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(b)
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(c)

opportunities for improving coordination and delivery of funding and services at all levels of government to
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(d)
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(e)
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(f)
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(o)
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the potential for new modes of delivery of mental health care, including e-technology.
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Committee met at 9.04 am
CAMPBELL, Ms Helen, Representative, Combined Community Legal Centres Group,
New South Wales
FORBES, Ms Linda Athalie, Casework Coordinator, Welfare Rights Centre
GOLLEDGE, Ms Emma Jane, Coordinator, Homeless Persons Legal Service, Public
Interest Advocacy Centre
MORAN, Mr Simon James, Principal Solicitor, Public Interest Advocacy Centre
CHAIR (Senator Allison)—I declare open this public hearing of the Senate Select
Committee on Mental Health. This is the eighth hearing of the committee. The inquiry was
referred to the committee by the Senate on 8 March 2005 for report on 6 October 2005.
Witnesses are reminded of the notes they have received relating to parliamentary privilege and
the protection of official witnesses. Witnesses are also reminded that the giving of false or
misleading evidence to the committee may constitute a contempt of the Senate. The committee
prefers all evidence to be given in public but, under the Senate’s resolutions, witnesses have the
right to request to be heard in a private or in camera session. It is important that witnesses give
the committee notice if they intend to ask to give evidence in camera.
I welcome representatives of the Public Interest Advocacy Centre, the Combined Community
Legal Centres Group and the Welfare Rights Centre. You have lodged with the committee
submissions which we have numbered 373, 392 and 351 respectively. Do you wish to make any
additions or amendments to those documents at this stage?
Ms Golledge—No.
Ms Campbell—No.
CHAIR—I invite you to make a short opening statement, after which we will go to questions.
Ms Campbell—I am the Director of the Redfern Legal Centre and I am here representing the
Combined Community Legal Centres Group of New South Wales. The submission we have put
in on behalf of the Combined Community Legal Centres Group draws the committee’s attention
to the importance of the need for secure and affordable housing for people with mental illness.
We are aware that, in many respects, housing is not directly a Commonwealth responsibility, and
we have attempted to frame our recommendations appropriately to take into account that
circumstance.
It is important to highlight that, because of the difficulties many people with mental illness
face in living independently or without appropriate support in the community, there is a much
higher likelihood of those people coming into difficulties relating to the legal system.
Community legal centres providing casework assistance and advice are acutely aware of the
circumstances which are actually leading to the criminalisation of a situation which is in fact an
illness and of the number of circumstances in which members of the public, neighbours and
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support services are forced into calling the police and having the matter dealt with as a legal
problem because of a lack of alternative, appropriate support services. It is just cruel for people
who are in agony in their minds to be forced into the legal system in that way. A massive
increase in appropriate support services is needed.
Mr Moran—Thank you for the opportunity to address the committee. The Public Interest
Advocacy Centre is an independent and non-profit legal and policy centre in Sydney. While
PIAC’s work focuses on the interests and rights of individuals it is achieved through systemic
litigation and policy work. The centre’s clients and constituents are primarily those with the least
economic, social and legal resources. In 2004 PIAC launched a specialist legal service, the
Homeless Persons Legal Service, for people who are homeless or at risk of homelessness. The
overwhelming majority of the clients of the HPLS, as we call it, have some form of mental
illness.
PIAC’s submission to this committee is informed by the experience of those clients and also
the experience of other PIAC clients, whether they are people who have a mental illness or their
families. PIAC believes that the greatest difficulty facing people with mental illness is the dearth
of short-, medium- and long-term supported accommodation. People with mental illness are
being abandoned and forced to fend for themselves without adequate support. This inevitably
leads to punitive interactions with the legal system.
Lawyers in the community sector are currently at the forefront of the crisis in mental health
services as clients face eviction or are arrested or imprisoned. The law is an inappropriate,
ineffective mechanism for managing the behaviour of people who are experiencing a mental
health crisis. It compounds the already damaging impact of a mental illness. Along with the
stigma of mental illness, many people must also deal with the problems of having a criminal
record, a history of incarceration and poor tenancy references. As a result, PIAC does not believe
that there has been a move away from deinstitutionalisation but, rather, a shift in the institution.
People with mental illnesses are now incarcerated in prisons rather than in hospitals. Many
people move from homelessness to prisons and back again without access to ongoing health
care, affordable housing and appropriate community support. People with complex illnesses,
drug and alcohol dependence or non-compliant or violent behaviour are unlikely to receive the
intense support that they require. These are often the people who are long-term homeless—who
are housed only when they are in prison. PIAC’s criticisms in its submission are not aimed at the
agencies that provide the services—the workers we deal with are, in the main, excellent and
committed professionals but they are constantly forced to make difficult decisions—but at
federal and state governments and their antipathy towards people with mental illness. The
provision of support to people with mental illness is a government obligation. The current retreat
from government support, through the provision of health services, social security and affordable
housing, is negligent in an era of prosperity. It fails our most vulnerable citizens, and it gives
them little chance of regaining good health or even maintaining stability.
Ms Forbes—Thank you for the opportunity. I will not go over the written submission other
than to point out that, at the close of the submission, we alluded to the fact that the government
had made budget announcements regarding changes to the disability support pension and the
eligibility for parenting payment. We alluded to our belief that these proposed changes would be
highly significant for people with mental illnesses. Now we have had the time to discuss further
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those budget changes, in particular with the Department of Employment and Workplace
Relations, we are even more concerned about the potential impact of these changes on people
with mental illness and with long-term psychiatric disabilities.
The others have spoken of the fundamental need of people with mental illnesses for stable and
affordable accommodation. Without secure income support, there is no possible way that a
person can access stable and secure accommodation. They also talked about the criminalisation
of people with mental illness. We are concerned also about changes in the budget that will take
effect from 1 July next year. The proposed suspension of Newstart allowance for people who fail
to comply with activity agreements will have a huge impact on those people with mental
illnesses who would be on the disability support pension under the current rules but, under the
new rules, will be on Newstart allowance and exposed to activity testing requirements that they
will find impossible to meet.
I do not know how aware the senators here today are of the proposed changes to the disability
support pension and the parenting payment but, in the two minutes that I have left, I will outline
them just so you all have them at the top of your mind, even if you are fairly familiar with them.
The major change to the disability support pension is the change in the test of the capacity to
work—from 30 hours to 15 hours a week. There is also another change. At the moment, the
alternative test is whether a person would be fit to work within two years if they had access to
vocational training. Under the current legislation, vocational training excludes training
specifically designed for people with disabilities. Under the new legislation, that capacity to be
retrained will include capacity to be retrained via a program specifically designed for people
with disabilities. That will have a major impact on people with psychiatric disabilities. Having
the mere potential to be assisted by a program that they may not be able to access because of
where they live or their inability to progress through such a program because of their mental
illness will mean that they are excluded from the disability support pension and they will instead
be on Newstart allowance.
The fact that people will no longer be eligible for parenting payment if their youngest child is
under six will mean that a lot of parents who are now pretty well protected through receiving
parenting payment, which is not activity tested, will be on Newstart allowance. And it is ordinary
Newstart allowance with a reduced activity test because, under the new legislation, people with
kids are regarded as being able to work only 15 hours a week and expected to search for jobs up
to only 15 hours a week. But many of those parents, particularly sole parents—and the
committee would be aware of the research into this—have significant mental illness. So many of
those parents will in fact have no capacity for work but will be subject to activity testing. We
understand that that activity testing, exemptions from it and what is reasonable will be set out in
guidelines and will not be under legislation which parliament will be privy to and be able to
debate. We are very concerned that the people who will fall through the gaps will be people with
severe mental illness.
CHAIR—Is it the case that we simply need more of the same housing—more boarding
houses, more supported accommodation or more public housing—or are we talking about a
different model of housing for people? I would like you to give us a suggestion on this on two
fronts: those who exit the prison system with a mental illness and those who are homeless, for
whatever reason, but in the mental health system.
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Ms Golledge—I think we need a range of housing options. You cannot classify people with
mental illnesses as all requiring the same type of housing. In my experience, people with mental
illness who receive appropriate support from a local community mental health service and from
agencies such as social workers can usually maintain a public housing tenancy, but the problem
is that many people who do not receive support are evicted from public housing. So the first
issue is about long-term affordability. Public housing is definitely a long-term solution for most
people who have episodic mental illness and receive treatment. They should be able to maintain
that tenancy.
The problem with supported accommodation is that currently it is transitional. It is usually for
up to three months. People might exit prison into SAAP accommodation. If they are lucky
enough to get a bed in SAAP—given that SAAP is currently very underfunded—it is
transitional. People have to exit somewhere, and that is particularly a problem in Sydney. As Ms
Forbes said, most people are on income support, on Newstart or on a disability support pension.
Housing unaffordability is extremely high, so people will transition into boarding houses which,
in my view, are neither desirable nor ideal housing for people with a mental illness. Boarding
houses are generally unregulated. They are of poor standard and there are no minimum
conditions for people. If they are evicted, there is almost no redress. Lots of people put money
into bonds for boarding houses and lose them for reasons such as a caretaker does not like them
or they may have a mental illness episode and be evicted. What we are looking at, for people to
maintain independent lives, is a model that provides support at the very high end, such as
intensive group house support, and at the low end, such as access to a social worker and
community mental health services. People with support can live independently in the main. The
problem is that people are not receiving the appropriate mental health support, so their housing
disappears and the condition gets worse.
CHAIR—Do people with mental illness who come out of prison or out of in-patient care get
the federal government’s rent subsidy? Is that automatic?
Ms Golledge—My understanding is they would be eligible for rent assistance, but in Sydney
that is a real problem because rent assistance does not go as far in meeting the costs of
accommodation. In our client group it is common for people to spend 50 to 60 per cent of their
income, at a minimum, on rent. That is unaffordable by any measure. Figures from SAAP say 20
to 50 per cent of people exiting prison are in a SAAP service. They may be there for one week or
they may be there for up to three months. The problem is a longer term issue about where they
go and, of course, they have the added problem of not having tenancy references or of having a
criminal record and facing discrimination on those grounds as well.
CHAIR—And not having a bond.
Ms Golledge—Yes.
CHAIR—Is it automatic that, if you come out of prison and you have had a diagnosed mental
illness, you will get supported accommodation?
Ms Golledge—No.
CHAIR—Is there a waiting list? If so, how does that work?
MENTAL HEALTH

Wednesday, 3 August 2005

Senate—Select

MENTAL HEALTH 5

Ms Golledge—My understanding is that you may get some assistance in terms of pre-release
planning. Generally, you will go into a boarding house or a SAAP service. My understanding is
that most people are given a list of services that they can try to access, and they may get a first or
second night there. It is not automatic that you will be accommodated as soon as you are
released, unless it is a condition of your parole.
CHAIR—I want to go to the issue of boarding houses, because it seems to me that this is one
of the real weaknesses in our system. Should they be publicly funded and managed? Are they?
Are there any in New South Wales that are in that category?
Ms Golledge—There are two classifications of boarding houses in New South Wales—
licensed and unlicensed. Licensed boarding houses are licensed in the sense that they are
licensed by the Department of Ageing, Disability and Home Care for people with disabilities.
The unlicensed boarding house sector is probably the traditional concept of a boarding house,
run by a caretaker for profit.
Most people with mental illnesses, I would say—I am not sure that Ms Campbell would
agree—would be in the unlicensed boarding house sector. Many people with physical disabilities
or intellectual disabilities would be in the licensed sector. I think that shows some of the
disparity in terms of people with mental illnesses and the support and services they might
receive. In some ways, it is an invisible illness and there is a lot of stigma attached to receiving
services.
In my experience—and I have had clients who have lived in unlicensed boarding houses—the
biggest problem is the lack of government regulation in setting minimum standards, minimum
periods for eviction and even minimum health and safety standards. Some local councils check
boarding houses for compliance in relation to fire safety, but it is on an ad hoc basis and really
relies on the initiative of local councils. It is not uncommon for people to be evicted from a
boarding house with two-hours notice—and sometimes not even that—and their things turfed on
the street. In that situation, there is no law or redress available to the person, apart from
individual advocacy. That is how a week’s bond or a key deposit might be lost, and the person
needs to start over again. Caretakers often keep people’s belongings as well. So you have this
cycle of people moving through probably traumatic housing experiences and each time starting
again.
CHAIR—In boarding houses, are residents able to access the Commonwealth’s rent
assistance?
Ms Golledge—Yes.
CHAIR—They are?
Ms Golledge—My understanding is that they would need to show Centrelink an agreement
with the boarding house owner. It is a really unregulated environment, and I suspect there are
issues in relation to how much tax is declared in terms of income. Boarding houses are generally
unregulated in the sense that you rarely get an agreement between the caretaker, the owner and
the boarding house resident setting minimum standards as a contract.
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CHAIR—Can I press you a little further on what the Commonwealth might do with regard to
this sort of accommodation?
Ms Golledge—There needs to be greater assistance and increased funding provided under the
Supported Accommodation Assistance Act. The boarding house sector and the supported
accommodation sector should be seen as interlinked. They are the same client group; they just
move from sector to sector. Supported accommodation services turn away about 700 people a
night across Australia. On the whole, those people are either living with friends or roughing it in
boarding houses. Boarding houses are not ideal for people with mental illnesses, but SAAP
would be a better provision of service if it were adequately funded to provide the support and
transition into a long-term housing solution.
CHAIR—But could boarding houses be suitable?
Ms Golledge—They could be suitable for some people. There would need to be regulations,
certainly in New South Wales, to prescribe minimum standards—and that is outside the ambit of
the Commonwealth. That is why I am reluctant to indicate that that is a preferable situation. At
least in SAAP services, the sector is looking at getting best practice standards in the way they
treat residents. On the whole, boarding house residents do not have the benefit of minimum
standards in relation to tenure, repair and those kinds of issues. It would require a legislative
change in New South Wales for that to happen—which the Commonwealth cannot obviously
compel. I would see that many people who are in the boarding house sector would benefit from
the support of a SAAP provider.
Senator HUMPHRIES—Ms Forbes, I would like to clarify some things that you said about
the changes to the Welfare to Work program. You talked about an assessment of fitness to work
as a basis for a move from a disability support pension to the Newstart allowance. As I
understand it, a person with a diagnosis of mental illness will certainly have that diagnosis taken
into account in any consideration of their fitness to work. Is that your understanding of it as
well?
Ms Forbes—Yes. At the moment—and it will be the same under the new legislation—a
person needs to get 20 points impairment assessed under tables that are schedules to the Social
Security Act. As well as those 20 points, the person will need to be assessed as unable to work at
least 15 hours a week. At the moment it is 30 hours a week. We believe that it will be very
difficult for a lot of people, particularly those with episodic mental illness and people with longterm psychiatric disabilities, such as anxiety/depression—as they can generally work but only at
reduced capacity—to qualify under the new legislation.
In some respects we thought we were being a bit alarmist—as did some people we talked to—
but recently, in discussions with DEWR and Centrelink, it was pointed out to us that they have
been piloting in certain areas of New South Wales what the impact will be of the new legislation
when they are assessing new claims for the disability support pension and reviews of eligibility
for new claims. In the pilot, less than one per cent of applicants qualified for the disability
support pension under the new legislation. It is just astounding. Virtually no-one would qualify.
We would say that it would be virtually nil for people with these disabilities.
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Senator HUMPHRIES—I am interested to hear you say that, because I have had discussions
with the office of the minister as well about the impact of these changes. They have said to me
that a person with a diagnosis of mental illness who had episodic problems—not necessarily a
permanent impairment—would probably not qualify as being capable of working a regular 15
hours per week. The fact that they might be able to work 15 hours one week but not the next
week goes to the question as to whether they are fit to work. Do you understand that not to be
the case?
Ms Forbes—I understand that is not the case. I was party to discussions with DEWR last
week about how this would be assessed if you were assessing a person’s capacity to work 15
hours a week within the next two years, which is what the test will be. We were discussing with
them whether the legislation would be framed such that you would be looking at ongoing
capacity, week after week for the next two years, to do 15 hours a week work. The answer we
got was no; that if someone had a capacity to do bursts of work for, say, 13 weeks they would
probably be excluded under the new legislation. That would mean that, quite clearly, people with
episodic mental illnesses would be excluded.
Even under the current legislation, which is more benign, it is very hard for people with an
episodic disability to prove their eligibility for a pension. For example, sometimes during a
period of mania, someone with bipolar disorder could be very upbeat, very committed to getting
work and will present very well and be very enthusiastic at an assessment of their work capacity,
and that can really go against them. Similarly, a person could be going through a period of
depression. What happens currently is that, if the person is very symptomatic—even people with
schizophrenia who are highly symptomatic—and the health services talk to the person’s treating
doctor and it is established that the person is not taking their medication, their condition is
regarded as not stabilised. Under the legislation, that means that they are not eligible for the
pension—because you can only make an assessment as to whether they have a continuing
inability to work and whether they have the 20 points required if the condition has been
stabilised. So these people are cut off in all directions.
Senator HUMPHRIES—You are saying that if a person is considered capable of doing a
training course geared around disability, including mental disability, then notwithstanding the
unavailability of a course to them, they would still be considered unfit to work.
Ms Forbes—That is right. When we discussed these proposals with DEWR, we gave the
example of someone living at, say, Coonabarabran who has a significant disability, perhaps a
psychiatric disability, and who would benefit from a program where their disability was targeted
and they were given a great deal of assistance and a bit of vocational guidance by a specialist
service. What would happen if that person in a place like Coonabarabran had absolutely no
access to such a service and was not likely to have access—it just was not going to happen—in
the next 20 years? They would be excluded from the disability support pension because of the
potential for that individual to benefit from such a program. When we put that to DEWR they
took our criticism on board and said that they would look at the issue.
Senator HUMPHRIES—Mr Moran, you said in the course of your opening remarks that you
believe that state and federal governments have an antipathy to people with mental illness. That
is quite a strong expression. I would certainly accept an argument that governments at all levels

MENTAL HEALTH

MENTAL HEALTH 8

Senate—Select

Wednesday, 3 August 2005

have neglected mental illness and have let it be overcome by other priorities, but ‘antipathy’
suggests something rather stronger than that, doesn’t it? What is the basis for that comment?
Mr Moran—When you read through the reports over perhaps the last 20 years that have been
undertaken in relation to mental health, you see the same criticisms, omissions and absences, and
much of that relates to government services. So there has been a dire need for an improvement in
services for a sustained period. Government has not addressed those issues. That is the basis for
that statement.
Senator HUMPHRIES—So you equate a failure to address the issues with a hostility
towards people with mental illness?
Mr Moran—The total failure of governments to deal with a series of recommendations,
examples and reports of the failure of their services comes close to that.
Ms Forbes—Government policy is administered by human beings in government departments
and agencies such as Centrelink and state housing departments. The behaviour of a lot of people
with these mental illnesses that we are talking about—schizophrenia and bipolar conditions—
can be extremely difficult and confronting. Often, the behaviour presents as bad behaviour rather
than mad behaviour. These people feel that they are being victimised by the system and they
actually are because it is so difficult to identify what is the result of a real and significant mental
illness or what is the result of a person just wanting to shirk responsibilities under whatever
system they are trying to access.
Senator HUMPHRIES—I will ask about a phrase used in the PIAC submission. You quote
the Sentinel committee’s report which says:
... it is now clear that the bar to mental health admission has been raised.

