[01:01:20:02 - 01:05:08:07]     0.01-1.05 Introduction to Tayla 
I've worked in inpatient settings, sub-acute settings, emergency services and community settings within public mental health. I'm particularly passionate about having people have their voice heard and being understood for who they are and what they need.
[01:05:09:21 - 01:06:56:15]
Particularly working in the community mental health setting, I started to really challenge myself and challenge my colleagues to try to adapt things, meet people where they were at in different ways, adapt communication styles,
[01:06:57:19 - 01:07:39:09]
meet with people in ways that suited them, you know, and as simple as it sounds, you know, sitting on the ground with them, rather than sitting at the desk, going for a walk and talk, rather than sitting at the table, that type of thing and I saw how that was really making an impact to their ability to engage and access supports. 
[01:19:21:00 - 01:21:11:10]     1.06-2.27 Dual Model Neurodiversity and Mental Health 
 So, at Barwon Health, we have been able to develop a neurodiversity stream within our public mental health service and within our therapy services here in regional Victoria, in Geelong. This dual model, so we are a mental health service who have clinicians who are working in the space of neurodivergent people's mental health, has really opened up the ability to adapt mental health care support and treatment for individuals who have unique communication, sensory needs and have often fallen through the gap between mental health services and disability services. Many of the people I have worked with have really spoken to the idea that it's not their autism or their neurodivergence that causes them the distress; it's the co-occurring mental health difficulties they have, their anxiety, the difficulties accessing support services, and their vocational goals that really impact their well-being. Being able to work in a mental health space where our focus is on somebody’s mental health with a neuroaffirming approach has been transformational in being able to effectively support these people. 
[01:08:03:11 - 01:09:11:12]			2.28-3.41 Recognising acute suicidal distress
 In public mental health services, we work at the cold face of suicide prevention. We are seeing people when they are experiencing acute suicidality, and we are supporting people to remain safe, build safety plans, and improve their quality of life to a point that hopefully their experience of suicidality is not something that is impacting them day to day. 
[01:11:22:12 - 01:13:37:09]
They may express their suicidality or distress in a way that doesn't tick the box for suicidality in the way that we would typically expect from a clinical matrix risk assessment perspective. There are many different things that the person may be experiencing, sensory overwhelm, autistic burnout, the sense that they are a burden to people or do not belong. These things have been experienced by the person for such a long time, and when they come to us, we need to understand that distress does not all look the same. For an autistic person, they may express their distress in a different way, and we need to sit with that and be able to unpack that with them. 
[01:34:47:07 - 01:35:49:12]		3.42-6.40 Assessing suicidal thoughts & behaviour

One of the key factors that I consider in my suicide prevention approach is that often suicidality stems from long-standing experiences of feeling misunderstood, of feeling like the person doesn't belong, that they've been masking their true, authentic self to stay safe in a neurotypical world. When I am thinking about somebody who is presenting in front of me, often in acute distress,
[01:35:50:18 - 01:38:33:04]
 experiencing suicidal thoughts, I want to be thinking about the risk in front of me, the immediate support that person needs to stay safe. But I want to be also thinking about their lifelong experiences. What has this person experienced? What is their understanding of their identity, of who and how they belong, how they communicate and how that communication is heard and understood by others. All of these deeper, longer-term factors are risk factors, I think, that are particularly important when we're talking and considering supporting autistic adults with their suicidality. Many people who experience suicidality have these experiences, experience perceived burdensomeness, experience thwarted belongingness if we look at the interpersonal theory of suicide. But for autistic people, some of these experiences are uniquely autistic. Their communication difficulties have been something that has always been attributed to something wrong with them, rather than maybe a miscommunication, a misalignment of communication styles. Their sensory differences have been something that they needed to overcome. Their difficulties and often their experience of feeling extremely lonely and alone is not out of not wanting to be connected and not wanting to experience friendship and interpersonal connection but never having quite found the people for them. So for me when we're looking at somebody who is experiencing suicidality, be that in the acute type of setting where we are very worried about their safety in the immediate moment or in a chronic, more of a chronic pattern where this suicidality is part of possibly their day-to-day life, I want to look at the pertinent risk factors and how we keep those, the ones present in that moment and how we keep that person safe. But really, part of the suicide prevention work for me is getting deeper than that, looking at their identity, how they connect with community and how they feel heard and understood and if those needs are being met. 
