles guidance
Implementation resources
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The four tables below illustrate examples of how a Plan-Do-Study-Act (PDSA) cycle can be applied to each principle. Some examples lend themselves to rapid testing, while others represent more substantial improvement projects. While many of these examples relate to treatment under the Act, application of the principles is not limited to treatment provided under the Act.  
Table 6:  Examples of applying a Plan-Do-Study-Act (PDSA) cycle to dignity and autonomy, supported decision making, least restrictive and dignity of risk principles
	PDSA cycle phase
	[image: ]
	[image: ]
	[image: ]
	[image: ]

	PLA     N
	What do we know about people’s experiences with our service (consider feedback, complaints, YES and CES survey results), views of Consumer and Carer Advisory Groups?
Codesign plans for applying the principles - where are the gaps or opportunities for improvement? 
How can our systems and documentation be improved?
What targets can we set ourselves?
Who can we learn from or partner with? Consumer and Carer Advisory Groups can inform all principles. In addition consider: peak bodies (VMIAC, Tandem), rights organisations (IMHA, disability advocacy), cultural, religious or community organisations (e.g. ACCHOs, multicultural organisations), specialist services (internal to service or external) or positions. 
	Identify gaps – are people receiving appropriate supports and do our systems remind staff of the kinds of supports people might need? 

Are rights being revisited - do our systems prompt rights to be discussed at multiple points?
	What % of consumers have an ASoP or NSP? Are these always considered where required by the Act?

Identify gaps – can we identify how often substitute decisions are made compared to when people are supported to make their own decisions?
	Consider for example service or location-specific targets for reducing the rate of restrictive interventions or compulsory treatment. 

Can we learn from SCV Mental Health Improvement Program’s work?

Work with Consumer and Carer Advisory Groups, IMHA, VMIAC and Tandem.
	What do we know from consumers, families and carers about people’s experiences taking reasonable risks to support their personal growth, self-esteem and quality of life? 

Where do we do well at supporting people to take risks? Are there times we haven’t done so?

Driven by lived experience advice, identify a focus area for improvement.

	D O
	Test an improvement opportunity.
Collect relevant data.

	Test ways to improve how people can be better informed of and supported to exercise rights (e.g. rights videos, increased peer support, prompts to revisit rights discussions).
	Test ways to improve how people are supported to make decisions (e.g. LE-led projects to increase ASoP and NSP uptake), system prompts to ensure these are considered or involved in treatment.
	Test ways to better support people’s preferences to guide decision making, recognising that least restrictive treatment is treatment that most aligns with the person’s preferences.
	Test the improvement e.g.:
· Training
· Reflective practice
· Templates (e.g. to guide discussions). 


	STUDY
	What can we learn from:
· experience of care surveys (see mapping of principles to CES and YES surveys for relevant questions)
· themes from complaints and feedback
· incident reporting
· data
· file audits.

What worked well? What could we improve? 
	Audit provision of relevant statement and explanation of rights. 

Surveys/other feedback of consumers and carers to understand their experiences. 

	Review uptake of ASoPs and NSPs

Review rate of substitute decisions made within compulsory treatment

Did any increase in ASoPs reduce substitute decisions? If not, why not?
	Review AO and TTO forms to check that proper consideration was given to less restrictive options (for example, voluntary assessment or treatment, private treatment (if relevant)).  
	Review consumer, carer and family feedback about whether and how people have been supported to take reasonable risks.


	ACT
	Did the new approach work? Should we adopt, adapt or abandon?
How can we apply what we learned? E.g. further changes, expansion? 

	E.g. if we tested the approach to improving rights understanding with one unit, and it worked well, can we expand across the service? 
	What else could better support people to make their own decisions about treatment?
	Can we expand the approach (e.g. from one unit to another – what might be different in another unit that we need to account for?)
	If we had one focus area how can we apply the general lessons that we learned to other areas?





Table 7:  Examples of applying a Plan-Do-Study-Act (PDSA) cycle to lived experience, family and carers, wellbeing of young people and wellbeing of dependents principles
	PDSA cycle phase
	[image: ]
	[image: ]
	[image: ]
	[image: ]

	PLAN
	What do we know about people’s experiences with our service (consider feedback, complaints, YES and CES survey results), views of Consumer and Carer Advisory Groups?
Codesign plans for applying the principles - where are the gaps or opportunities for improvement? 
How can our systems and documentation be improved?
What targets can we set ourselves?