You say that PIAC agrees with that assessment by the Sentinel committee. Can you tell me how
the bar to mental health admission has been raised? What period are we talking about? Is it the
last 10 years, 50 years or what?
Ms Golledge—Definitely in the last 10 years. I will direct my comments to what I can
comment on in relation to my direct work experience. I would say that it is increasingly difficult
to get access to the mental health service that you require, that a psychiatrist or a mental health
team would recommend, if you are living in poverty and certainly if you are homeless. There is
evidence from our service that that really means that you may get acute care admission if you are
picked up by the police, but that often results in discharge. The ongoing mental health contact
with a mental health team or a psychiatrist does not occur.
Ongoing contact with a health service requires stability in other areas of your life. Certainly
the experience I have had with our clients in the homeless persons legal service is that people
under community treatment orders do not maintain contact with mental health services, they are
itinerant—they move around—and they also do not have access to bulk-billing psychiatrists
even when they are in public housing or in stable accommodation. I sat with a client who was in
an acute state of paranoia and threatening suicide and harm to others. He was under the care of a
psychiatrist, but could only see the psychiatrist once every six weeks. Things like that put bars
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up to people in relation to the system. People also, if they cannot get the appropriate care, drop
out of the system entirely. That is in relation to some long-term rough sleepers and the people
that you see as the visible homeless.
Senator FORSHAW—I want to turn to that part of the submission by the Public Interest
Advocacy Centre regarding people with a mental illness in prisons. I am particularly focusing on
people who have a mental illness and who are put in prison rather than the issue of those
developing a mental illness whilst in a prison or a detention centre—not that that is not
important. I wanted to pick up on this issue. We have had a lot of evidence about the number of
people in prison who should not be there who have mental illness symptoms. Why is this
happening? Why is it that it is not at committal procedures or when people are taken into some
form of custody by the police, because they are often the first points of contact, that there is
sufficient intervention, sufficient psychiatric assessment being undertaken or referrals being
made to ensure that those people then do not get put in prison? It would seem that there must be
a lot of people who have not committed a serious criminal offence, or maybe not even a trivial
offence, but displayed some other behaviour that might be serious but not life threatening to
other people. Maybe you, Mr Moran, might like to comment on this. You refer to the problem of
legal aid solicitors not having enough time, but there seems to be a big failure here on the side of
the mental health assessment aspect.
Mr Moran—Perhaps I can make a short comment and then my colleague Ms Golledge might
answer further. To some extent, the failure occurs even before the confrontation with the justice
system. It is our experience that many people have episodes of mental illness because they are
not being provided with the support that they need.
Senator FORSHAW—Sure.
Mr Moran—They then become confrontational and often then, when those people are dealing
with services, the only option that the people who are providing the services really have is to
resort to a security measure. Often that involves calling the police. An incident can then explode,
it can grow, and the only option for the police then is to take that person into custody. That is
really kick-starting the process of incarceration. At the same time, legal aid is not provided when
someone is arrested; legal aid is provided for an appearance at a court. Legal aid workers often
have very limited time; legal aid’s duty criminal solicitors have very little time, so that
compounds the problem in terms of providing adequate representation.
Senator FORSHAW—That may be some time after the person is taken into custody.
Mr Moran—Yes. That would probably be on the first appearance at court, which could be a
considerable amount of time after they have been taken into custody. And then there are
difficulties for magistrates in terms of making appropriate orders. Is there a place that they can
refer this person to rather than making a custodial sentence? In each area, there are difficulties
for the service providers as well because they have a limited number of options for them.
Senator FORSHAW—It would seem that there may not even be the ordering of a psychiatric
assessment. You often read cases in the media where the judge or the magistrate ordered that X
be given a psychiatric assessment. It is usually something that has made the media. If the
numbers are so great, there must be a lot of situations where people are just going straight
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through the criminal justice system without any intervention to do that mental health assessment.
How do we fix that?
Ms Golledge—I think there are two classes. One of the reasons that PIAC uses the word
‘antipathy’ in the submission is that the most punitive arm of the state is imprisonment and to
detain somebody. That is occurring and magistrates are on judicial notice that a person is
psychiatrically ill when they make that decision in court. In a vast majority of cases people will
have a psychiatric report provided and they still go to jail. I think that is part of the increase in
penalties in relation to criminal offences and people who have had long histories of what could
be seen as criminal behaviour but is directly related to their continuing illness. That behaviour
continues because the underlying causes are not addressed.
In relation to the other question, any good defence lawyer would automatically order a
psychiatric assessment. Part of the frustration for lawyers is that we become involved with
clients often at the point where trouble has already started. It is usually when they have not been
under the care of a psychiatrist. It is also usually when they have not received a mental health
service for a long time and they are in a very stressful, difficult environment and are facing legal
proceedings.
One thing I would say—and I know legal aid does this in all cases—is order a psychiatric
report. As a lawyer who has done that, it is at a legal aid rate 2, so you need to find an
appropriate psychiatrist who will provide a report to the court in relation to a client that they
probably do not know. In New South Wales in late 2003 or early 2004 they made amendments in
relation to the provisions that allow magistrates to divert people who have a mental disorder or
who have a mental illness into services when they appear at court. It requires an undertaking by
the service that they will provide treatment for six months. So it is an alternative. In my
experience, the difficulty is that services are so overstretched that they are unwilling to give a
commitment that they can provide a service to that client for six months.
People at the imprisonment level within the criminal justice system are very high-needs
clients. They probably have mental illness, they probably have a history of drug and alcohol
abuse, which might explain the contact with the criminal justice system, and there might be
issues about noncompliant or violent behaviour. That means that you need a lot of resources
firstly to gain that person’s trust in relation to the mental health system and then to actively work
with them. The other point is that some clients are in serious denial and lawyers have a real
difficulty in relation to acting on their instructions, which might be not to put any of those
medical circumstances to the court.
Senator FORSHAW—Do you have any data for the number of people being ordered to go to
prison or into custody where there is nevertheless an assessment that there is a psychiatric
illness—a report that says, ‘This person has problems’?
Ms Golledge—I know previously the New South Wales Attorney General’s Department said
that they were going to monitor that in relation to those reforms because the concern was put to
them that people might not get diverted due to lack of services, but I do not know the outcome of
that.
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Senator FORSHAW—It would seem to me that, if a person does have the symptoms or an
illness, the view may be taken that they will get that service in prison anyway through the mental
health facilities or whatever that exist in a corrective centre.
Ms Golledge—I think there is a problem for magistrates. People do not go to jail generally on
their first offence unless it is a serious, violent offence. It is generally a history of escalating
behaviour or continued behaviour that does not respond to criminal penalties, because that does
not have a deterrent factor if it is an underlying illness. That is where the difficulty for the legal
system occurs. It may be the 10th or 11th appearance in relation to a public order or a petty theft
offence and the magistrate is in a position where previous orders have not deterred the conduct.
Senator FORSHAW—Thank you.
Senator WEBBER—Ms Campbell, I have been reading with interest some of the case studies
in your submission, particularly case studies Nos 4 and 5. I thought I might start with No. 5
because I am sure most members of the committee have had experience with constituents with
those kinds of beliefs—that they are working as undercover police officers, being spied on by
ASIO or that something untoward is happening in their life. How common is it that someone is
treated like that by public housing officials?
Ms Campbell—I cannot give you the overall statistics, but I can talk about the tenants service
that we provide at Redfern Legal Centre. A high proportion of our clients at that service are
public housing tenants and a high proportion of those have some sort of disability,
predominantly some kind of mental illness. Diogenes syndrome—I am sorry, I have forgotten
the medical term for it; let’s just call it hoarding—and those sorts of obsessive behaviours are
highly likely to cause the tenant to be regarded as demonstrating unacceptable behaviour. It is
now a condition of tenants using public housing that they comply with ‘acceptable behaviour’
conditions. Having failed that—
Senator WEBBER—Regardless of the fact that that is actually a recognised mental illness?
Ms Campbell—The client is unlikely to put their hand up and say, ‘Yes, I have a mental
illness.’
Senator WEBBER—Indeed.
Ms Campbell—In fact the client is going to say, ‘But I’m an undercover detective,’ or, ‘But I
actually need 54 toasters,’ or, despite repeated requests, will have failed to remove large
quantities of second-hand clothing from the hallways. You can see the management problem,
because in many respects these behaviours may constitute a fire hazard or a nuisance for the
neighbours who find it very difficult to share. Most of these are home units, so they require
shared common areas. There is a lot of pressure on the authorities in terms of safety and
convenience for neighbours and so on.
Compliance is extremely difficult. In one particular case we had managed to persuade our
client by providing a series of different coloured stickers that he could actually go through his
possessions and identify, by placing different coloured stickers on them, which things he could
do without, then we could get some of the stuff removed. However, he could not make the
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decisions in the end. He could not really make a decision about anything that he could do
without. In the end he had to be evicted so that the stuff could be removed from the premises.
We then had to start again, applying for him to get rehoused elsewhere as a matter of priority.
These clients are very difficult to work with in that in many respects they do not appear
disordered. They can be very plausible. They can appear plausible because they are completely
convinced themselves of the sanity of the situation that they are in. As we said earlier, when you
are dealing with getting instructions you are not able to get instructions to permit you as an
advocate to go to various authorities and say: ‘This person has a mental health problem. This
person should be dealt with in this way or have access to these kinds of services.’ The struggles
with living independently where there are compliance or delusional issues mean that it is
extremely stressful for the people attempting to provide services who, like us, are generalist
services with no specific training. We just have to learn the hard way as we go along. We do not
have diagnostic tools and we do not have services we can call on to assist us. We are like many
other faces of the various services and systems surrounding these clients. They are very hard to
help.
Senator WEBBER—Indeed. I turn to case study No. 4, the woman who had a severe episode
that resulted in hospitalisation and therefore due to pressure from the housing department lost
her accommodation. Whilst I can understand, and as I think Ms Forbes said before, these
policies are all administered by human beings and I can understand the pressure that housing
authorities find themselves under because no matter where you go in Australia there is not
enough public housing, the interaction between the hospital staff and the housing worker
surprises me. I would have thought hospital staff would be better trained. I would have thought
the fact that this woman did not have any guarantee of accommodation when she came out of
hospital would exacerbate her condition.
Ms Campbell—Indeed. The case study highlights that not all negative outcomes are the result
of malign intentions. People can be well-intentioned but misunderstand, be misinformed or be
mistaken as to what the outcome might be. There are clearly a number of factors operating there.
For one thing, the woman has limited financial resources, so if she is going to be in hospital for a
period of time there could be relief from paying rent by taking the option of giving up the
accommodation. The hospital social worker may well have been assured, as the face of the
policy would show, that a person in that situation would be eligible for priority housing. It is just
that even priority housing has a long waiting list. Indeed, where there are particular needs, not
just any housing will be appropriate. You need to think about things like access to services,
appropriateness for children and whether the disorder includes difficulties in dealing with certain
sorts of circumstances—for example, some people cannot be housed high up because of the
nature of their disorder. That means being on the waiting list for a longer period.
If you simply look at the face of the policy, you may mistakenly assure yourself that the
person will be okay in the end. We feel it very acutely. At our own expense and initiative we run
twice-yearly training sessions for our staff and volunteers in dealing with clients with
challenging behaviours. However, we find that that is no substitute for proper expertise. We are
acutely aware of the possibility of being mistaken because of our own lack of expertise in
deciding the appropriate response. We ask ourselves: in what circumstances are we able to
breach our duties of confidentiality in order to obtain assistance by consulting with another
professional when our client has prohibited us from doing so?
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Senator WEBBER—It sounds as though we have some way to go in bringing together the
agencies that are working together and training the hospital social workers and housing workers
about mental illness.
Ms Campbell—There is a need both for a greater provision of appropriately trained experts
and for a higher level of training for those of us who are generalist workers.
CHAIR—Thank you so much for your submissions and for appearing today. It has been
interesting and useful to us.
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[9.53 am]
ANDREWS, Professor John Gavin, Director, World Health Organisation Collaborating
Centre, University of New South Wales at St Vincent’s Hospital, Sydney
CHAIR—Welcome. Professor Andrews, in what capacity do you appear before the committee
today?
Prof. Andrews—As well as being a professor of psychiatry at the University of New South
Wales, I am a director of the World Health Organisation Collaborating Centre, which was
formerly concerned with evidence for policy in mental health. The collaborating centre is now
involved in classification—that is, defining the disorders you have just been talking about.
CHAIR—The committee has your submission, which it has numbered 176. Are there any
alterations or additions you wish to make to the document at this stage?
Prof. Andrews—Yes.
CHAIR—I will invite you to make an opening statement. It is just a matter of the written
document itself.
Prof. Andrews—I would like to make an opening statement of two minutes, when you are
ready.
CHAIR—We are ready now.
Prof. Andrews—I have been a registered psychiatrist in New South Wales for 46 years, so I
have been living inside the system for that length of time. Importantly, we rated all Australian
public sector psychiatric services in 1994 and published that, and it was clear to us that good
services did not automatically follow money. That was a shock. Some shocking services were
well funded. We ran a national survey which taught us that the prevalence of mental disorders in
Australia is unremarkable and the fact that only 40 per cent of people with a mental disorder get
treatment is also unremarkable in developed countries. We noted that the mental health services
are in disarray, with poor-quality treatment and poor-quality working conditions for staff now
being common.
We were funded by NHMRC to do a ‘best buys’ study, where we calculated the costeffectiveness of current treatment for various disorders and noted that schizophrenia was cost
ineffective. We calculated the cost of optimal treatment, where everyone did the right thing, and
found that you basically spent no more money but you doubled the health gain. Since then we
have recruited panels of experts to develop clinical practice flowcharts, detailed flowcharts about
how you would treat people, irrespective of cost, and found that we do not need more money to
do this. We believe that those flowcharts satisfy the community, benefit patients, certainly meet
carer expectations, satisfy the staff and cost no more.
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Apropos of the recent questioning, we have also been involved in the prison survey of mental
disorders. The problem clearly is managing the changes required. To know what to do is one
thing; to know how to do it is a whole new ball game.
As you know, we have written saying the issues are somehow the split between
Commonwealth and state, and I hope that this inquiry will not resile from tangling with that. We
have perverse incentives going, where, at the moment, if you are a state salaried psychiatrist you
make half the income of someone who is a Medicare salaried psychiatrist, called a private
psychiatrist. That is odd, when you have two arms of government competing for the same work
force and then complaining bitterly that the psychiatrists do not stay in the public sector. Lots of
detail.
CHAIR—Thank you, Professor. Your submission was very interesting. I would have to say
that it challenged a few of the assumptions made by others. I would like to start with the
question of cost: do we need to spend more money on mental health services in this country?
Most look at the disease burden and the percentage that mental health represents and argue that
mental health is not getting its fair share of the bucket of health funding. But you do not accept
that?
Prof. Andrews—I actually started the argument in Australia 10 years ago, because I was
central to the burden calculations at the beginning. I noted that we were getting half as much
money, as a percentage of the health budget, as the relative size of the burden. That is a very
simplistic argument. When I looked at other countries, I became less and less comfortable with
the way they were apportioning their costs. So I have just wandered away from that discussion.
It makes great polemic; I think it makes poor detail.
CHAIR—You just said that shocking services get money. Can we start to tease that out a bit?
Prof. Andrews—When we did the rating of Australia’s psychiatric services in 1994,
Queensland would not let us rate their services, but we managed to rate them because we were
friends with everyone up there. John Holt, who was central to this project, published a
marvellous article in the Courier Mail saying: ‘If you have a mental disorder and you live in
Queensland, migrate.’ New South Wales now has appalling services. Queensland and New South
Wales are probably at the bottom of the totem pole. But at that time New South Wales had
exemplary services in North Ryde, in North Sydney and in Darlinghurst. They are no longer
exemplary. Bad services do not need to be drawn attention to; it is exemplars you want to put
your hand on so you can say: ‘Emulate this.’
CHAIR—Nonetheless, you draw comparisons between the national mental health service in
the UK—it is a much more integrated system, as I understand it—and our own. You are
proposing integration. You also point to the fact that the least integrated, I guess, of all of these
services is the private mental health in-patient service.
Prof. Andrews—It is hardly a service—a collection of private hospitals, yes.
CHAIR—They are treating people who are less unwell than those people who are in the
public system.
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Prof. Andrews—That is correct: people are milder when they go into hospital, stay longer,
but make health gains.
CHAIR—Is that what you are referring to in terms of the money going to the wrong place?
You say we need to make a lot of changes but we do not need, overall, more money in the
system. Would you take money out of that private hospital system? Would you take it out of
GPs? I am just trying to understand where you would shift the money to and from.
Prof. Andrews—Let me talk to you about the ‘best buys’ project first up, which is that costeffectiveness study. The question was: how could you deliver optimal care so it would not, in the
end, cost more? The answer was straightforward: you would only pay for treatments that
worked—and that is a saving—and you would make far less use of in-patient units, because you
would provide community accommodation, which we once had. As we just heard, the boarding
houses have gradually disappeared, and public health departments have resiled from supporting
patients in public boarding houses, shared care housing, independent living association care. You
asked me about private care, and I did not answer, did I?
CHAIR—You did not answer, no.
Prof. Andrews—I think there is no point in targeting a particular area and saying, ‘Those
guys are cherry picking,’ or, ‘Those guys are not doing their job.’ All humans maximise their
income and their advantage as a matter of right. Basically we need to integrate the whole thing
and run it as a service.
CHAIR—Let us go to GPs.
Prof. Andrews—GPs are doing well. Better Outcomes in Mental Health Care was probably a
stroke of genius of the department of health four years ago.
CHAIR—I understand that either New South Wales or Queensland is considering making it
obligatory for GPs to do the training that qualifies them for better mental health outcomes. Do
you think that would work, given that only 18 per cent have done the six hours training thus far?
Prof. Andrews—I think that is a better pick-up than Dermot Casey thought was going to
happen when he introduced it. If we are going to have a service then we might well suggest to
people what roles they would play in the service, and then there would be expectations on them
to do X and Y. The way we run private Medicare funded services at the moment leads you to
political difficulties if you start to suggest that doctors must do X or Y. They have a powerful
union. It is called the AMA.
CHAIR—Yes, but you also say that the current arrangement leads to distortions in the cost of
health care because providers have to be cajoled with money. Are you referring to GPs there?
Prof. Andrews—Yes.
CHAIR—In what way does that distort the cost of health care?
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Prof. Andrews—They get paid for the job they do at agreed rates and then they get a bonus
for doing it because we want it done. So we are overpaying, if you like. We are doing this in lots
of other ways. In this state, in order to get doctors to go to the country we are paying them VMO
rates, which are about $180 an hour, to fly to a country town to provide psychiatric services for
which the income for the day may be $1,800. There are more efficient ways of spending money
rather than using it to bandaid an emergency.
CHAIR—I understand. Thank you.
Senator HUMPHRIES—Professor Andrews, you talk about the fact that there is no crisis
with acute beds. There are actually enough acute beds, you say. It is really a problem of there
being not enough rehabilitation beds and what you call ‘community beds’. By ‘community
beds’, do you mean facilities in the community—assisted accommodation or something of that
kind—where people can be monitored or supported?
Prof. Andrews—Yes. Victoria has done it, or is beginning to do it, quite well. They have beds
in the community, some of which are owned and staffed by the Department of Health 24/7 and
some of which are owned and run by the Department of Housing or non-government
organisations and are visited by Department of Health staff on a daily basis. That is a very
economical form of care. The surprise of our work, I think, was the calculation that one in four
people with schizophrenia will need long-term accommodation that is supervised and supported.
Senator HUMPHRIES—In a medical sense as well as a welfare sense?
Prof. Andrews—Absolutely. It would be a daily visit by someone who would say, ‘Here are
your pills.’
Senator HUMPHRIES—In that model, I am interested in the question of what the legal
framework might be. I think it is relatively easy to provide a service, but people are aware that
there is a very large incidence of people wandering away from it or not sticking to a medication
regime. How do you fix that problem?
Prof. Andrews—With persistence. We did a lot of work in Matthew Talbot Hostel in
Darlinghurst, which has to be at the tough end. It showed that, by regular medication, forming
networks with people, going and finding people when they were wandering and arranging social
security support for them, we could gradually get them into accommodation and continue to
supervise them. If people have chronic schizophrenia, their ability to think logically is
fundamentally impaired. I do not think that legal sanctions do much good. We used to have
mental hospitals. I do not think humans run mental hospitals very well. They were not nice
places. But I think we can run small group accommodation quite humanely and well. By and
large, if you keep alcohol and drugs to a minimum and good-hearted supervision to a maximum,
it is very cost-effective.
Senator HUMPHRIES—That leads to another question about the quality of people working
in the mental health system. We have had a lot of evidence about very poor quality and about
people who behave outside of any acceptable standards and so on. What is your impression of
the quality of the work force, particularly as far as, say, mental health nursing is concerned? Is
there a systemic problem with that that could be fixed by some sort of different model?
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Prof. Andrews—I liked the second part of your question—how to fix it!
Senator HUMPHRIES—And not the first!
Prof. Andrews—It is straightforward. Right throughout the country there is a shortage of
psychiatric nurses and psychiatrists in public sector employ. If you look at the people training in
psychiatry, they are different to the people training in surgery. They are not of the same quality.
They are not as good quality. There is a far greater number of foreign-trained doctors. Clearly, if
you are struggling to get a toehold in a new country, you look for where the vacant niches are.
Psychiatry is a business where you make diagnoses on the nuances of language. If English is not
your first language, it is not a very nice thing to do for our patients.
So we have a real problem. We rely on visiting nurses from overseas and agency nurses to
come in to fill gaps. Two states recently had an influx of money, they advertised jobs and
basically got no applicants. So the issue is that the quality of the work force is regrettable—I
may not live to see the light of day after that remark—which is a shame, because right at this
moment the whole understanding of mental disorders is growing exponentially due to human
genome information and brain imaging information. This is an exciting time. It is why I came
into psychiatry in 1959. I was a bit premature, but that is why I came. I thought it was going to
burst open then. But it is happening now.
So what is the fix? The fix is what we have always done when we have got a job that needs
doing. We simply say: if you work in acute psychiatry, you have a 50 per cent bonus on your
salary. Suddenly people who thought they were going to be surgeons think they are going to be
psychiatrists. It is quite affordable. I have not done the calculation but I thought about it two
days ago and I am going to do the calculation. Basically, we are currently spending money on
expensive stopgap measures like flying doctors to Dubbo and paying them exorbitant daily rates
and hiring VMOs for exorbitant fees when we could simply say to everyone: ‘The routine pay is
great, guys. Let’s have competition for jobs and let’s select the good.’ That was the question you
asked.
Senator HUMPHRIES—You said we should not run away from the question of the interface
between Commonwealth and state funding of mental health but I am not sure I can completely
discern from your submission what you have suggested we should do about that issue.
Prof. Andrews—In an editorial in the MJA on 18 April, I think it was—that must have been
just after the submissions went in—I said that we have actually got six elements in mental health
and they are not coordinated. There is the state public sector segments we talk about all the time
because that is the hard end of the job. There is private psychiatry and there is general practice.
They are both funded by open buckets of money run by the Commonwealth. There is the PBS,
which is an open bucket of money. There are the non-government organisations. All of those are
contributors to what we are trying to do and they are totally independent of each other. That is
like having six horses on a chariot and no-one telling the horses what to do.
There have been some examples of integrated care but they have been fairly mickey mouse
examples in the Illawarra, Broken Hill and somewhere else I have forgotten. Kathy Eagar ran
them. We do have to look at the sort of health system we have got. Maybe the time has come for
the Commonwealth to take it over. The Commonwealth might start with mental health because it
MENTAL HEALTH