[01:27:46:19 - 01:29:39:22]			6.41-8.05 Neuro-affirming practice
A lot of the things involved in neurodiversity-affirming practice are meeting the person where they are. It is about not wanting to change the person but being able to support them to live a life worth living in a value-based way that meets their needs. It doesn't matter if they're autistic or ADHD or neurotypical; everybody has a neurotype, and everybody has a unique way of being. And that's what neuroaffirming practice really is about. Some of the things we can do practically in our sessions at work is to come and lead with curiosity and not knowing. So, there are simple things like sensory accommodations, language and communication accommodations that we can integrate into our day-to-day work that would benefit pretty much everybody we see. Depending on what research study you look at, 60 to 90 percent of people who access public mental health services have a language and communication difference. People with schizophrenia and psychosis particularly often have language and communication differences. So, learning how to adapt your approaches and leading with curiosity and not assumptions can make a difference, not just for autistic people and other neurodivergent people but all the people we see.
[01:40:29:08 - 01:46:05:24]				8.06- 9.43 Person-centred care
So you're a mental health nurse working in the emergency department, you are a psychiatrist working in the prevention and recovery centre in your public mental health park, you're in the acute unit, you're an occupational therapist working in the community team; you aren't employed to work specifically with autistic people experiencing mental health difficulties you aren't employed to work with neurodivergent people of many different neurotypes who are presenting with mental health difficulties but I promise you and I assure you that you are working with autistic people with people with neurodivergent neurotypes every single day. About 46% of autistic people are currently experiencing clinically relevant, clinically significant anxiety and depression symptoms right at this moment, that is significantly more than the general population. Then if we look into serious mental illness, the rates are significantly higher than the general population as well. I assure you, the people that are presenting for mental health support are often autistic and neurodivergent, often unidentified, often not identifying themselves as being neurodivergent or autistic. We don't need a label, we don't need a diagnosis to work in a neuro-affirming way and to provide accommodations and adaptations to meet people's needs. It's really person-centred care at the end of the day.
[01:52:43:11 - 01:53:51:23]	9.44 – 11.54 Working in a multi-disciplinary team 
Having the opportunity to integrate a neurodiversity team and neurodiversity-affirming practices into the mental health services of Barwon Health has been absolutely transformational. One of the key things I've seen is how diversifying and extending our multidisciplinary team to include professions that haven't previously been considered as having a core function in mental health services and bringing those types of perspectives into the room has significantly changed the outcomes that we are experiencing with our consumers. One of those professions and one of those disciplines that I see as absolutely critical to mental health services more broadly and supporting mental health consumers more broadly, but of course, for autistic and neurodivergent people, is the role of a speech pathologist.
[01:53:53:00 - 01:56:37:01]
Researchers indicate depending on what research you look at between 60 and 90 percent of people accessing mental health services have a language and communication difference and I often see that people who are unable or find it more difficult to engage in your conventional talk therapies, that their verbal fluency or their approach to talking is different, are significantly impacted in terms of being able to access the services that they need because they're not fitting our model. By integrating a mental health speech pathologist into our team, we have transformed the way we've been able to engage our consumers, and it has really had us stop and think about the way we communicate and how that may be interpreted by the people in front of us. We use a lot more non-verbal approaches to our work now. We integrate tools like talking mats, so many visual cues, but also think about how underlying language and communication differences may be part of the reason we're not seeing the expected response to treatments or therapies. 
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