Who can we learn from or partner with? 
	Where do we currently learn from lived experience? 

Are there key areas where our CAGs/CCAGs tell us we could improve? 

Work with:  Consumers and carers who access or have accessed services, CAGs, CCAGs, VMIAC, Tandem.
	What do young people tell us about their experiences with our service? 

If we are a designated mental health service without a child and youth mental health service, do we have specific ways to seek feedback from people aged up to 25? 

Identify opportunities to better meet young people’s needs E.g. for adult services, are young people specifically identified as having different needs, do care and treatment plans include prompts?
	Identify gaps – what information do we have about family and carer experiences with our service and where we can improve? 

E.g. identification, orientation, communication including involvement in key treatment discussions, discharge? 

Work with: Carer Advisory Groups, Tandem and/or specialist family services.
	How do we identify and support the needs of dependents? 

Are there any gaps? Do we have feedback from consumers, carers and/or dependents about what we are doing well and where we can improve?

Can we learn from child-focused or older adult services? 



	DO
	Test an improvement opportunity. 
Collect relevant data.

	Test identified improvements. 
	Test an improvement to better meet young people’s needs. 
	Test ways to improve family and carer experiences.  
	Test opportunities to better identify and meet young people’s needs.

	STUDY
	What can we learn from:
· experience of care surveys 
· themes from complaints and feedback
· incident reporting
· data
· file audits.

What worked well? What could we improve? 
	Review lived experience feedback about whether they have experienced improvement/feel they have been partners in and leaders of system improvement. 
	Review feedback from young people about whether their specific needs were addressed during their treatment and care (e.g. for activities, for treatment in an appropriate environment, support to engage in school/university or trade/employment, inclusion of family, carers and supporters)
	Review family/carer identification. 

Audit whether carers were notified and consulted as required by the Act.

Review % of consumers who had family meetings as part of their care, and how many. 
	What have consumers, families, carers and dependents told us about how well we have identified dependents and met their needs? 

Safety - review child protection and child FIRST notifications to ensure correct processes were followed

	ACT
	Did the new approach work? Should we adopt, adapt or abandon?
How can we apply what we learned? E.g. further changes, expansion? 
	How can we apply what we learned to strengthen other ways we learn from lived experience? 
	How else can we improve young people’s experiences of treatment and care?
	What are families, carers, supporters and kin’s next priorities for strengthening how we work together? 
	Can we expand this approach?

What did consumers, families, carers and dependents tell us about what else they would like to see? 




Table 8:  Examples of applying a Plan-Do-Study-Act (PDSA) cycle to cultural safety, diversity and gender safetyrinciples
	PDSA cycle phase

	[image: ]
	[image: ]
	[image: ]

	PLAN
	What do we know about people’s experiences with our service (consider feedback, complaints, YES and CES survey results), views of Consumer and Carer Advisory Groups?
Codesign plans for applying the principles - where are the gaps or opportunities for improvement? 
How can our systems and documentation be improved?
What targets can we set ourselves?

Who can we learn from or partner with?
	Do we understand the experiences of Aboriginal consumers, families, carers, supporters and kin? Set target/s for improvement of particular aspects of their experience.  

How do we make sure our service feels welcoming and safe for people from all cultures? Do we have feedback about where we can improve? 

Explore complaint themes: consider discrimination, stigma or cultural insensitivity
	Compare service registration data to demographic data for your area – are there groups that are over or under represented in treatment and care? 

What do YES and CES surveys, complaints and feedback tell us about areas for improvement?

Work with: housing support services, the NDIS disability advocacy providers, LGBTIQA+ organisations e.g. Minus18, specialist transcultural services (e.g. VTMH), community, cultural or faith-based leaders to identify improvement opportunities.
	What do we know about people’s experiences of gender safety at our service? What are the main issues (e.g. LGBTIQA+ inclusion, sexual safety) 

Can we learn from SCV Mental Health Improvement Program improving sexual safety approaches?  