Wednesday, 3 August 2005

Senate—Select

MENTAL HEALTH 19

is defined and narrow enough to see if it is workable. I do not see any solution while we have the
perverse incentives of Commonwealth paying some people, states paying others and both
blaming the other.
Senator WEBBER—I just briefly want to go back to what you were saying to Senator
Humphries. Should I therefore assume that if we pay psychiatrists in the public system a lot
more money I could get them to go outside Perth—that they might suddenly develop an interest
in regional Western Australia?
Prof. Andrews—Ask Sasha Janca from the University of WA. He is, he has—but he is lonely.
Senator WEBBER—Incredibly lonely, I can tell you.
Prof. Andrews—You have had all this discussion about whether provider numbers should be
linked to areas of need. The AMA got very upset and the government drew back from a fight
they were not ready for. But if you were trying to run a system then, in a sense, you would say to
people: ‘You can have a provider number and you will go and work in Geraldton—not Broome;
you are not allowed to work in Broome.’
Senator WEBBER—I was thinking more Port Hedland—
Prof. Andrews—Okay, I will settle for Port Hedland.
Senator WEBBER—where I could find a psychologist but I could not find a psychiatrist for
love or money.
Prof. Andrews—In fact, one of the things we may be coming to is changes in role definitions.
If the psychiatrists will not go where they are needed then the clinical psychologists may well
take over their role. And nurse practitioners may well prescribe. In fact, when we get to the end
of Tolkein II—and I think I flagged it—we are going to look at changes in role definitions to
meet the tasks required. I am not a demarcation dispute fellow. I like to see the job done.
Senator WEBBER—I can see the AMA having a few ‘issues’ with that.
Prof. Andrews—I have resigned twice from the AMA!
Senator WEBBER—I agree that they are a very powerful trade union.
Senator FORSHAW—They probably had AWAs!
Senator WEBBER—No—they are a registered trade union in my state, and they negotiate
collective agreements. Professor Andrews, I want to return to and expand a bit upon your
comments about the better outcomes program. Senator Allison highlighted the fact that it has
been taken up by only 18 per cent of GPs, and they have done only six hours training. We are
told by the Divisions of General Practice that that is an incredible accomplishment, that six hours
of training is a huge chunk of time and that you cannot expect GPs to do any more than that. And
if a GP does the 20 hours of training then they are a fully-fledged counsellor and off they go.
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Prof. Andrews—Twenty hours and you are an expert—it blows your mind, doesn’t it? We
have got a problem, haven’t we? Half the graduates from medical schools used to see themselves
as going into general practice. At the University of Melbourne at this point, 20 per cent of this
year’s sixth years see themselves as going into general practice. We have a problem and we have
to think about it creatively. At some level, GPs are demoralised and feel hard done by. When I
held an educational meeting in Fremantle 12 came: eight for the food and four for my company.
Last night, five came even though they got CME points for coming and I am a pretty famous
teacher. I have been involved in general practice for 35 years doing studies, working with
general practitioners. Any health system that is not GP led has got eggs for brains.
So all that is on the counter. We have to make general practice work. We have to think about it
creatively. I do not have easy solutions, but I thought better outcomes was pretty good. We have
developed web based physician-prescribed patient education systems that provide treatment for
anxiety and depression—that is what I was talking about last night—so that GPs, even if they
have not done Better Outcomes in Mental Health, will know how to diagnose anxiety disorders
and prescribe the right-climate program. We have done that for depression. If you cannot see the
system working the way it is you have to think laterally.
Senator WEBBER—Thinking laterally, would the flip side of that be to say to clinical
psychologists, ‘If you do 20 hours of pharmacology you can go off and prescribe drugs’?
Prof. Andrews—Sure. I am all in favour of that. I have the comment published in the
Australian and New Zealand Journal of Psychiatry—much to everyone’s excitement and
interesting correspondence—that I reckon I could teach them pharmacology in 20 hours.
Senator WEBBER—Again, that may help with delivering decent mental health services in
regional Australia.
Prof. Andrews—Already in Tolkein II the work force that we have a big shortfall in is clinical
psychologists. So there is no point in expanding their role if it is going to fail yet again. We have
20,000 part-time and full-time GPs in this country. They are an obvious labour force to recruit
into mental health, and better outcomes has begun that strategy. You undoubtedly know I think
highly of clinical psychologists, but they are not a massive labour force. The solutions are not
simple. I have no issues with changing who does what, but there is no point in defining a new
professional group to do X if they do not exist in sufficient numbers.
Senator WEBBER—Would we get the labour force we need if they had access to Medicare?
Prof. Andrews—That is a hypothetical—I have no idea, of course. They do in the US and
there is no issue with that. They are starting to get some access via better outcomes. The problem
is the restricted tenure. Clinical psychologists are largely a feminine work force and they have
less work force productivity time than males. If there were a steady income stream associated
with going back into the labour force after having raised a family that could well change things. I
think that is the proper answer to your question.
Senator FORSHAW—I was interested in your submission—as the chair said, it was
stimulating reading—but at item 12, regarding the adequacy of education and destigmatising
mental illness and providing support information et cetera, you make a fairly hard-hitting
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comment. You state, ‘Knowledge has little effect.’ I was surprised at that comment, just from
what I have noticed by the attitude of, say, younger people. We are putting a lot of emphasis and
indeed resources into programs such as those run by beyondblue and others regarding
education—
Prof. Andrews—MindMatters.
Senator FORSHAW—That is true. I want you to expand on your comment.
Prof. Andrews—All those things are decent and proper for a humane society to do. I am
unaware of solid evidence that says education programs about a disorder would materially
change the stigma. If you look at the last part of the paragraph you will see that I say, ‘The way
to change the stigma is to develop good treatments.’ Everyone then says, ‘So what? You got an
anxiety disorder, you got better, who cares?’ I note, cheerfully, that for appendicitis, which is a
fatal disease, there is no support group, no stakeholder group, no public agitation and no stigma,
because it is curable and that is it. I am a doc. My view is to get out there and cure people, then
they will not need to shelter from stigma.
How you do that for serious chronic mental illnesses like schizophrenia is a totally different
question, because it is a chronic brain disease. I think we have misled the public, the families and
the sufferers into believing that the new medications would alleviate it and remove the problem.
NISAD, the National Institute of Schizophrenia and Allied Disorders, as you know, now
seriously says to people, ‘This is a serious chronic brain disorder and you need long-term
support and care, and society needs to provide it without complaint.’
Senator FORSHAW—What about depression?
Prof. Andrews—What about depression?
Senator FORSHAW—With respect to people who have suffered depression episodes
throughout their life, it is not curable, is it? Many people have heard of schizophrenia and it is
more evident.
Prof. Andrews—Tony Jorm will talk to you, presumably, about his mental health literacy
work. Did he make a submission?
Senator FORSHAW—I am not sure.
Prof. Andrews—Depression is a chronic disease. It remits and recurs. Good treatment can
probably take half the burden off, but not eliminate it completely. The average person who has
an episode of depression will have some eight episodes in their lifetime, lasting an average of six
months and, for another considerable part of their lifetime, they will have subclinical symptoms
of depression. So they can look forward to 16 years of their life being affected by depression and
they can look forward to 62 years of their life being unaffected by depression.
Senator FORSHAW—That is where a lot of the education and resources are being directed at
the moment, as I see it.
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Prof. Andrews—I told you that a caring society should do what appears to be sensible. I am
unimpressed with the evidence that you can make a society value people with schizophrenia, and
I am unaware of evidence that you can make a society value people with depression. Understand
it, understand their predicament, yes, but regret.
Senator FORSHAW—Understanding your point, is there anything in the programs being run
at the moment that you would be critical of, other than your general point about their ultimate
effectiveness—about the nature of the program, the content, what is being put out there?
Prof. Andrews—No, I would not be. I think I have stated my position clearly: I like getting
people better.
Senator FORSHAW—We had some evidence from some consumer groups—I think there
was one group and a couple of others—who were, firstly, very put out that a lot of funding had
gone into, say, beyondblue, claiming that it is run by the experts, the professionals et cetera and
that what they were doing was not appropriate or was not—
Prof. Andrews—Gee.
Senator FORSHAW—Sorry; I may be paraphrasing their evidence, but they think there
should be more of that support or those resources being directed to their own organisations. I
note that you actually talk about consumer groups, but more in the context of them providing
support care, if you like.
Prof. Andrews—Support groups for people with chronic disabling disorders are
extraordinarily needy, and I am not sure that the needs can be met, because the real needs—in
fact, let us go out of this country and I will play it to you nicely. The Canadian Mental Health
Association said every person with a mental disorder in Canada should be entitled to a house and
permanent carers. Everyone said, ‘Hurray!’ and there were cheers and the meeting was carried. I
said: ‘Hang on. Twenty per cent of Canadians meet the criteria for a mental disorder in every
year, so that is the whole of Canada tied up in being carers for the 20 per cent. You really haven’t
thought this through properly.’ And people then said: ‘No, but you haven’t felt our pain. We just
need. We need life to start again and not go wrong.’ I just do not think there is a way out of that.
Is that an awful thing to say?
Senator HUMPHRIES—The evidence you presented to us is quite striking. Do you see it as
representing a distinct vein of thought within the mental health sector in Australia, or are you a
bit of a voice in the wilderness?
Prof. Andrews—Where is my hair shirt! This work has been published internationally in top
journals. We are surprised that editors have said: ‘Yes, we want it.’ They have called for external
people to write editorials and commentaries. We have been reviewed by the University of York’s
Centre for Reviews and Dissemination, which specialises in driving heavy armoured vehicles
through academics, and we have escaped without being too blooded. So we are very comfortable
about the quality of our work.
Secondly, this year I have spoken in every state and territory except the Northern Territory
about this work. One glorious week in June, I went to Melbourne to speak for the department of
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health on the public sector and I went to a Liberal Party meeting on the Sunday to talk about
how terrible public sector things were in Melbourne. I gave the same talk, to understanding from
stakeholders, consumers, Liberal Party people, Labor Party people and public sector providers. I
have the feeling that people are listening to what we are saying. It is not the facts that are the
problem; it is what you do about them. That is the issue.
CHAIR—Professor Andrews, can you tell the committee what happened to the report you did
on the model for New South Wales in 1991?
Prof. Andrews—Yes. It is a long time ago; that is fine. We submitted it, and the minister of
the day—I have blissfully forgotten who it was—said: ‘This smacks of the previous
government’s policy. Have we paid Professor Andrews anything? No. Okay, I refuse to accept
the report.’ His director of mental health at the time—whom I could not name—and I stayed up
all night, photocopied it and mailed it out to every stakeholder in the country we could lay our
hands on, and it became a seminal document.
CHAIR—But has it been adopted anywhere? Has there been a trial done in a catchment that
you describe?
Prof. Andrews—Yes. When the National Mental Health Strategy was begun, it was required
reading for all the people invited to the inaugural meeting. New Zealand say they have just
implemented Tolkien I, which is nice. I think what you need to think of is that academics like me
make ideas for people to think with. Then they will take those ideas, if they are any good, and
change them and use them for their particular circumstance. So the notion that I might have a
policy that we could implement in Gosford is wrong. My job is—as I self-define and as WHO is
pleased with—is to put up patterns of ideas that people could use.
CHAIR—I have a couple of technical questions about your evaluation under Tolkien III. Your
chart on page 8 shows that one disorder which we need to spend significantly more on treatment
for under your optimal model is post-traumatic stress disorder. Can you explain why that is the
case? We had a witness in Melbourne who was admitted to an institution when she had posttraumatic stress disorder, and she was treated as if she was a psychotic patient. So it is of interest
to the committee, I think, to have a little more information about this.
Prof. Andrews—This is optimal treatment for the people who have post-traumatic stress
disorder and come forward for treatment. In most jurisdictions in Australia there is a significant
legal interface between having a trauma, having post-traumatic stress disorder and getting
treatment. So the number actually coming forward will be much less than the number we have
used to calculate. Is that a clear answer? The lawyers are in the middle. And they are very verbal.
These guys spoke in whole sentences.
CHAIR—You do not have an estimate for the treatment costs of borderline personality
disorder.
Prof. Andrews—Current.
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CHAIR—We have had a lot of quite forceful evidence to say that it is a problem to name this
disorder in this way and that there is a lot of misdiagnosis of personality disorder. Can you
comment on that?
Prof. Andrews—We do not believe we had secured enough evidence from the national mental
health survey to calculate current costs of care. That is why there is a blank in that bracket. The
expert committee we had were two people from Melbourne, one from Oregon, one from private
psychiatry and the President of the College of Psychiatrists, who was actually the author of the
self-harming guidelines and a GP who is active in dealing with people with borderline
personality disorders. Our estimate of $34 million for 7,700 people was based on their
recommendations. Personality disorders are dimensions. That is, you can have traits or you can
meet criteria for the disorder. Where you put the cut-off to say, ‘This person doesn’t meet criteria
for borderline personality disorder and this person does,’ is quite arbitrary. It is like saying that in
a 30-centimetre ruler at 24 centimetres you meet criteria. So of course there is discussion about
the appropriateness of the threshold. That is one of the tasks that the American committee on
DSM-V and the World Health Organisation committee on ICD-11—and I am a member of
both—will be tangling with. That is, how to make these sorts of definitions more concrete and
reality based.
CHAIR—And the nomenclature? People have given us evidence to say that once they are
diagnosed with personality disorder people dismiss their problem and do not take it seriously
because it sounds like it is a behavioural issue and they could stop it if they chose.
Prof. Andrews—Why can’t they behave better?
CHAIR—Yes.
Prof. Andrews—The nice thing is that in the fullness of time they will. Half the people with
borderline personality disorders aged 20 will not meet criteria aged 40 but will still be ragingly
fun at a dinner party. That is unfair. The nomenclature of borderline came about because when it
was first recognised it was thought to be borderline psychosis—that is, not meeting the criteria
for psychosis but being driven to extremes of emotion and behaviour that on the surface were not
understandable with what was going on around. They were called borderlines and the name has
stuck. I do not think that it carries any stigma to it other than having been there.
CHAIR—We are getting lots progress on name changes. Dual diagnosis became comorbidity
and has now become co-occurring, we understand. Where do eating disorders fit amongst the
items that you have listed under your adult survey?
Prof. Andrews—We did not include eating disorders in the adult survey. We had severe
strictures on time from the ABS and we just cut things out.
CHAIR—And the same with dementia?
Prof. Andrews—It was the same with dementia. We are now involved with Tolkein II—I have
got a program grant in dementia—to do burden of dementia guidelines for dementia carers as
part of climate and guidelines for appropriate treatment. Guidelines for appropriate treatment
exist already for dementia with Alzheimer’s Australia being so active in Australia—excellent.
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CHAIR—Professor Andrews, thank you very much for your submission. We very much
appreciate you coming along today and giving us your time.
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[10.49 am]
CASEY, Ms Desley, Consumer Coordinator, Northern Beaches Mental Health Consumer
Network
MARSH, Mrs Susan, Network Administration Worker and Fundraising Officer, Northern
Beaches Mental Health Consumer Network
McMAHON, Mr Mark, Co-Consumer Coordinator, Northern Beaches Mental Health
Consumer Network, and Chairperson, Northern Sydney Mental Health Consumer
Network
CHAIR—Welcome, and thank you for coming. The committee has received your submission,
which it has numbered 60. Are there any alterations or additions that you wish to make to that
document at this stage?
Ms Casey—Not at this stage.
CHAIR—I invite you to make a brief opening statement, after which we will go to questions.
Ms Casey—Senators, thank you for the opportunity to speak to our submission and for
wanting to hear the perspectives of consumers. The three of us were endorsed by consumers at
the weekly consumers’ meeting to meet and speak with you today about our submission. The
network would like to thank the consumers who participated by sharing their views and
experiences of accessing mental health services in a feedback survey. Whilst we would like to
say that everything is great and mental health services meet the needs of consumers, we do not
have blinkers on and, unfortunately, the reality for mental health consumers is quite the opposite.
We do acknowledge that there are some pockets of good practice and innovation and would like
to ensure that you hear about those as well.
The key points of our network’s submission are as follows: Australia has some of the best
mental health policies in the world—the reality is that these policies tend to remain in homes and
on bookshelves; in the views of consumers, the national standards for mental health services
need to be legislated in order to not only ensure that mental health services are accountable but
to also actually implement those standards; also, the government may no longer need to hold
future inquiries into the poor state of mental health services in this country and the provision of
mental health care.
Consumers are weary of governments shifting responsibilities and/or costs, which ultimately
see consumers with no genuine or timely access to mental health services that meet their needs.
Consumers want governments to acknowledge that mental health and people with a mental
illness are important to the fabric and life of the community, to ensure services are funded for the
real costs of providing mental health services, and to promote positive messages to the
Australian community.
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Respondents in the survey reported that the following worked well: early intervention, Pitane
Recovery Centre, Pioneer Clubhouse, pockets of community mental health services, having good
access to good care coordinators and the consumer network. We also welcomed the appointment
of a court liaison officer as a way of trying to address the needs of consumers who enter the
court system in obtaining the care they require. The following do not work well for consumers:
being isolated; the lack of privacy in the in-patient unit; the communication between doctors,
consumers and carers; services not being funded well enough to be readily accessible; and
services that meet their needs not being available for consumers in the criminal justice system.
The present act in New South Wales currently overrides the Mental Health Act. Therefore, these
people are treated more like criminals than people who, due to their mental illness, have
unfortunately committed a crime.
Mrs Marsh—For over 11 years, consumers have been advocating to governments and health
services to fund a broad range of community mental health services, including community crisis
care. In the long run, this is more cost-effective and there would be less demand from consumers
to access in-patient beds. At present, the range is very narrow. The public system is really geared
only for acute care, which is fast becoming acute custodial care, rather than providing
therapeutic intervention for consumers in an acute phase of illness. This is clearly evident in the
practice of detainment and the seclusion of people with a mental illness.
Living with mental illness is not a crime. Governments, health services and the community
have yet to fully understand this message and explore genuine care and alternatives to such
practices which do not erode people’s human rights. However, respondents were split in their
responses, possibly due to not being given any positive alternatives and having to accept the only
options currently available. Whilst positive inroads have been made for young people
experiencing their first episode of psychosis, we put forward that early intervention should be
across the life span and across diagnoses.
The role of non-government and community consumer organisations in the mental health
sector is a valuable one, especially in providing a range of recovery services and opportunities
for consumers as organisations are more action focused. This better assists consumers on their
recovery journey.
Mr McMahon—Some consumers have dual diagnoses and so are a special needs population
group. Whilst inroads have been made, their access to services is still vastly lacking, as
originally reported by Burdekin in 1993. To this end, Pitane—which has no health funding—and
the consumer network are trying to address some of these needs by instigating a pilot support
group and hosting a specific Wellness Recovery Action Plan group for consumers with a dual
diagnosis. That is being funded by Auseinet. People with dual diagnoses are at an increased risk
of losing their accommodation and falling through the cracks of the system as services are not
geared to meet their individual and complex needs. The current population health promotion
approach, we respectfully suggest, has the potential to turn back the clock more than 50 years
and further stigmatise and re-isolate consumers in our community. It focuses on social and
emotional wellbeing, with mental health wellbeing being a huge omission from this approach.
We would argue that this approach needs to be more holistic in order to not restigmatise people
with a mental illness as having behavioural problems rather than a mental illness.
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Consumers do have a unique role in being able to support, encourage and enable other
consumers to undertake their recovery journeys and provide hope that one can have a lifestyle of
choice despite the fact that one lives with a mental illness. Consumer participation and
partnership are steeped in core precepts, principles and philosophies which provide a
participatory and inclusive framework. However, these core precepts tend to be medicalised by
the mental health services, and this inhibits genuine participatory dialogue. We respectfully put
forward that service directors need to listen to consumers especially on how they can effectively
work with staff in a participatory framework. There is just less staff per head and more
consumers nowadays.
Directors, mental health staff, carers and the community need to be willing to be educated by
consumers as we have the lived experience and can provide much education and create
innovative educational programs which promote positive mental health messages to decrease
stigma and provide hope. Most consumers are well most of the time; however, they are a highly
underutilised resource, especially within mental health services and the community. In
conclusion, genuine care—c a r e—is defined by consumers as compassion, acknowledgement,
respect and enabling. Listen to the consumer.
Sadly, we come before you today with what we call the main reason for this inquiry—that is,
the poverty of genuine and participatory dialogue and the moral, ethical and human rights
aspects of decisions mental health service providers make. They thereby create a state of mental
health services which are gripped in the elimination of risks rather than risk management and the
poverty of quality frameworks. They are basically espousing that their decisions are caused by a
lack of funding, legislation, OH&S issues and wanting consumers to accept the status quo. In
other words, we accept continual erosion of consumers rights while allowing the provision of
insensitive services in order to receive any mental health service at all.
CHAIR—Thank you. I think you were here for our previous witness; I will put to you the
hard question he poses. You described Pitane and one other service as being consumer run, or
consumer designed, if you like. What evidence is there that those services deliver outcomes?
Ms Casey—I would like to try and answer that. We have just completed the WRAP new
project funded under Auseinet. It was a sixth-month project hosting two WRAP groups and—
CHAIR—Can you just explain what WRAP is and what it stands for?
Ms Casey—WRAP stands for Wellness Recovery Action Plan. It is a series of six plans
including early warning signs, triggers, daily maintenance, planning for when in crisis, and post
crisis planning. It was developed by Mary Ellen Copeland in America. Under that project Mary
Ellen has developed a pre and post survey, which we asked all participants to voluntarily
complete. They completed the same survey with the same questions prior to participating in the
WRAP group and at the end of the eight weeks of the WRAP group. The statistics went through
the roof. I am quite happy to forward a copy of those statistics to you and to tell you about it if
you like.
The demand was such that we were only to host two WRAP groups but we completely booked
out the two before we started the first group. We successfully sought funding for a third WRAP
group which we held. We have successfully sought funding for a fourth WRAP group and
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Auseinet have just advised me this morning that they are happy for the small amount of money
that was remaining in the project due to a discount, to be used to hold a WRAP group
specifically for consumers with a dual diagnosis. The demand is huge. I was talking to the chair
of the Australian Mental Health Consumer Network, and discovered that the Mental Health
Branch want to roll out WRAP across Australia. The statistics speak for themselves. People went
from 50 per cent to 100 per cent in their pre and post—
CHAIR—Fifty per cent of what?
Ms Casey—They responded to the same questions in the two surveys. With the collation of
those responses we found that in the pre-group survey it might have come to between 50 per cent
and 70 per cent, depending on the question. Then in the post survey they responded that they had
increased their self-esteem, their confidence and their advocacy for themselves.
Mr McMahon—Positive indicators.
Ms Casey—Yes, they were positive indicators—thank you, Mark—and the whole works. I
was so totally gobsmacked that I had to check the figures at least two or three times to make sure
they were accurate. The statistics are there.
CHAIR—Are these statistics saying how good the service was for them?
Ms Casey—These statistics were saying that WRAP improved their lifestyles and their
recovery journeys. They were better able to make plans. They were more liable to make plans.
They were less liable to depend on families, carers and service providers to meet their needs. So
they were actually getting a lot more independent.
CHAIR—Would you encourage a more rigorous assessment—if I can describe it that way—
of that process, perhaps further down the track?
Ms Casey—Absolutely.
CHAIR—These surveys were carried out immediately after your WRAP sessions, is that
correct?
Ms Casey—Yes, and the participants at the WRAP forum held in June agreed that in three
months time we would send out the post survey again to see whether the gains that they had
attained through the WRAP group had fully translated across into their lives. I agree. I think if
you are looking at consumer-run services, there is not a lot of evidence in Australia at this point
in time. You would need to look at the American context to get that evidence, and there is quite a
bit.
Mr McMahon—You can find a definitive paper on it on the Substance Abuse and Mental
Health Services Administration web site. It is quite long and it refers to many services. It is quite
rigorous.
CHAIR—On the question of stigma, I will again go back to Professor Andrew’s evidence. He
says there is no stigma attached to appendicitis or any illness, life threatening though it may be,
if it is treatable. Is that something you would agree with? Our efforts to reduce stigma through
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SANE Australia and other organisations are based on information. They say information is
missing so we will give more information and stigma will decline. Can you see some value in
Professor Anderson’s point?
Ms Casey—I can see value in saying that mental illness is like any other illness and,
therefore, why is there a stigma. It is not a crime to have your appendix out or to have epilepsy
or a heart condition. SANE Australia has gone a long way to making inroads into creating
information, but I do not think it is enough. Information is only one component of the whole
toolkit, or the bag, for decreasing stigma. For those of us consumers who are willing to speak
out, we need to have opportunities to speak out. Unfortunately, with every bit of information that
SANE Australia puts out, the media in many respects increases the stigma that everybody is
violent, especially if somebody unfortunately has committed a crime or there has been a police
shooting in this state of somebody with a mental illness. Everybody walks around as if
consumers with a mental illness are axe murderers. It is very hard to combat that type of stigma.
Mrs Marsh—The community does not see the positive sides of a consumer when they are on
the way to recovery or when they have that recovery journey.
CHAIR—To what extent does the state government practice of putting people with mental
illness into our prison system assist with the stigma?
Mr McMahon—It promotes stigma.
Ms Casey—Absolutely. They are building a 100-bed facility forensic unit outside of Long
Bay jail. How much more stigmatising can you get; it is right outside of a jail.
Mr McMahon—The new mental health hospital is right outside a jail.
Ms Casey—Having been involved for 11 years, I have yet to see the New South Wales
government actively promote positive mental health messages to the community and take
positive steps to decrease stigma, whether it is about people in the criminal justice system,
people living in the community, people in in-patient units or whatever.
Mr McMahon—The sorts of things we do as consumers and organised consumers capitalise
on people’s times of wellness in particular, because the mental health service is far less able to
do that. Most people are well most of the time and they can do ordinary everyday things the
same as anybody else, and they can—some authors have said—build resilience so that the next
time an episode comes along, or an awkward situation, they are a little better able to deal with it.
In other words, the hope is that being better equipped, educated, socialised et cetera will lead to
less need for bed usage over time. Bed management will not become an issue about how many
beds; it will also be an issue about how to keep people out of beds.
Ms Casey—That is a very good point. We have been saying ‘fund community services’ for 11
years in this state and across Australia, but they are so focused on beds because they can count
the cost of beds. The cost of an average of $600 to $700 a day to have a consumer in a bed in an
in-patient unit is a nice, neat little figure that they can trot out and say. As I understand, a few
years ago in this state they did a cost analysis of community care, and they found that it was
equal if not more than the cost of an in-patient bed. They quietly kept that analysis to themselves
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because they did not want to fund it. By promoting beds, they are still restigmatising because
they are saying consumers are unwell only so much of the time. Now the units are getting more
custodial—metal detectors, buzzers to get into the main door, locked doors inside the in-patient
unit. They are asking staff to be police.
Mr McMahon—It seems that clinicians—mental health staff—need as much hope and
encouragement as consumers because they seem to be feeling the pressure of the system. We are
from a district where the hospital that housed Cornelia Rau is located, so that health service has
had heaps of bad publicity out of that. Other things have happened which get lots of publicity
and this causes an attitude of risk elimination rather than risk management. Risk elimination
means a far more controlled, strict system. From an administrative point of view, that makes it
easier to fill in forms and tick boxes. Maybe that is becoming more of a motivator than actual
care. Perhaps the people running the system have difficulty seeing the difference between those
two things.
Senator HUMPHRIES—Is the network an umbrella organisation of different organisations
within the northern part of Sydney or do people belong directly to the network?
Ms Casey—It is actually a group of consumers. Members can only be mental health
consumers or people with past experience of being a mental health consumer. We are a sector
network. The umbrella organisation for us is the Northern Sydney Mental Health Consumer
Network. We are one of five networks.
Senator HUMPHRIES—And by ‘consumers’ you mean people who have, or who have had,
a mental illness and not their carers?
Ms Casey—Yes. Not their carers, no.
Senator HUMPHRIES—Is there a role for consumers in being carers for other consumers?
We hear that mental illness is often episodic—that people are very focused and capable for
extensive periods of their lives but very often cannot hold down a permanent job because of
those episodes. You also talk about the lack of being listened to within the system. Is there a way
of devising a greater role for consumers to be carers for other consumers?
Ms Casey—It depends on what you are defining as ‘carers for other consumers’. Are you
asking if there is a role for consumers to provide a range of consumer related services, which is
recovery focused and provides a range of encouragement and support?
Senator HUMPHRIES—Yes.
Ms Casey—There is an absolutely huge role for that in this country. The difficulty that we
experience, because we have that through Pitane—facilitating a range of activities through a
small consumer-run team in the mental health service—is that health bureaucracies and
governments do not adequately fund. Consequently, it is all really an add-on and ‘let’s tick the
box to say we have consumer participation and we have consumer-run recovery services’. Pitane
is not even health funded; we exist on membership fees, small community grants and the
fundraising efforts of the network.
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Mr McMahon—The word ‘carer’ sounds a bit ill placed in your question. If you substitute
‘peer support’ I think you get to the point. What I would also like to mention is that many
consumers are also carers or have been carers. My mother had bipolar illness and I cared for her
for many years a couple of decades ago.
Senator HUMPHRIES—That peer support is quite important, we hear?
Ms Casey—Absolutely.
Mr McMahon—NGOs also have a lot to do with that. In our region we have a thing called
Pioneer Clubhouse, which is a consumer-driven essentially peer-support employment and
vocational service where consumers simply see what other consumers have done in the way of
getting jobs, coping with down days, keeping up support, working out ways to keep jobs et
cetera.
Senator HUMPHRIES—You make a recommendation that the Medicare rebate should be
reviewed to lessen the gap between public and private mental health services. I was not aware
that there was a difference in the rebate available to people whether they were in the public or
private sector. Can you explain what you mean by that recommendation?
Ms Casey—There is a gap in the Medicare rebate, particularly if you access a private
psychiatrist, between what the government will pay and the charge. If consumers of public
mental health services need to access a private service, unless they have private health cover,
which they cannot afford, they cannot pay the gap. It is actually getting increasingly large. It
needs to be reviewed so that the gap for people who need to access both types of services is
actually covered so that they do have access to those services in the private sector.
Mr McMahon—Public psychiatrists tend to look at your medication. It is a fairly medicalised
service and is quite short. A lot of people need things like psychotherapy and very few private
psychiatrists bulk-bill these days because of the system pressures you probably know about.
Mrs Marsh—That gap is very expensive for private patients—I find it quite expensive.
Senator HUMPHRIES—Sure, but I am not sure how you fix that. If you close the gap you
still have the problem of psychiatrists billing above the schedule fee. I think that is more the
problem in there being a gap.
Ms Casey—There are two problems, because the gap has been increased. I think you used to
pay the gap of around $600 or $700 and after that you would get the full rebate, but that gap has
been increased to around $700 or $800. How much you access the private system depends on
how quickly you have to pay, but if you are on the disability support pension—DSP—you have
Buckley’s of being able to fund the gap. I understand your dilemma, which is why we suggest
also that public mental health services contract private psychiatrists and psychologists into the
public system as visiting medical officers—VMOs—to, as Mark said, provide those
psychotherapy services.
Senator FORSHAW—Can you tell me how the network was established and how many
consumers are members of it or involved in it?
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Ms Casey—It was funded under Commonwealth transitional funding under the first national
mental health strategy in 1994 with a steering committee at northern Sydney of 12 consumers
who wrote the guidelines. From there, the 12 consumers across northern Sydney established
sector networks, and I was one of them. I am the cofounder of the Northern Beaches network.
Basically we got a whole group of people who were interested in participating. The whole
network was, as I said, funded under the Commonwealth transitional funding for two years. We
had over 100 on our mailing lists but, due to a complete computer crash last year, I lost 10 years
worth of work, including about three mailing lists. We are gradually rebuilding. There are about
50 on our mailing lists at this point in time who may not come to meetings but they might fill out
a survey or give us a ring at the office and say, ‘What about such and such?’ and they read our
minutes quite regularly. There are about eight to 10 who are very active on a weekly basis. We
hold weekly consumer meetings at Pitane for 1½ hours. We originally started off in 1994
meeting for one hour once a month. That went to one hour a fortnight, then to one hour a week
and, now, to 1½ hours a week to get through the range of stuff we get through.
Senator FORSHAW—So you are covering the Northern Beaches—that is, from Manly
through to Palm Beach?
Ms Casey—Yes.
Senator FORSHAW—What do you estimate is the number of people who could, if they
wanted to or were able to, access the service?
Ms Casey—The population of the Northern Beaches is 270,000, and if we take the stat of one
in five who have a mental illness—and the network is open to both public and private patients—
it is one in five of that.
Mr McMahon—The Pioneer Clubhouse organisation has several hundred members. It
includes many from across northern Sydney generally. It includes many people who, for one
reason or another, choose not to get involved directly with the consumer networks. It is never
hard to find more consumers. One little rule of thumb we found is that whenever the consumer
network or Pioneer Clubhouse or somebody else introduces a new activity, consumers turn up
whom no-one has known before.
Ms Casey—That is what we found with Pitane. On the second aspect of your question, we
were set up to be the independent voice of consumers to participate at all levels of the health
service. One of the primary roles is to hold the health service accountable in any type of forum.
Senator FORSHAW—What sort of funding do you get now? I am talking about funding that
is to enable you to run the network, rather than funding that might be extra for particular
projects.
Ms Casey—The whole northern Sydney network budget is $69,984, which is split between
five networks. I think Northern Beaches is $11,181 a year.
Senator FORSHAW—So I have this clear, the five networks cover what area?
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Ms Casey—Northern Sydney and Central Coast Health. There are six networks now, because
we include Central Coast. You are looking at Northern Beaches, lower North Shore, right
through Mossman, Chatswood, Ryde, Hunters Hill, the Macquarie network—which is the
Macquarie Hospital network—Hornsby, Hornsby-Ku-ring-gai and out through the Central Coast
and Gosford.
Mr McMahon—I would add that this funding is not to pay people to simply turn up and
attend weekly meetings or get-togethers. It is for things like minutes—
Ms Casey—Representation.
Mr McMahon—and for office staff to do things at the area level with the big mental health
service.
Senator FORSHAW—There is $11,000-odd for your particular sector, out of a total of almost
$70,000. Is that all Commonwealth funds?
Ms Casey—No, it is actually funded through Northern Sydney Health and Central Coast
Health areas.
Senator FORSHAW—So it is state funding, through the Northern Sydney Area Health
Board?
Ms Casey—Yes.
Senator FORSHAW—Are there other consumer groups in the Northern Beaches region that
operate independently of your group? One of the things we often hear concerns the lack of
integration of services in mental health in the states, federally and so on. I wonder whether that
is an issue within consumer groups. You are presumably trying to bring more of those groups
together, but are there other groups operating in that region?
Ms Casey—Not to our knowledge over the 11 years. We have a depression support group
operating out of—
Mr McMahon—South Pacific Private Hospital.
Ms Casey—We are it.
Senator FORSHAW—So there is no GROW or what used to be called recovery—
Ms Casey—There was a GROW at Dee Why. However, I think it stopped. It may have
restarted. GROW is the 12-step program.
Mr McMahon—That is the same people. We call that an integration, because the same people
also go along to that program. So if it was on, we would advertise it. The network advertises
Pioneer Clubhouse, Pioneer Clubhouse advertises the network and so on.
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Senator FORSHAW—You mentioned Pitane at Manly Hospital. I understand that there are
issues surrounding the future of Manly Hospital. Without going into that debate, which I am very
familiar with, what is the future for that service, if a new hospital is built in whatever location? I
understand Manly Hospital is slated for closure; is that correct?
Ms Casey—They are supposed to be trying to build a new hospital on the Northern Beaches,
which is still caught up in political ads.
Senator FORSHAW—I am aware of that.
Ms Casey—I think I will probably be dead and buried before there is a new hospital. I would
assume that, because Pitane comes under the consumer participation service, which is the
consumer-run team, it would actually be allocated space.
Mr McMahon—Recently, we were told that the plan is to build a community mental health
centre, not just a community health centre but one specifically for mental health that is not
located directly within the hospital. So it might be on the edge or it might be a couple of blocks
away. It decreases stigma and it focuses on services.
Senator FORSHAW—Do you think it would be worth while to do it in that way?
Ms Casey—Absolutely. I am not sure whether you know the Northern Beaches, but it is a nice
big hill.
Senator FORSHAW—I am from the south. I am from the Sutherland shire, but I am the duty
senator for that area, so I know something about it.
Ms Casey—There is a nice big hill that people have to go up to get to Manly Hospital—that
is, if they walk—or it takes two buses, sometimes three, depending on where they are living on
the Northern Beaches. We would love a nice central location with on-street frontage. That would
be wonderful for Pitane.
Mr McMahon—A specific community mental health centre already exists at Ryde.
Senator FORSHAW—I am familiar with the issue of the hospital.
Senator WEBBER—I am not, so I am not going there. In your submission you refer to the
Manly District Court Liaison Officer. Can you tell me a bit more about how effective you think
they are, how we came to that model, whether it is widespread and whose initiative it was?
Ms Casey—The initiative was from the local politician, David Barr, who met with the service
director and me. He held a community forum on the Northern Beaches last year. We put in a