Consider working with: specialist family violence advisors, sexual assault services to progress identified improvements.

	DO
	Test an improvement opportunity. 
Collect relevant data.

	Test ways to improve experiences of care e.g. working with ACCHOs to work together to promote voluntary treatment and timely access to services, provide treatment options that are consistent with cultural and spiritual beliefs and practices, and to seek advice about good practices when engaging family, community members, Elders, traditional healers, and Aboriginal and Torres Strait Islander mental health workers in treatment.
	Test identified improvement, e.g. introducing a prompt such as ‘is there anything you’d like us to know about you to make sure we meet your needs? (e.g. interpreters, cultural or religious needs such as diet, prayer spaces, etc)’.

	Test identified improvements. E.g.
· introducing a simple prompt such as ‘is there anything you’d like us to know about you to make sure we meet your needs (e.g. preference for same-gender accommodation or staff)’
· increasing support to consumers affected by a sexual safety incident
· testing different ways to meet gender safety needs identified through risk assessments.

	STUDY
	What can we learn from:
· experience of care surveys 
· themes from complaints and feedback
· incident reporting
· data
· file audits.

What worked well? What could we improve? 
	Did the experience of care improve? What did we learn?
	Did rates of access to our service improve? 

What can we learn from feedback from the organisations we partnered with about what went well and what we can improve further? 
	For example, review:
· rate of reported sexual safety incidents (higher reporting may show willingness to speak up)
· if consumers affected by a sexual safety incident were offered referral to sexual assault services
· if decisions about reporting to police were consistent with CP guidelines.

	ACT
	Did the new approach work? Should we adopt, adapt or abandon?
How can we apply what we learned? E.g. further changes, expansion? 
	What can we apply to another unit or aspect of treatment and care provision or to our service as a whole? 
	What have we learned that we can apply to another unit or aspect of treatment and care provision? 

If we worked with one priority group, how can we learn from our experiences as we seek to engage with other priority groups?
	Can we apply what we learned in another unit?

Can we take the improvements we have made further? 




Table 9:  Examples of applying a Plan-Do-Study-Act (PDSA) cycle to diversity of care and health needs principles
	PDSA cycle phase
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	PLAN
	What do we know about people’s experiences with our service (consider feedback, complaints, YES and CES survey results), views of Consumer and Carer Advisory Groups?
Codesign plans for applying the principles - where are the gaps or opportunities for improvement? 
How can our systems and documentation be improved?
What targets can we set ourselves?

Who can we learn from or partner with?
	What kinds of diverse supports are our consumers accessing at the moment?

What have consumers told us about the  supports they would like to access (e.g. in feedback, suggestions, complaints, care planning)?

Identify a common support or service that consumers would like to access.
	What do complaints and feedback tell us about where people’s needs could be better met? 


Identify a specific area for improvement, for example increased access to physiotherapy, smoking cessation, testing ways to better support people with medication side effects e.g. weight gain – for example, communicating risks, exploring alternatives and providing structured supports to manage side effects. 

	DO
	Test an improvement opportunity. 
Collect relevant data.

	Test the identified support or service that consumers would like to access.
	Test the area for improvement – for example, strengthening relationships with other services that can meet specific needs, improving identification of needs for e.g. physiotherapy and supporting access to those services.

	STUDY
	What can we learn from:
· experience of care surveys
· themes from complaints and feedback
· incident reporting
· data
· file audits.

What worked well? What could we improve? 
	Were we able to increase consumers’ access to diverse supports? If yes, what made this possible? 

Seek consumer feedback about satisfaction with care options, whether they were able to access the kinds of supports they wanted to, what else they would like to access.

File audit to review the range of supports provided to consumers in a set period. 


	Were we able to better meet people’s health needs? If yes, what made this possible? 

Seek consumer feedback about experience of care and whether needs were met. 

File audit to confirm health needs were considered, identified and met (either internally or via referral). 

	ACT
	Did the new approach work? Should we adopt, adapt or abandon?
How can we apply what we learned? E.g. further changes, expansion? 

	Can we expand/further improve? If no, why not?
	Can we expand/further improve? If no, why not?
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