submission for more funding for Northern Beaches mental health services including recovery
and consumer run services. Because he was so active in promoting this forum—and it was quite
a big forum—and because we had Magistrate George from the local courthouse, who is very
outspoken about people with mental illness through the court system, the government agreed to
fund a court liaison officer. I have since heard that the person who was originally appointed has
resigned and I am not sure where they are up to in the replacement of that person. Manly was not
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slotted to get a court liaison officer in Sydney. It was not considered a big enough court to have
one. However, due to David’s lobbying et cetera, we did end up with a court liaison officer. I
think it is still too early to be able to say how well it works, although some early feedback was
that the mental health service and the court liaison officer need to liaise more.
Mr McMahon—Just so that you understand the mechanics, we are talking about a consultant
at the courtroom so the magistrate does not have to keep sending people up to East Wing who
then get sent back as being not sufficiently unwell to be put in there. He gets very frustrated.
This appears all over the local newspapers. So there was plenty of community energy about
getting that resolved.
Mrs Marsh—This seems to be a big problem. The consumer is put in a paddy wagon and
taken up to East Wing, assessed, and sent back into the community. Then a few days later they
are back at the court and back up to East Wing, and this happens all the time.
Mr McMahon—We would like to think that people had available to them services and a
general atmosphere of welcome, if you like, so that they could deal with matters long before they
got well enough to have to go near or fall into the aspects of the criminal justice system.
Ms Casey—My understanding is that the court liaison officers have worked extremely well in
other courts and the New South Wales government is thinking of rolling the initiative out further
across the state. That is about as much as I know—
Senator WEBBER—Is that something that you would recommend?
Ms Casey—Absolutely. I think there are a lot of consumers needing access to services when
they are accessing the criminal justice system who are either trying to get those services by
themselves and not getting anywhere or, as Mark and Sue said, they get sent up to East Wing and
they get sent back down again.
Senator WEBBER—What is your network’s view of the role of carers and what do we need
to do there? We get conflicting messages from consumer organisations. Some like the idea of
carer support and carer education and involving them in the process. Others say we should have
nothing to do with them, that we should just leave it all to the consumers.
Ms Casey—There were some very interesting responses to the survey on the carer question in
the terms of reference. People are saying that there is a role for carers. However, carers also need
to butt out in some aspects of the consumers’ lives. Also, there needs to be accurate information
in the provision of mental health and mental health recovery given to carers. The network’s view
in the current review of the Mental Health Act is that there does not have to be special
permission for the information about mental health services to be shared with carers because
they are already covered under the act. There needs to be major education on how carers can be
involved. In many respects, it is not that consumers are saying that carers do not have a role.
However, consumers are saying that carers also need to recognise that they are adults, that they
are able to make their own decisions about their own lives and about how they want to receive
services.
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There does also need to be a lot of carer support. We would suggest—and this came up quite a
lot—a lot of carers need a lot of grief and loss counselling. The expectations they have had for
their son or daughter might have suddenly been dashed. A lot of the issues to do with carers can
be traced back to not having effectively dealt with the grief and loss issues of being told they
have a son or daughter with a disability and a mental illness.
Mr McMahon—The dynamic tends to be different for consumers and carers, so it is good for
consumers to sort out consumer issues and carers to sort our carer issues—but also get together.
Desley and I have served in what is called the ‘New South Wales Consumer Advisory Group’,
which is consumers and carers operating together. We have had experience of that. Today we
have been talking to another gentleman who is a carer and represents carer groups. We have that
linkage.
Ms Casey—Things probably do need to be developed further, but I think that both population
groups should retain their right to hold on to their individuality and be able to advocate for the
concerns that they have as an independent group, but liaise with each other. There also probably
needs to be a lot of carer educational representation. Consumers tend to be more highly trained
in representation and advocacy roles than their carer colleagues.
CHAIR—Thank you very much for making a submission and for taking the trouble to come
and appear before the committee. We very much appreciate it.
Senator FORSHAW—It was a very detailed submission, too.
CHAIR—Indeed.
Senator FORSHAW—There were a lot of things in there.
Ms Casey—We were fortunate that the consumers decided to respond to the survey. It was
quite a big survey, which is good. Thank you.
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[11.31 am]
CORRY, Mr Stephen Mannix, Private capacity
CHAIR—Do you have any comments to make on the capacity in which you appear today?
Mr Corry—I am here as a person with a mental illness, a carer of persons with a mental
illness, a person who studies things very closely, a social illustrator and a person who makes a
lot of effort. I do not consider myself a consumer of mental health services, but I am a sufferer of
whatever the illness is.
CHAIR—The committee has your submissions, which it numbered 440 and 440A. Are there
any changes you want to make to the written submissions at this stage?
Mr Corry—Yes, I would like to make some changes. Every time I have said the word
‘consumer’ I would like to change it to ‘sufferer’.
CHAIR—Okay.
Mr Corry—I have some other material which I could also put in to do with my more personal
submission, as I put two submissions in: there is one that is personal and there is one that is
general. I have got some added material to put with the personal one.
CHAIR—Do you want to give that to the committee now or after the session?
Mr Corry—I can give it to you after the session. I can make an address, if you would like.
CHAIR—That is what we normally do: you make a brief opening statement and then we go
to questions, but if you would like to go straight to questions then we are happy to do that, too.
Mr Corry—I have said a lot in my two submissions, but I do have some things which I could
say as well.
CHAIR—Go right ahead.
Mr Corry—I am here because there is something very wrong with the system. I would like to
point out that my local mental health service’s rehabilitation day centres have gone from four
rehab centres with approximately 18 full-time workers to two centres with approximately four
full-time workers in 10 years. These centres have provided loose, informal training as well as
teaching the participants who want progress about others whose illnesses are quite different from
their own. These centres are not an answer in themselves but they are a safe house for many.
They give participants a sense of doing something positive and belonging somewhere, and an
opportunity to interact with others.
In recent times mental health sufferers have been shuffled, harassed and pushed out of acute
wards with nowhere to go. They become easy prey for many with bad or selfish intentions as
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well as victims of their own mental health problems. Through the 1980s I worked hard in many
mainstream jobs full-time. In every job I was harassed, lied about and severely marginalised. I
was assaulted in two of these jobs, once by a boss, who pulled down my pants in a retail outlet.
In one of my submissions—the personal one—I said it could be possible that I was targeted for
heavy-handed treatment because my political and social conscience activities irritated the
powers that be. This is where this newspaper article comes in. These activities included
complaining about several patients who had been shuffled around different wards in psychiatric
hospitals for over 10 years. I also contacted the local media about a local rehab centre closing.
This delayed its sale. It has been sold now. I have included a copy of this article. If further
evidence is required regarding these things, I can provide it in camera. There is also a video
document made by a filmmaker about some of the issues of my life as a person attempting to
have a life with mental illness. Are there any questions?
CHAIR—First of all, thank you very much for your submission. I think it gives us a very
broad perspective on what it is to deal with an illness, as you are obviously have to. It was very
interesting from that point of view, so thank you for that. Accommodation and housing has been
a topic of quite a lot of discussion today. It is a central part of our inquiry. It seems to be crucial
to people who are in this situation. Could you give us perhaps some insight into what has been
the most suitable kind of accommodation from your perspective? You talk in your submission
about difficulties with other residents in accommodation. What sorts of supports are best for
you? Could you perhaps give the committee a bit more detail about, firstly, what is available to
you and, secondly, what you would like to see for preference?
Mr Corry—People with mental illness in Department of Housing properties are often people
who do not want to make trouble. They put the most effort into trying to tolerate other people’s
differences. Often other people will become unified if they do not like a person standing for any
principles or anything. They are often targets within the Department of Housing. I am sure
justice will prevail in the long run. I do like the Department of Housing property, particularly as
it is a personal space.
CHAIR—Do you have individual housing at present? You have a house yourself and you do
not share with others?
Mr Corry—I do not own a house, but I live in a state government Department of Housing
property. I was a tenant representative for quite a while. I did my best with the powers of the
Department of Housing and I cooperated. I have lived there for quite a while. It is the place I
have lived longest in in my life. I would not like to move at the moment because I would have to
start all over again.
It is good if people have their own housing of some sort, as well as somewhere they can go for
rehab. I had an idea once about different properties where people could move around a bit more.
Some people like to move around; some people like to stay put. There are some less permanent
housing options with NGOs but I have found a lot of people do not like to stay there too long.
They like to put their roots down somewhere. That is my opinion.
CHAIR—Do you need other supports? The committee has heard from a number of people
that there can be times in a person’s life when they are not able to do things for themselves—
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cleaning, cooking and those sorts of domestic tasks. Does that present as an issue for you, and if
so are there supports and services available to you when that happens?
Mr Corry—Will I just speak for myself?
CHAIR—It is up to you.
Mr Corry—I do not know how I can speak for other people because no-one has briefed me
on anything. From my point of view, I am happy to do my duties around the house. I have done
the duty of other people in the community also. I sweep off more areas than I am supposed to. I
have done people’s backyards—complete cleanouts. I have no problem. I often cook every day.
It is not a problem for me; it might be a problem for others. I do my duties as a normal person.
There are others within the community who might not do that but that is none of my business
really.
CHAIR—Okay. You talk in your submission about the difficulty of holding down jobs. It
sounds like you have been given a bad run by employers. In what way do you think the
Commonwealth government or state governments could help employers to understand what is
appropriate, to be a bit more empathetic and to understand some of the things that someone with
a mental illness might be going through? Do you think there is a role for government in that? Or
do you think it should be consumer groups who do it? Do you have any suggestions to make?
Mr Corry—Maybe there could be some education about people with mental illness. It is not
my job. It is my job to survive. If people know they are doing the wrong thing it is not my job to
be creative as to how they can do the right thing. It gets down to personal morality, doesn’t it?
Are you asking me to be creative here? Should I be creative in my thinking?
CHAIR—The committee is looking for evidence. It is going to make some recommendations.
That is why I am probing this question.
Mr Corry—I can be creative. I am a creative person at times. I am not a person who makes
government policy. I will leave that to the government. I do align myself with different
ideologies but this is not the forum for that sort of thing.
CHAIR—You do a lot of community work at the present time and you are on a disability
support pension, which supports you and enables you to live. Is it still your aim to have paid
employment? Would that be full time or would a part-time job suit you? What sort of options do
you think people in your situation need?
Mr Corry—For me personally there is absolutely no incentive to do any work. As soon as
you do something, you get jumped on. I could continue quite easily doing my volunteer work
just because it is voluntary, not forced volunteering, at this stage. I do not understand forced
volunteer work. I am quite happy to be a voluntary worker, as long as I am working for
something to do with the community. The whole system is just ridiculous because, if you do
some paid work, you get severely penalised, and sometimes you go back to not doing anything at
all. You are making less money; you are actually losing money if you do things in the way the
system is working now. I would probably do different things that are appropriate and in which I
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could contribute to society, and I would like to survive. At the moment, you can make about $60
a fortnight or whatever, which is quite harsh.
CHAIR—Would you like to suggest what you should be able to earn before the disability
pension—
Mr Corry—You have to take into consideration a lot of things. As a person with a mental
illness is it my job to do that, to figure out things? Is that it? Is it my job to figure that out? I
could think creatively about that in my spare time.
CHAIR—You might tell us from your perspective when you have thought about what you
would need, say, money for in order to make your life better. I will leave that up to you. You can
respond to that or not if you choose, but it is not essential.
Senator HUMPHRIES—Mr Corry, I want to ask you about the incident you describe in your
submission when you were a voluntary patient at Rozelle Hospital and the staff there got ‘quite
heavy-handed’, as you put it. You were stripped and put into the time-out room and so on, even
though you were, as you say, just making a reasonable request of them that they were not
listening to. We have heard other evidence about people who have been treated in a quite heavyhanded way, and they also have said that they were not being violent or irrational. What do you
think we should do to help alert staff in institutions like that to the difference between behaviour
that they would classify as disturbed and that needs a heavy-handed response and behaviour that
is really quite rational and should be treated in a different way? How do we set clues for them so
they avoid using the sort of treatment that you experienced?
Mr Corry—More money into the system could be an answer. A lot of the best nurses have
been hunted out of the system, and the system is in a bit of decay. A lot of money has been taken
out from all over the place and has gone somewhere else. People could learn not to break the
law; they could learn not to assault people. Wouldn’t staff not want to assault people?
That heavy-handed treatment is quite routine. I do not feel that I did anything wrong. I could
have waited. I am sure you would have to have some policies on things, but I do not really know
what you would do. Maybe you could have a person come down with the person. Surely, in the
middle of the night, when somebody needs a cigarette, if somebody is a voluntary patient they
cannot be locked up; they can come and go as they like. If they are under a schedule, they cannot
come and go; someone would have to go with them. As a voluntary patient, I do not think the
system is right. If I said, on the one hand, that a voluntary patient can do that, every time I go I
would get scheduled. So I cannot win. How can I win? They would just schedule me every time
I get there. I jump through hoops with people hanging off me. People are harassing me and I am
jumping through hoops at the same time. I could do without acute wards at times if I just had a
bit of a break from my neighbourhood and the chance to pull myself back together and get on
with it.
Senator FORSHAW—You have obviously had a lot of contact with various medical staff
involved in treating your illness, including those who abused you in hospital. What relationship
do you have with a GP and a psychiatrist? Do you have to regularly visit a GP and a psychiatrist
or do you deal mainly with community mental health workers attached to the rehab centre? Do
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you experience difficulties in accessing people when you particularly think you need their
support or assistance?
Mr Corry—I regularly see a GP. At times, I need to monitor more closely than others.
Sometimes I make small mistakes, but I rarely make large mistakes these days. As far as
breaking any laws goes, sometimes I am a little more angst-ridden and need to have more to do
with the GP who is monitoring both my physical and mental condition. I am fairly compliant
with someone who has some idea of compassion and giving someone a bit of room to live their
life, but if somebody is being quite heavy-handed I tend to get my back up a bit and it snowballs
into trouble. At times, I have more to do with my GP. We have a reasonable relationship.
Senator FORSHAW—Does the GP prescribe your medication? Who do you go to for your
repeat prescriptions and things like that?
Mr Corry—The actual drug is prescribed by the GP and they ring Canberra every time. My
other medications, which I need, are service and things like that. I need to be of value to the
community. My other medications, such as food, I prescribe myself. I prescribe friendship to
myself, a bit of reading—all these things help me. But the actual drug the GP does. The drug
does something and they do not tell you on the fine print which place within yourself to put it.
They do not tell you that you need to make an effort at the same time. There is a little bit of
misinformation in just giving people drugs and thinking that everything is going to be well and
good, if they have got bandaids all over their face. There is other medication that I need such as
people cooperating, people treating each other well, some attempt at ideals. These are the things
that I feed myself with which are my medication.
Senator FORSHAW—I notice also in an article headed Village People, it says that you are a
regular helper at Rozelle Hospital and Foundation House, the local drug and alcohol
rehabilitation centre. You had a pretty bad experience at Rozelle Hospital, the one that you wrote
about. What sort of help do you provide and, given your experience, how did you find the will to
go back in and assist other people?
Mr Corry—I tend to promote community. I tend to promote people working together. I do not
think there is anything wrong with that but the management at the rehab centre did not seem to
want this. I was put in a very bad situation because I promoted community and promoted people
making an effort within themselves, quite apart from the basic program which was dished out to
people. It was a basic program and I promoted people working together and doing something
quite apart from the centre. I find that I work with the community in general. Sometimes I am
better than others and I can use the lessons of the mental health centre. Other times I am a little
bit more confident and stronger and I can go into the community and contribute to the
community as an individual. But having this space is quite valuable. There is another space now
in Rozelle Hospital, the original space, the rehab centre, is to stay which I opposed at the time. It
seems to have gone into Rozelle Hospital now, it is very close to the admission wards, and you
cannot really get things done in the same way that you used to have friendships. It is all fairly
regimented.
Senator FORSHAW—Thank you. You are still pushing up against the difficulties.
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Senator WEBBER—In your second submission to us you say that you did not know that
there were laws to protect you, which is very sad. Can you think of anything we can do to make
sure that we do tell people like you that there are laws to protect you to stop some of the bad
things happening?
Mr Corry—I guess the answer is social education for people—wouldn’t that be it?—people
learning how to live tolerantly with others and teaching about boogiemen and stuff like that.
Teaching about what will happen to people if they do the wrong thing is really quite the wrong
approach, isn’t it? Maybe it is teaching more about some of the benefits of people working
together, getting people at an early stage and not writing people off. I did not know about the law
then. There are many others younger than me who are going to go through the same thing, and it
is quite sad because they are quite ignorant from a social point of view about their human rights.
Maybe we could look into educating young people and giving them something more so they feel
they belong to our society. They can go through the processes in the future if somebody does the
wrong thing while having their human rights protected.
The things I have talked about in these submissions are happening on a wide scale, and our
society lacks any form of social conscience for a lot of people. These people hide, and I cannot
see how our society is going to work if 4.5 million Australians are not getting any pie at all.
There is a certain cost to that, and I do not think Australia can really afford it. Who am I to say? I
am not 20 million Australians; I am just one human being. People need to learn about social
conscience and that we do live in a society. A lot of young people do not know that. It happens
every time. I will leave it at that. I will just ramble on if I keep on going. It is all rhetoric.
Senator WEBBER—I have one last question. Leave the rhetoric to the politicians; we are
very good at it. Also in that second submission you sent you say:
In order to provide maximum productivity and stability I must stay away from alcohol, always take all prescribed
medication (even if it makes me sick in other ways), no illegal drugs, get enough sleep, exercise, eat healthy food, stay
away from bad relationships, always monitor oneself, don’t isolate, stay out of trouble and have something to give
charitably.

That is quite a list of things to have to do, and to be able to do all of that to stay well is quite an
achievement. In addition, part of your having to give something charitably is that you try and
help others achieve those things.
Mr Corry—I do but I have some things which I am working on with my family. I was living
in an institutional situation at an early age. I had to learn how to control my basic appetites. I am
connecting more with my family now because I have more security with my own personal
program, which I have learnt from all different places. I am free to work with my family a bit
more and get on with my life.
My life has never been easy. I wonder whether we live in reasonable times. I have got what it
takes to get through difficult times. That program has been developed over a quite long period of
time from experience. I do not know if it is particularly my program. It belongs to a lot of people
who want to make an effort in their life. I suppose I promote people living those conditions as
far as possible to get to somewhere which is acceptable to society. I do not know what I can
really say about that.
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Senator WEBBER—That is fine. I think one of the charitable things that you have chosen to
do is to actually come forward and share your experience with us, so thank you very much for
that.
CHAIR—I refer to your reference to being nine years in care as a child and the fact that you
did not ever receive formal counselling or even an acknowledgement after having survived those
difficulties. Do you get any counselling now? When you get treatment, is it mostly medication?
Do you ever have sessions with a psychiatrist or a psychologist that allow you to do some more
talking as treatment rather than having medication?
Mr Corry—I have found that there used to be quite a few good psychiatrists around but they
seem to be few and far between nowadays. There is a lot of money involved. As for the best
ones, if you have got money you can go a long way. If you have got no money, you cannot get
very far. All the good ones seem to have moved away from the public system. I would leave that
to the rhetoric and all that sort of stuff. On my first diagnosis I could have really used a few good
straight meals and some help from an insightful priest. As I am a practising Christian person, I
could have been helped by an insightful priest within the system. My people traditionally come
from a long line of Christian people, although there was another law involved. The church is part
of my life at the moment. There are people within the church who help my situation through a
softer approach, because my problems are not as physical as they used to be. I have reconnected
with the church and these people know who I am as a person. I am a little bit cynical about
psychiatrists, medical models and all that sort of stuff as I have been injured badly by a system
of psychiatrists who do not understand about spirituality.
CHAIR—Thank you very much for, firstly, your submission and, secondly, coming along
today. It is very good for the committee to be able to talk directly to people like you, so we thank
you for that and appreciate your efforts.
Mr Corry—I will give you this paper if you would like it.
CHAIR—Is it the wish of the committee that the paper be tabled? As there is no objection, it
is so ordered. Thank you, Mr Corry.
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[12.09 pm]
BRERETON, Mr Graham John, Private capacity
CHAIR—I welcome our next witness. Would you like to say anything about the capacity in
which you appear?
Mr Brereton—I am here in a private capacity, although I am a registered nurse and registered
psychologist and work for a community mental health service.
CHAIR—We have received your submission, which we have numbered 379. Are there any
changes or additions you wish to make to that document at this stage?
Mr Brereton—No.
CHAIR—I invite you to make a brief opening statement, after which we will go to questions.
Mr Brereton—Mr Corry’s presentation made me think of one of my clients, who once said to
me, ‘They don’t give out medals for the race I’ve run, do they.’ The main thing about my
submission is that it tries to give a sense of what it is like on the ground for a community mental
health team, and in that sense it primarily addresses the inquiry’s term of reference (b). In the
submission I have not made any recommendations, and I actually do not want to. My main
intention was to give a sense of what is going on out there.
Community services make a profound difference to the quality of people’s lives in ways that
are not possible within a hospital. Nonetheless, there are serious problems with the provision of
those services. I was prompted to make a submission after reading one of the quite early
submissions on the Senate’s web site. Professor Boettcher from Westmead hospital made the
comment that there were ‘many instances of death or injury that were easily attributed to not
being admitted’ to hospital. My response to that was, ‘Yes, that’s true,’ and yet there are many
incidents of death and injury as a result of the failure of community mental health services as
well. That was my motivation—it kicked me off, I guess.
The disparity between resources and demand is now so great that teams are reactive rather
than proactive in the way they address people approaching the service. This is one of the points I
tried to bring out in the submission. On top of this there is actually a significant unmet need—a
large group of people with serious mental illnesses who do not access community mental health
teams. They are not pointed in that direction and, even if they were, the service could not cope
with them, basically. The conditions mean that intervention is most likely to occur only after a
mental health problem is well established and an individual’s social relationships are
jeopardised. In terms of dealing with a mental health problem, to me it is the jeopardy to
someone’s social relationships that most ensures a bad prognosis or chronicity of illness.
Increasingly, clinicians are pushed into attempts to gate-keep access to the service and there is
the lack of a coordinated approach to how clinicians should conduct that process, giving rise to
potential and actual adverse outcomes. Among different mental health teams in the community
there does seem to be a coherent set of criteria for providing services to particular people.
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What I have witnessed is that the grounds for a person to access services are often fairly
arbitrary. If they are in acute crisis and continuing with the service—for example, dual diagnosis
clients in particular lose out badly—it is very easy for the services to say, ‘Well, your problem is
a DNA problem; go away,’ and I have seen that happen many times. I think there is a
reluctance—given the lack of resources, this is perhaps understandable—to critically examine
practice.
The example that comes readily to mind is the use of community treatment orders. Originally,
they were intended to provide a framework for community treatment to continue for the person
once they were discharged from hospital. But, in my observation—and there is a fair bit of
research to support this—increasingly, they are approached in a legalistic fashion, where the
service ends up just ensuring that the person complies with their medication and where the threat
of breach and the arrival of police is used to manage the health problem, rather than making nonmedication support available.
CHAIR—I would like to pick up on that point about medication or nonmedication. We have
had a lot of submissions and evidence from people to say that there is no treatment per se, even
when people are in the most acute stages of illness—or other stages, for that matter—and that it
comes down to stabilising medication and not much more. Is the team that you are involved in
able to provide psychosocial support; is it able to do psychological work? You are a
psychologist; are you able to sit down with patients and on a regular basis talk through issues?
Mr Brereton—Yes.
CHAIR—Describe what treatment your team provides, if you would.
Mr Brereton—It is quite varied within the team and, because there are different disciplines
and ranges of skills, a person accessing the service does not necessarily get the same thing as
another person—nor should they; it depends on their needs. There are some strictures related to
which staff members are allocated to manage people’s concerns—because it is not simply an
illness; there are other things going on. In my case, I try to provide therapeutic interventions
such as counselling and education. Education in particular would be fairly universal, but more
therapeutic interventions, such as psychotherapy and that sort of thing, are extremely limited.
The fall-back position tends to be medication.
CHAIR—Yes, extremely limited. Is it because there is no time, you have too many people to
deal with, you do not have the expertise or the skills: what limits the capacity to provide that?
Mr Brereton—All of the above. The range of skills that people have in a community mental
health setting tends to be dictated by an education system that is focused ultimately, I think, on
hospital treatment rather than community treatment. Some people go out of their way to develop
skills that are appropriate to the community setting. Some people, once they have passed the
qualification stage, do not, and that is understandable.
CHAIR—We constantly hear about people being turned away from a service because they are
not sick enough. You have pretty much got to be threatening your own life or someone else’s life
to be admitted to in-patient care. What gets people into your service and who do you have to turn
away?
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Mr Brereton—It is an interesting idea that there is a set of people who do not access the
service and a set of people who do access the service. You can turn away a person who has
accessed the service even though they are not accessing the service—if that makes sense.
Essentially, my observation is that accessing mental health services rather than just community
mental health services is largely crisis driven. You really have to be at a point where you are at
risk or where other people are so disturbed by your behaviour that they are pushing you to access
services. In the community as a whole there is not a proactive approach to the early recognition
of, and dealing with, problems. The community itself is not educated in how to do that, and even
if it were the services are not there. You are not looking at me as though I have answered the
question, Chair.
CHAIR—I guess I am asking you questions that do not necessarily relate to your submission.
Mr Brereton—That is all right; I will try to answer them.
CHAIR—If there are some gaps in our knowledge, they are in understanding how the
structure works in each state. Am I right in thinking that you are with a community mental health
service?
Mr Brereton—Yes, community mental health teams.
CHAIR—Who goes to emergency departments and what do they provide by way of services?
Who goes to your department and what do you provide? Who goes to other places? We just want
to get the jigsaw together.
Mr Brereton—The service I work for provides crisis intervention. People do not like to call it
crisis intervention, although that is a common term used. It is more commonly called acute
intervention or something like that. We see people in accident emergency departments in
response to—
CHAIR—Are you located in a hospital?
Mr Brereton—Next door.
CHAIR—So if someone comes into accident and emergency what happens to them? When do
they get to you?
Mr Brereton—If a treating A and E doctor identifies a patient with a mental health problem
he will call the after-hours team, or if it is during the day there is a particular person that he will
call, and they will come and assess the situation.
CHAIR—So you are a CAT team, as we refer to them?
Mr Brereton—That might be a Victorian term; I am not familiar with it. They are called
something different in every state. That is one of the aspects of the team I work for. The other
two aspects would be ongoing case management, which is as varied as each clinician, and a
rehab service, which attempts to be more intensive in its interventions with clients.
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As far as people accessing the service, it is primarily when they are in acute crisis. It is being
called by the police because ‘this person seems strange to us. Can you please go and see what’s
going on there?’ It is being called by a neighbour who knows about our service or by a school or
by a GP to, firstly, assess that there is a problem that we can intervene in. The next question is
whether that person has some insight into the problem and whether they want help.
Professor Andrews drew attention to this sort of issue, and he mentioned the work of John
Holt, the North Ryde team and the northern suburbs team. What they were doing originally was
what is called the assertive community treatment model. Basically the premise is that you have a
group of people within the community who do not necessarily regard their problem as something
that needs treatment or know how to deal with it. They have stigma problems and trust problems,
and just the proximity of a health professional will over time develop a relationship with them
and begin the process of addressing those issues.
Senator HUMPHRIES—You talk about the lack of feedback or information sharing between
other services that deal with mentally ill people, such as the police service. For example, you say
that there are suicides in your district that you are not told anything about and that, presumably,
they are not related to mental illness. What would you do with that sort of information if it were
available to you? How would it help you to construct a better service?
Mr Brereton—I have been rereading my own submission—working out what I was on about.
The issue I was trying to get at is that a community mental health team is allocated a specific
geographical area and population. We already know from epidemiological and population
studies roughly what the incidence of mental illness is, what types of mental illness there are and
the number of suicides that are going to occur in that population. In the area in which I work
roughly 4,000 people will have a serious mental illness. Only three per cent of that group of
people, and probably less than 1,000, will access the community health clinic so I do not know
where they are going or if they are getting treatment. Each team has the potential to work out
what is going on in its local area. It is my observation that that does not occur in any sort of
organised way.
The information feedback to the service itself about what is out there and the number, for
example, of self-harm attempts that show up at GPs or at the accident and emergency
departments and whether they have accessed the community mental health team in the past is
limited. I was discussing this yesterday with staff in the office. We would probably know about
three, four or five suicides in our area each year but there are probably 20 to 25 suicides in the
area each year—depending on how you classify a suicide. We do not know who those people
are. If that information came back from the coroner to the services in the area where that person
had lived then those services would have a better sense of what issues they are trying to address
and how to go about them. The service has quite a constrained brief in the sense that we look
after this group of people but we do not actively go out and try to work out what that group of
people’s needs are. That is what I am trying to get at.
Senator HUMPHRIES—You mention that you are disheartened by the New South Wales
government’s response to the 2001 inquiry into mental health. You list the key
recommendations—
Mr Brereton—In relation to community services.
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Senator HUMPHRIES—What specifically is disheartening about that?
Mr Brereton—There are a lot of people involved in government and you can always find
someone else with a different or more positive view. Reading that, I had a sense of the financial
constraints the government feels in trying to deal with this problem. It was trying to avoid a
commitment to any specific intervention. I work in a community mental health team, and to me
the assertive community treatment team—I wrote about this in the submission—is the only
seriously validated means of intervening in a specific population. I wrote something about that
on the train. There are two quotes I put in. In rereading them I thought that perhaps they could go
into Don Watson’s book Death Sentence. The language in them is very circular.
Senator WEBBER—I want to return to the part of your submission where you talk about the
Christmas Day when you commented to a police officer that it was very quiet and she responded
that she had already been to three completed suicides. What can we do to make sure there is
better integration? You say the coroner should give you back information but there is obviously
not enough integration at the bottom.
Mr Brereton—I was reading an article the other day which suggested that the Victorian
coroner is making attempts in that direction, quite clearly. What do you do about that? I do not
know the answer to that.
Senator WEBBER—If we do not know enough about them happening then it makes it much
harder to prevent them.
Mr Brereton—There is a serious problem about actually preventing suicides. Even though I
wrote about suicides, they are very hard to identify. In papers on what you do about them, at
least starting in the 1990s, there is plenty of stuff advocating that you do not try to specifically
identify the people who have suicided. As an example, I was reading the other day that you do
not try to identify the nut behind the wheel of the car; you make everyone wear seatbelts. There
are so few people in the population who suicide, even though significant numbers of other
people are affected, that it is very hard to do that. What I am getting at is that having feedback
and a sense of what is going on in your community from a community mental health team’s
point of view is extremely important in terms of how they view themselves, how they view their
significance and how they respond to their practices.
The witness before, Stephen, was saying that community mental health services—and hospital
services, for that matter—are quite disheartened on the ground. In my view, they do not have a
lot of power over what they are doing and the decision making process. There is not a sense of
information going from the bottom up and there is not a sense of information going from the top
down.
Senator WEBBER—What is the relationship between your team and the police service like?
Is it a good relationship? We have had evidence from police associations before. I think it came
as a bit of a shock to some members of the committee just how involved they are in transporting
patients because there is no other service around that can do it or because sometimes they have
the legal ability to restrain people. They have also said they want more training in how to
manage these people.
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Mr Brereton—Apart from one or two aberrant incidents, I have never had any difficulty
dealing with the police. They usually arrive on the scene and expect me to tell them what to do,
which is quite disconcerting but I have got used to that over the years. When a schedule is
written, community mental health staff or health professionals generally do not have the legal
right to restrain the person even though a schedule has been written. You can ask the person to
stay. If they want to leave then they want to leave. The only situation in which you can actually
tackle someone is if they were going to head off down the road and leap in front of a bus. If they
said, ‘I’m going home. See you later’, that is it. See you later. It is then pretty clear they do not
want to go to hospital so you call the police and say, ‘This person is not cooperating with the
schedule that has been written—surprise!—can you come and help us do it?’ So the police get
involved in that way.
Ideally the involvement of police should be minimal. It is very stigmatising in terms of the
response of neighbours. I have been to many people’s homes where you have got half the street
out watching what is going on. That is incredibly dispiriting and distressing for the person you
are taking to hospital. But, increasingly, services are pushed to the point where their sense of
safety is being jeopardised. Increasingly, mental health services will call the police even where a
schedule has not been written. They say: ‘We’ve had this report. This person has a history of
violence. You better come with us to see someone.’ Personally I do not think that is a very good
way of managing a lot of those situations but the skill level of staff who are dealing with risk is
not of a measure where they can avoid calling the police.
One of the comments made earlier—the person was talking about things occurring inside
hospitals but this occurs in the community as well—was about services being increasingly
engaged in risk elimination rather than risk management. I had not heard it put that way before
but that is a really good way of describing what is going on. The service becomes overprotective
of its own safety and does not have the resources to stand off from a situation and wait until a
person is ready for you to approach, so the service calls the police. In a crisis situation one of the
primary objectives of anyone intervening is to slow the crisis down; it reduces the impact of the
crash. Community mental health teams are less and less able to do that.
When somebody whom you may know quite well is in a situation where there is a sense that
people are at real or perceived risk, the person may end up getting scheduled. Then you are
asked to go and attend another crisis within 20 minutes or even less, or you are on the phone
trying to manage a crisis that is happening somewhere else at the same time. There is no
opportunity to facilitate the process for the person you have just scheduled, in a way that is
dignified and helps the person understand what is happening.
Particularly at the hospital end, people have the view that they are doing the person a favour
when they take them into the hospital—there is a sense that the hospital will look after them. But
the point of view of the person who has just been scheduled is that they have been extremely
violated. They were expecting to walk freely down the street the same as everyone else when
suddenly these people arrived and said, ‘You are not of your right mind,’ and physically dragged
them off to hospital by force.
The iatrogenic effects of that are quite profound. One of my early clients spent a year, and that
is all he talked about. He used to come and see me every couple of weeks, and I spent a year
trying to find a way from him to move on from the very first schedule he ever had. You are not
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necessarily doing someone a favour by scheduling them. That is one of the reasons that
community mental health workers are so important—because they can avoid those schedules.
Senator WEBBER—I have one final question, because I know others will have some. We
have heard lots of evidence—and you talk about this in your submission—that the problem that
community mental health services face is the lack of resources, not just in terms of staff and
access to beds and what have you but also in terms of the quality of training and education. We
have had other evidence, particularly from consumers, about human rights violations within the
mental health system and I wanted to focus on that. You said that it is about a commitment to
openness. How are we going to achieve more openness in the process? That would require
commitment of a great deal more resources.
Mr Brereton—Transparency does not really exist, in my experience—this is a private
submission—in the dialogue that occurs within a service, let alone with the people outside the
service. The reporting of adverse events, the documentation of them and that sort of thing, does
not even get to the next clinician let alone to the community.
There are problems in all services; I am not singling out any service. The problems in my
service are significant, yet I was talking to a service on the North Coast where I was trying to
refer someone, and the description I had over the phone from the guy at the other end was of
such an appalling level of service that there must be vastly more adverse outcomes. That service
probably has a quarter of the resources we have. In the end, I said: ‘You’re not going to be able
to do anything tonight. Leave it with me and I will do what I can with the family over the
phone.’ I was not going to put him on the spot and say, ‘You need to go and visit this person.’ I
managed to do it from my end—and I am in Sydney—which worked.
Senator WEBBER—Yes, but it is not ideal.
Mr Brereton—No.
Senator FORSHAW—I raise the issue of the relationship and interaction with GPs. The
Better Outcomes in Mental Health Care initiative tries to train, or skill up, if you like, GPs to
become more aware of symptoms of mental illness. As you say, there are so many people out
there who, for all sorts of reasons, either want to deny or do not want to admit that they have a
difficulty. In your submission you talk about the lack of assertiveness in following up where
there have been referrals, and you do get referrals from GPs. I get the impression that you are
almost operating on your own community mental health teams and that patients visiting a lot of
the GPs—and I am not trying to disparage the GPs—come through the door and are out again
either with a script, a referral or both and that is it. How do you find it? Are things getting any
better? What do you suggest we do?
Mr Brereton—When I started—and I wrote this in the submission—the workload was
nowhere near what it is now. One of the reasons that workload has increased is that GPs have
become more astute and more adept at identifying mental health problems and referring them to
us, so it is a mixed bag. Some GPs are very good at it. We would not know about the GPs that
are not so good at it because they are not referring to us. To do a good mental health assessment
with someone who is cooperating with you—it is much harder with someone who is not
cooperating with you—takes at least a solid hour of talking, listening, gaining the person’s trust
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and weighing up the bits of information they have given you in order to work out where this
might go and what is really going on, because the person does not necessarily understand what is
going on. They do not hand it to you on a platter, by any means.
Senator FORSHAW—You obviously have a relationship with the hospital.
Mr Brereton—Yes.
Senator FORSHAW—What about with the GPs in the area? Is there any structure to having
meetings with them or with the division?
Mr Brereton—There is a shared-care program which, from the community mental health
team’s point of view, was in some senses treated early on as an alternative to treatment. They
thought, ‘We don’t need to case-manage this person; we can do shared care with the GP.’ In fact,
the intention of that program is around providing a more coordinated approach and two services
meeting with people. That program is going on. I do not know the figures, but the number of
GPs who are involved in it and cooperate in that process is limited. Does that answer the
question?
Senator FORSHAW—Yes. I will try to think of ways we could get them more involved, but
they are going to say that they have huge workloads.
Mr Brereton—I was surprised to hear the figures on the number of hours of education, given
how many years I have spent.
Senator FORSHAW—I try not to be disparaging—
Mr Brereton—Generally, they are very good and very cooperative and, if they work out that
we are there, they want a relationship with us.
Senator FORSHAW—But they can develop structures for how they deal with after-hours
consultations in a particular area or region, cooperating in a range of other health related
activities with specialists, hospitals and so on, but I am not so sure it is there for mental health.
Mr Brereton—I would probably agree with that.
Senator FORSHAW—Thank you.
CHAIR—Mr Brereton, thank you very much for your advice today. We very much appreciate
it. Thanks for coming in to give it to us.
Proceedings suspended from 12.45 pm to 1.32 pm
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KELLY, Mr Jack, Chairperson, Management Committee, Association of Relatives and
Friends of the Mentally Ill, Hunter
SKILLEN, Miss Lindsey, Member, Association of Relatives and Friends of the Mentally Ill,
Hunter
CHAIR—Welcome. Do you have any comments to make on the capacity in which you
appear?
Mr Kelly—I am also President of ARAFMI New South Wales.
Miss Skillen—I am a volunteer for ARAFMI and also a university student. I prepared the
submission for ARAFMI.
CHAIR—The committee has received your submission, which it has numbered 231. Are there
any changes or additions you want to make to that document at this stage?
Mr Kelly—There is one small change: ARAFMI Hunter is a branch of ARAFMI New South
Wales, which is part of the ARAFMI National Council Inc.
CHAIR—Thank you. I now invite you to make a brief opening statement, after which we will
go to questions. Do you both plan to speak in the opening statement?
Miss Skillen—No; I will be speaking. ARAFMI’s main objective is to provide support for the
carers of the mentally ill. ARAFMI Hunter see this inquiry as an opportunity to comment on the
need for the government to increase support for carers and also to raise some issues of concern
for carers.
The first term of reference ARAFMI Hunter addressed in the submission was:
g. the role and adequacy of training and support for primary carers in the treatment, recovery and support of people with a
mental illness.

ARAFMI Hunter believe that the training and support for primary carers in the support of people
with mental illness is adequate because of the services provided by ARAFMI and other carer
based organisations. However, ARAFMI Hunter believe these services are limited because of
insufficient funding. ARAFMI Hunter recommend that their funding be increased so that they
can provide a higher level of support for primary carers in the support of their mentally ill loved
ones.
Furthermore, ARAFMI Hunter believe that mental health professionals provide inadequate
support for primary carers in the treatment and recovery of a person with a mental illness. This is
because mental health professionals cannot give primary carers enough information about the
mentally ill person in their care, due to restrictions placed on them by the Privacy Act. This
limits the level of assistance carers can provide in the treatment and recovery process. ARAFMI
Hunter recommend that the Privacy Act be amended to take into account the need for carers to
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have as much information as possible about the mentally ill person in their care, and also that
mental health professionals be trained in family-sensitive practices.
The next term of reference that ARAFMI Hunter addressed in our submission was:
l. the adequacy of education in de-stigmatising mental illness and disorders and in providing support service information
to people affected by mental illness and their families and carers;

ARAFMI Hunter believe that education has been inadequate in destigmatising mental illness and
providing support service information. ARAFMI Hunter believe that education about mental
illness has been inadequate because of insufficient funding for education and for organisations
like ARAFMI who aim to provide this education. ARAFMI Hunter recommend an increase in
their funding so they can put in place more widespread campaigns to destigmatise mental illness
and provide a greater level of support service information. We also recommend that there be an
increase in education in schools about mental illness and among mental health professionals and
law enforcement and general health services. Finally, ARAFMI Hunter recommend that the
government fund an advertising campaign which brings about greater awareness of common
mental illnesses.
The final term of reference ARAFMI Hunter addressed in our submission was:
m. the proficiency and accountability of agencies, such as housing, employment, law enforcement and general health
services, in dealing appropriately with people affected by mental illness.

ARAFMI Hunter believe that these agencies are mostly proficient and accountable in dealing
appropriately with people affected by mental illness but that there are still some problems, such
as difficulty in gaining employment and certain treatment by law enforcement agencies.
ARAFMI Hunter recommend that these agencies abide by the National Practice Standards for
the Mental Health Workforce. More specifically, ARAFMI Hunter recommend that a specialised
employment service be established with staff who are trained to be empathetic to people with
mental illness and also that law enforcement agencies receive better education about mental
illness.
CHAIR—Thank you very much for that submission. I will begin questions by asking you
about that last point. You are recommending that agencies abide by the National Practice
Standards for the Mental Health Work Force. Does that suggest that they are not currently? If
they are not, can you give us some examples and tell us how that problem ought to be fixed?
Mr Kelly—That is a general comment. Being specific in this area is difficult. There is a lot of
reliance put on the privacy act particular to New South Wales. That inhibits the performance of
carers and inhibits the performance of other organisations. For example, we have in place in
New South Wales a system whereby people who are critically ill with a mental illness can be
scheduled and then taken to hospital by police. Very often when they get to the hospital, because
of problems with accommodation if their case is considered not to be very acute, they are sent
off again in the company of the police who brought them there. This is very demoralising for the
police as they have to take the person back to where they got him or her from and say, ‘I’m
sorry. He’—or she—‘was considered not to be a hospital case.’
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CHAIR—On the question of stigma, which you mentioned earlier, is there any clear evidence
that shows that it is ignorance about mental illness which causes the stigma problem? I think this
is a challenging question. The reason I raise it is we have had a couple of witnesses who have
said, ‘That’s perhaps not the cause of the stigma.’
Mr Kelly—I will give you a brief example. I was featured in an article in the local newspaper
in Maitland. I went to a local Vietnam veterans’ legion meeting last Monday night. After that
meeting, two members came up to me and said, ‘We’d like to have a talk with you later.’ Each of
them said they had a relative with a mental illness and they had a problem there. I had been in
the organisation with them for some five years. They had not mentioned anything about mental
illness amongst their relatives up to that time and we are a very friendly group. They just did not
want to mention it because of the stigma which is involved in having a relative with a mental
illness.
CHAIR—Let me put to you a couple of arguments about whether it is information that gives
rise to stigma or something else. It was suggested that it is the way the media approaches mental
illness and that the media probably are not ignorant about mental illness—you may disagree with
that, I do not know. The other was that perhaps the problem with mental illness is the perception
that this problem is not overcome in most people; recovery is not likely. Could you comment on
those two aspects of stigma?
Mr Kelly—As far as the media is concerned there is an attitude that mental illness will be
connected with crime. The evidence is that there is no higher rate of crime amongst people with
a mental illness than amongst the general population but we are all familiar with the headline,
‘Schizophrenic attacks wife’. That type of headline, which draws attention and sells newspapers,
does not help the cause of people with a mental illness.
CHAIR—So you would accept that the media know that other people attack wives as well?
Mr Kelly—Exactly true, but they sell newspapers also.
CHAIR—Indeed.
Mr Kelly—Your second point was about education.
CHAIR—Yes, I am just trying to explore this question of whether what we need to deal with
stigma is education or something else. The other point that I made was that there is no stigma
attached to other physical problems people have, precisely because they mostly get over them.
Mr Kelly—People do not get over diabetes; they do not get over gout. They have to be
medicated for those conditions and live with them for the rest of their lives. People with a mental
illness have a similar problem that, if they do not take their medication, they do not get relief
from the symptoms of their illness. I think that is part of the education which needs to be
stressed. It is an illness that needs medication. It needs other activities as well as medication for
the person to become well. Very often the medication for mental illness causes people to slow
down. They sleep for long periods and when they are employed they tend to get stressed by what
we call a normal work day, which is eight hours, and a normal work week, which is five days. So
they need to have work which they can handle. The great majority of them want to work, but
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they cannot obtain suitable employment. Employers are not aware or are not prepared to have
these permanent part-time jobs for people with a mental illness.
Senator HUMPHRIES—You have raised in your submission an issue that has been raised by
a lot of people about the barriers that the Privacy Act presents to families stepping in and helping
steer a family member with mental illness towards treatment and a protective kind of regime.
Advocates for mentally ill people have argued, though, that you need to give people a sense of
control over their lives. It is only when they have that control and they make the personal
judgment to seek treatment that they can actually start to profit from intervention by
professionals and so on. What do you think is the right balance there? Do you accept that
sometimes it is possible that the intervention of family members in the decisions that a person is
making might damage that person’s prospects of seeking and obtaining treatment?
Mr Kelly—Take anyone with an illness other than a mental illness who is in the care of carers
at home. If there is a regime of medication, for example, perhaps the person has a bit of
dementia and cannot remember to take the medication. This is very often the case with people
with a mental illness. There is a need for the family to supervise the medication but they are not
given the required information as to what is to be taken when to help with that supervision. Also,
people who are close to someone with a mental illness are determined to do the best they can for
those people. It must be realised that those close to someone with a mental illness are the first
line of care and are part of the recovery process. They are equally as important as the case
managers, the clinical workers and the psychiatrists in the organisation. They cannot do their job
properly unless they get the education and the acknowledgement that they are part of the team.
I take what you say about the necessity for a person with an illness to accept that they have an
illness and to deal with the psychiatrists. But there is no separate mechanism for them to accept
the clinicians, the nurses, the social workers and the case managers in the team. They all seem to
get into the act but the line is drawn at the people who are at the front—they cannot get into the
act.
Senator HUMPHRIES—Do you think there is a case for saying that family intervention in
those circumstances should be limited to cases where there is perhaps somebody else who can
overview that process, like a public advocate, a public trustee or an officer designated under a
guardianship type arrangement who can say that in the circumstances they think it is appropriate
for the family to be involved in the management of the medication regime or in looking after the
financial affairs of the mentally ill person? Having that kind of imprimatur from some public
authority might be better than having an arrangement where families step outside the Privacy Act
and just get involved and interfere in the doctor-patient relationship and so forth.
Mr Kelly—Do we have that sort of thing in a serious physical illness?
Senator HUMPHRIES—No.
Mr Kelly—Why the difference?
Senator HUMPHRIES—I suppose people would argue that in a physical illness people will
generally make a decision to accept medication or not. If a person with a physical illness says,
‘No, I’ve decided I will not accept this medication,’ we respect and honour that choice. We do
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not force someone to accept medication for any other kind of illness if they do not wish to accept
it. I think you make a very compelling case for saying that there should be more rights for
parents and family members to be involved. Today we have had a large amount of evidence of
cases where the lack of that involvement has led to quite damaging outcomes for the individuals
concerned. But it is a question of allowing that to occur without demolishing our whole legal
system, which is built around autonomy and the right of individuals to make decisions about
what is in their best interests even if they might not be capable of making the best decision in
their own particular circumstances.
Mr Kelly—I believe that people with a mental illness have been segregated for too long. It is
time that they were treated in a similar fashion to people with other illnesses. I think, with all due
respect, you are just pointing out the very fact that they are different and the community looks
upon them as different and needing different treatment or different attitudes.
Senator FORSHAW—I want to follow up on the issue of the operation of the Privacy Act. I
understand what you are saying, Mr Kelly, but I think we are trying to focus on recognising, as
your organisation does, that there is a role for carers of people with a mental illness because in a
lot of cases they may not be capable of looking after themselves, particularly in certain episodic
times. That extends to a range of other illnesses, including dementia, Alzheimer’s and so on.
We then have to deal with that part of your submission which says you want changes to the
Privacy Act. Let me give you one example I had to deal with where a mother contacted my
office. Her son had been diagnosed as schizophrenic and he also had substance abuse issues.
Once he turned 16, under the Centrelink arrangements he then had to apply for a disability
support pension himself. He could not rely upon his mother, who previously had been accessing
the payment for him. He would not do it himself because he had a thing about signing forms and
dealing with authority. She was terribly concerned about him. He was not living at home. His
circumstances were such that he was not looking after himself but he would not actually access
an entitlement. When she tried to deal with Centrelink she could not get too far. When I tried to
deal with Centrelink I ran into the same problem, unless the individual had given me some
degree of authority to make inquiries on his behalf. So that is the context if you like. The issue
then arises: if we were to provide some sort of mechanism for the Privacy Act to be waived in
certain circumstances, there has to be some way of ensuring that that is not abused. I think that is
in part what Senator Humphries was getting at.
Mr Kelly—Yes, I can agree with that.
Senator FORSHAW—What is the best way to do that? We have consumer organisations who
have come before us and people who are sufferers of mental illness saying often at times they
think that with carers it is a matter of power. The carers are maybe not listening too much to the
needs of the individuals. I do not necessarily accept that at all because I think most carers are
trying to find the best help for their loved ones.
Mr Kelly—Sometimes they do the wrong thing, and that is through lack of support and
education.
Senator FORSHAW—And stress and pressure.
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Mr Kelly—Yes, and stress. There is a lot of stress involved, particularly in the initial years of
the occurrence of a psychotic episode. That problem extends to the carers as well in being able to
obtain the carers’ allowance. Before they can apply there must be a letter from a psychiatrist to
say yes. He will not give the letter unless the consumer gives the okay. It extends personally to
the carers as far as the carers’ allowance is concerned.
Senator FORSHAW—Are there a lot of instances brought to your attention from carers about
running up against privacy considerations and that sort of regulation from the government
departments and agencies? Earlier you spoke about medication, which presumably is with the
doctors, the medical profession and the community health workers. There is that whole other
side of it.
Mr Kelly—There is.
Senator FORSHAW—Is that a constant concern?
Mr Kelly—That is a constant problem. There is also the problem of the interpretation of the
rules by Centrelink. I personally had such a problem with my son. He was in hospital at the time
and he received a letter from Centrelink. It was addressed to him, but he had not opened it
because he was ill. We opened it, which was probably the wrong thing to do, but it was doing the
right thing by him. It was a demand by Centrelink for him to present himself for examination by
one of their nominated doctors. We said, ‘Hang on. You’ve had a letter from your specialist
psychiatrist. What’s all this about?’ They said, ‘We must have him examined by one of our
doctors who would be a GP style medical person.’ We thought he would not have the
background to determine whether our son was true in what he was claiming.
Senator FORSHAW—How did you deal with that? We also hear this from people with other
disabilities.
Mr Kelly—We asked for a supervisor. As it happened, the supervisor had a brother who had a
mental illness, and the demand was cancelled.
Senator FORSHAW—This is the sort of thing I hear constantly. Although there might be a
long history on the file of a psychiatrist or a GP somewhere, you run into this sort of problem.
One of the other areas of concern for carer groups—carers of those with not only a mental illness
but also other illnesses or disabilities—occurs when the carer gets older. With thoughts that they
may soon leave this earth, carers have concern and anxiety about how their son or daughter, who
is at home with a serious ongoing mental illness, is going to be looked after.
Mr Kelly—Yes. What happens when I go?
Senator FORSHAW—Yes. You obviously would come up against that in your group. Do you
have any comments on that aspect and how we might approach it?
Mr Kelly—I believe that some carers are unnecessarily worried about that situation. It is our
general experience that consumers do pick up the reins and start to really look after themselves
when their carers are gone. They are usually of a more mature age and have settled down into
their medication regime and are living with the illness. They are much better able to look after
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themselves. That is not the case in all cases. There must be some who would tend to go off the
rails. I think you have to take each case as it comes, but I do think some provision should be
made to oversee the lifestyle of people who have recently deceased carers.
Senator WEBBER—Before going on to a couple of other issues I would like to go back to
what you were saying about Centrelink. I am pleased to hear that you were able to resolve the
issue in your son’s case. To the knowledge of your organisation, how common is it that
Centrelink will write to someone wanting them to see their own doctor rather than accepting the
word of the treating psychiatrist that this person is seeing?
Mr Kelly—Frankly, I do not know.
Senator WEBBER—It would alarm me that they do not accept a specialist’s assessment of
someone.
Mr Kelly—Even one case should alarm you. I am only able to cite one case.
Senator WEBBER—That is perhaps something that we need to have a look at because that is
really quite disturbing. When we talk about carers, we usually talk about parents, but I want to
discuss with both of you what kind of support there is and whether there is adequate support for
the children of those with mental illness who sometimes have to become the adult in the
relationship. The carer is way ahead of time. That would seem to me to present its own
challenges. What kind of support do we offer them? What kind of increased support do we need
to put in place?
Mr Kelly—As an organisation, we acknowledge this problem. We are very stressed with
funding. In a couple of branches we have what we call Young ARAFMI operating. It does not
operate everywhere. It is run according to the funding available and the availability of suitable
facilitators for that program. There is certainly a definite need.
Miss Skillen—ARAFMI do actually provide workbooks and things for children to help them
understand the mental illness of their parent, but more needs to be done somewhere.
Senator WEBBER—So apart from that you are not aware that there are services—not
necessarily by ARAFMI—
Miss Skillen—I am not aware of it anywhere else.
Senator WEBBER—It is a significant challenge. In your submission, you talk about the
proficiency and accountability of agencies and you talk about the need for a specialist
employment service, which other witnesses have spoken to us about as well. I think you
mentioned, Mr Kelly, the need for more work to be done with employers to help them get over
the stigma of employing someone. Some of the evidence we had this morning was about needing
to do more work with people who are in public housing. We had evidence this morning about
people who have a severe episode and get admitted to hospital for a length of time if they are in
public housing. Often the department will then put pressure on that person, through the social
worker at the hospital or what have you, to get them to relinquish their housing so they can place
someone else. Does that happen in your region?
MENTAL HEALTH

MENTAL HEALTH 60

Senate—Select

Wednesday, 3 August 2005

Mr Kelly—It does. However, we are an organisation of relatives and friends of people with a
mental illness. There is a large number of people with a mental illness who do not have relatives
and friends. They have de facto friends in the form of St Vincent De Paul or the Salvation Army
and other charitable organisations that provide accommodation. Of those people who are in that
accommodation, 70 to 80 per cent have a mental illness. The de facto carers of those people are
the staff in those organisations, and they are even worse off than the relatives in obtaining
information which can help them in their attitude towards people with an illness. It is very
necessary that the staff in such situations have a good understanding of mental illness.
Senator FORSHAW—Can I just ask one other question, about the availability of respite care.
This has been raised with us, and I am thinking here particularly of carers who are full-time
carers being able to get some free time, if you like. Is there a major need for that, or is it more
that it needs to be specialised?
Mr Kelly—Probably the involvement of the consumer in organisations such as the Psychiatric
Rehabilitation Association and the Psychiatric Rehabilitation Service, which provide activities
for people with a mental illness. That does provide some respite for carers. On the Central Coast,
for example, ARAFMI saw a need: there were no opportunities for social activities for
consumers, so they instituted a program of social activities. While the consumer is away on such
activities, that gives the carer some respite. Longer term respite is almost impossible because
there is no provision for long-term care of the consumer except in their home environment. If
they are on the streets, well, that is another problem.
We in the Hunter do have another alternative, which is weekend retreats for carers, which have
been very successful. We take them away to a camp, if you like. It is pretty cheap
accommodation which they can afford, bearing in mind that carers are usually financially
embarrassed by the work they have to do for their loved one. So we have a low-cost weekend
retreat where there are other activities, and they have become very popular.
Senator FORSHAW—Yes, I think you referred to that in your submission.
Mr Kelly—Yes, I think I did.
Senator FORSHAW—Thank you.
CHAIR—Thank you very much for your submission today and for coming in and appearing
before the committee. It has been really helpful.
Mr Kelly—Thank you very much. I would just like to record our thanks to Lindsey Skillen,
our volunteer, who did such a good job on the initial submission.
CHAIR—Indeed.
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[2.08 pm]
PONDER, Mrs Sharon Eileen, Private capacity
CHAIR—I welcome to the table Mrs Sharon Ponder. You have provided the committee with a
submission which we have numbered 84. Are there any changes or additions you want to make
to that document at this stage?
Mrs Ponder—Not particularly, no.
CHAIR—I invite you to make a brief opening statement, after which we will resume with
questions.
Mrs Ponder—I have no doubt that there will be many professional people appearing before
the Senate select committee, people who work daily with the mentally ill. I know it is a
challenging and demanding job, and it is one that I do not envy. Undoubtedly, many of those
people will provide you with facts, figures and relative percentages, and refer to optimum
overseas models. Those things are important and they need to be spoken of. However, I am not
one of those people. What I have to say today is anecdotal; it is the human side of the coin. You
have my submission, so there is no need for me to rehash the particular instances I spoke of. I
am the youngest of Dawn and Jim Woods’s four children; there are three boys and me. The next
in age to me is Anthony John Wood. My brother Tony was diagnosed as a sufferer of paranoid
schizophrenia when he was approximately 37. That was a later diagnosis than many, as I
understand it. Perhaps, with greater awareness, that diagnosis may have been made earlier—and
who knows what a difference that may have made.
Tony was mentally ill, homeless and lived on the streets of Sydney. He survived the streets of
Sydney for many years, and some days were better than others. He has been bashed, glared at,
sworn at, called a madman, stepped over and around, avoided, pushed, bullied, beaten, spat on
and punched. He has survived deity delusions, persecution complexes, monsters, evil beings,
euphoria, mania, depression, alcoholism, schizophrenia and paranoia. In my company, he has
sought help time and time again from our health system. We have sat in emergency rooms,
waited for three, four or 5½ hours and received no attention for a clearly psychiatrically ill man
with a previous history of admission at that very hospital, whilst others who came in well after
us were treated and long gone. To be told by a staff member in that hospital that we would have
to wait while ‘truly sick people are treated’ is offensive and unacceptable. To be told that the
only way to have someone admitted to a psychiatric ward any time outside 9 am to 5 pm is to
present at the accident and emergency room of a hospital is lunacy. Crises rarely strike at
convenient times—during office hours.
Having read the terms of reference of the Senate select committee, I wanted to ensure that my
brother had a voice he did not have in his life. When our system chooses not to listen to and not
to hear those who have lived with people such as my brother, it does us all a huge disservice and
is a huge cost to us collectively as a society. When our system chooses to devalue, ignore and
disregard the valuable, intimate knowledge and understanding that one family member has of
another family member, there is a large price to pay for all of us. There needs to be a place
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within the system to ensure that families of the mentally ill have a voice and will be heard in
their pleas for help for their loved one. We need to ensure that a family member presenting with
a loved one at midnight at one of our hospitals is not told that getting someone admitted for
psychiatric treatment outside the hours of 9 am to 5 pm is nigh impossible.
Presently, a family member will not be given information about the treatment or medication
being provided to their loved one. We are not told of possible side-effects or reactions to the
drug, or to the withdrawal of the drug, whether it be withdrawn by the medical people or by the
patient themselves. That information is often given to our loved ones whilst they are thoughtdisordered. What use can that be? And yet, we are their carers. Either up close or from a
distance, we are the ones who love them. We agonise over them and for them.
We must preserve the rights of the mentally ill, not take away those rights. They have the right
to good, fair and well-considered treatments. At this time in my mind they do not have any of
those. One method would be, for want of a better term, a floating power of attorney. It could be
given when the patient is medicated and well. It would allow for decisions to be made on their
behalf when they themselves are unable to do so in their disordered thinking and yet it would
allow for those decisions to be handed back when thought is more ordered due to ongoing
treatment and medication.
I do not profess to have the answers for this problem. If I did, I would have been able to
ensure my brother received the treatment and assistance he deserved. My brother led a tortured
existence for many years. We wanted only a place of peace for him. At approximately 11.30 pm
on 6 October 2003 Anthony John Wood was sleeping in Regimental Square near Martin Place in
Sydney where he had slept for a number of years. He was wrapped in a blanket, his head resting
on his knapsack, and he was sleeping soundly—for him—just another homeless man in this city
we live in. He was murdered as he slept. That man was my brother Tony, my big brother.
The man who murdered my brother suffers schizophrenia. His family too over and over again
sought assistance from our mental health system—time and time again. The system failed that
family as much as it did mine. They are as much victims as my family is. For many reasons the
words ‘not guilty of murder on the grounds of mental illness’ are some of the most painful words
I have ever heard. There is much I would speak of in relation to the Mental Health Act as to
justice. As a result of the verdict I mentioned in my brother’s murder there is no conviction
recorded and therefore no criminal record. Therefore no DNA testing is done, unlike for all of
the serious offenders. There is no allowance for me to provide the court with a victim impact
statement due to this verdict. Each and every six months an appeal can be made to the Mental
Health Review Tribunal for the forensic patient to be released with no conviction for murder or
manslaughter on his record or parole type conditions on his release into society. But I accept that
this is not the forum for a further discussion on those points. Suffice perhaps to say that in all
ways possible in life and in death, I feel that the system let my brother down. It is not the way I
would have wanted it, but Tony has his peace. Thank you.
CHAIR—Thank you very much, Mrs Ponder.
Evidence was then taken in camera but later resumed in public—
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[3.23 pm]
GURR, Dr Roger, Chair, Policy Committee, Comprehensive Area Service Psychiatrists
Network
ROSEN, Professor Alan, Secretary, Comprehensive Area Service Psychiatrists Network
CHAIR—I welcome our next witnesses. Would you like to mention anything about the
capacity in which you appear?
Prof. Rosen—We represent the Comprehensive Area Service Psychiatrists Network, which is
a network of senior psychiatrists in the public sector, particularly in New South Wales but with
strong connections with people in the network from other states.
CHAIR—The committee has the submission you made, which has been numbered 108. The
committee also has the documents you provided today. Are there any changes, other than those
you have handed us, that you wish to make to that original document?
Prof. Rosen—We have given you some additional documents, particularly one from the
consultation and liaison network, which is also connected with the college section of
Consultation-Liaison Psychiatry. There are some recent items in the press, which are an answer
to a campaign that the Australian has been running over the last two weeks and are particularly
oriented towards reinstitutionalisation. We thought they needed answering with evidence, so
there is both an interview and an invited article from two Weekend Australians.
Apart from that, there is a list of priorities put together from the themes of the Mental Health
Services Conference of Australia and New Zealand, which also provides a forum for the debates
on these issues. Their priorities are to improve public mental health services and promote the
National Mental Health Strategy, to make sure it is realised.
CHAIR—Thank you. I invite you to make a brief opening statement, after which we will go
to questions.
Prof. Rosen—I want to start by saying that there is clearly a huge gap between need and
resources on the ground. There is a debate in the literature over whether we need extra resources
but, looking at services on the ground, the resources we started with in real terms have been
greatly depleted.
We believe that the National Mental Health Strategy is a good document—it is basically a
sound document—but it has never been implemented properly. This is partly the responsibility
of the Commonwealth, for not providing sufficient positive signals since the first strategy—
which spanned the first five years since 1992. Some strong financial signals were provided then;
they have not been provided since. Secondly, the work force issues that the Commonwealth has
responsibility for make it hard to recruit staff to positions we need. Also, there is the issue of the
states not implementing the strategy clearly—partly because of the way the states interpret their
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responsibilities and partly because of the lack of very clear signals of how they should
implement them. I would like to hand over to Roger, and then I will take up some issues.
Dr Gurr—I particularly want to highlight some of the issues shown in the two graphs I have
distributed today. These are graphs of public data from New South Wales, but I am sure the other
states are very similar and Jonathan Phillips, who recently resigned as the director of mental
health in South Australia, agrees that these issues are very common across Australia.
The first graph, which is in black and white, shows you what has happened to the overall
number of admissions in New South Wales. There is an aberration in the middle of it, where
someone in the department accidentally included the day-only admissions and we could not
tease them out afterwards. Otherwise all those figures are the overnight admissions.
The bottom graph shows you the number of people being admitted involuntarily. I can tell
you, from 20 years of working in Blacktown, that before 1992 we had pretty much a straight
line. It was only increasing slowly with population growth. From 1980 through to about 1990, I
used to be able to use about 11 to 14 beds in Cumberland hospital. We opened 30 beds in
Blacktown in 1992 and we only admitted 250 people in the first year, which was about the
equivalent of 12 beds.
Then it just took off. The second graph—this is the coloured graph—shows you how much it
changed. The number of involuntary admissions has almost gone up fourfold in that period. The
next line down, in red, is the number of people who have stayed in hospital long enough, and
have been sick enough, to get to see a magistrate. That is the number of magistrate hearings—the
number of those involuntary patients who got to see a magistrate. You can see that that has been
really shooting up in recent years.
CHAIR—I am sorry, Dr Gurr. Could you please explain—
Dr Gurr—Under the New South Wales Mental Health Act, people come in with a schedule
document from a doctor or a section 24 certificate from the police. Normally they then have to
see a trainee in psychiatry, who writes a form II to certify that they should remain as an
involuntary patient. That is followed by a second certificate from a consultant psychiatrist. They
then have a magistrate attending once a week. Those people who have come in as involuntary
patients, and who the treating team believe are going to need to stay for a longer period as
involuntary, are brought before the magistrate with an advocate representing them. Mostly it is
done by negotiation; if the person is settling and we believe that we can negotiate with them to
become a voluntary patient or that they can be discharged, then the process is stopped at that
point and the person either stays as a voluntary patient or goes home.
We have seen an increasing severity in the level of illness in the people coming in. Some
people are remaining very unwell for longer periods of time. We have also had an increase in the
involuntary status in the community. The yellow line at the bottom represents the increase in
people going out of hospital on community treatment orders, which are orders that usually
include compulsory medication but are intended to also include activities of rehabilitation and
other factors enabling staff to visit them to provide care.
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We have a real increase in the involuntary nature. The question is: why is this so? This has
really surprised the system. I think it took a long time for people to recognise what was
happening. From talking to the National Drug and Alcohol Research Centre at New South Wales
university, it is clear that this period in the mid-nineties was when the bikie gangs got into the
amphetamine business and virtually home-delivered amphetamines to whomever wanted them. I
know this happened in Blacktown. People stopped smoking cannabis leaf and moved to smoking
cannabis flower heads. They started hydroponically growing these things at home in their attic,
garage or whatever. We have just had a continuous increase in the use of stimulants and cannabis
in particular.
The dual diagnosis and the comorbidity has been the factor that has really brought about a
change. It is not about the institutionalisation. That happened in New South Wales well before
this process. I ran a community based service in Blacktown for many years there without any
problems like this after the Richmond report and after all those changes that occurred. These
changes also had a huge effect on staff morale. They have had a huge effect on community based
staff trying to maintain people as well when they are totally unpredictable because of substance
abuse. It also increased the suicide risk and certainly increased the violence risk. I do not know
whether you have had any discussion with Paul Mullen from Victoria, but he has done excellent
research showing the connection between substance abuse, mental illness and levels of
criminality and violence. If you just have schizophrenia without the substance abuse, your
criminality and violence is virtually unchanged from the rest of the population. We get more
rapid relapses and more involuntary patients.
The Commonwealth funded the MH-CASC study to look at case mix in mental health and to
cost the inputs and what actually happened with those. They sampled a quarter of Australia’s
mental health activity for the space of three months. That showed that, if you looked at it in casemix terms, you begin to ask: where is the cut-off? What are the factors that mean you can show
what is going to be expensive and what is not? Involuntary status was by far and away the factor
that showed increased costs. That is because of all these other requirements that come from the
involuntary status. The dual diagnosis issue has really affected that.
With regard to costs, you had Gavin Andrews here this morning. Gavin tends to say, ‘You
don’t need more money; it is just how you spend it,’ but I think that Gavin is using data that is
based more on pure diagnosis rather than the complexity of mixtures of diagnoses and other
factors that we have to deal with. It is older data that occurred before these changes happened
with comorbidity. I think he probably also does not adequately include all the costs of overheads,
which would really have an effect. The on-the-ground experience is that we have had much
higher costs and much more difficulty in managing the case load.
There is also the changing environment. The progressive reduction in Medicare rebates, which
is due to the Commonwealth only increasing those rates by half of inflation or less and certainly
less than half the average weekly earnings increase per year, has meant that most private
psychiatrists have stopped bulk-billing now, even for health care card holders. With lower
comparative incomes for psychiatrists as well because of the fact that they see a much higher
proportion of patients on income support benefits, we have had a diminution in people choosing
to do psychiatry. In fact, the latest figures show a reduction in private psychiatry and a reduction
in the services they get per person and per psychiatrist.
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We have noticed in the public sector and on the ground a doubling of presentations for
assessment in mental health over the last three years or so. So that is a very rapid increase. In a
sense, the Commonwealth, because of the way it has behaved, is actually having an effect on the
states in terms of what they have to then provide. We have also noticed the cost shift in training.
The Commonwealth has moved away from providing the practical knowledge and competencies
that the staff require because the universities stopped funding student units in hospitals and
treatment services. They withdrew all the money to pay for research assistants to produce papers.
We now find that once people come out of their courses, whatever their discipline is, we have to
put in a lot more effort and time providing that practical training and developing their
competencies. So this is a shift from the Commonwealth training budget to the state health
budget.
The last thing I wanted to talk about was just mentioned—that is, about the area of need
psychiatrists. In my paper you have which I put up a couple of years ago at a Double Trouble
summer forum, I mentioned the huge increase in the number of positions being filled by area of
need doctors, both as consultant psychiatrists and as junior medical staff. This is a real problem
because the public sector is the training ground for the next generation. If we have a situation
where the majority of staff in major teaching hospitals are now area of need psychiatrists coming
in from overseas, the registrars and the trainees believe that they are going to get secondary level
training from people who have not passed the Australian college exams and who do not have the
culture of the requirements for the Australian college and Australian practice. I think that a lot of
the people who do come from overseas do lack the psychological and social systems skills that
we expect, so there is less psychological thinking about what is happening. There is more a
tendency to treat it as a medical model of diagnoses and physical treatments rather than really
understanding the needs of families and the needs of the consumer in a psychological sense. I
will stop there.
Prof. Rosen—I would like to address the dismantling of the building blocks of community
mental health services. I am aware that the preponderance of submissions to the inquiry have
been about the need for increased community care. I think there has been a lack of consistent
implementation of the evidence based building blocks of community care and there has been a
dismantling—sometimes an unwitting dismantling but sometimes a mindful dismantling—of the
components of community care which are evidence based and which should balance the hospital
services to prevent the growth in hospital admissions—particularly involuntary admissions,
noting that our involuntary admission rate is much higher than it is in many other Western
countries.
I will just add a footnote to what Roger was saying about the evidence from Paul Mullen that
it is not schizophrenia but drug and alcohol components that cause an increase in violent crime
and offenders being imprisoned. That is summarised in an article in the Australian last weekend.
The issue with Gavin Andrews’s level playing field and not wanting necessarily to increase
funding is because he is not looking at the contextual issues of how you actually have to
establish healing and recovery services in a context which is conducive to consumers and their
families and you have to create those contexts, not just the actual interventions themselves,
provide welcoming facilities and make sure you maintain those facilities.
In terms of that, I refer you to the set of slides on the 25th anniversary review, which is a
review of 25 years of seven days and nights per week integrated mobile mental health services
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which started in New South Wales and then spread, through the National Mental Health Strategy,
to other states. So, going mobile, going into people’s homes and doing it on a seven days and
nights per week basis started in New South Wales. In fact, it started with David Richmond’s
report. I note that David Richmond has again been given a key post within government here, in
the last day. He was one of our mentors in this exercise about six or eight weeks ago, as were
Jim Lawson and Bill Barclay, who also presided over helping to get the community mental
health and community health reforms going in New South Wales and across Australia.
In that set of slides, which you have before you and which were also submitted electronically,
there are issues about how both finance and law and order priorities are driving the mental health
agenda nationally and certainly in this state. It seems to be, first of all, financial imperatives that
have caused health administrations to declare that mental health centres and community health
centres are surplus property and that they should be sold off and put back in general hospitals.
They have already started doing that in central Sydney. They have done it in my catchment. They
have done it in various country jurisdictions. They have also done it in Sutherland.
The idea that placing community services back on hospital sites provides you with greater
critical mass for the safety of staff ignores the safety of both clients and their families and the
community. There should be a balancing point, where you can actually do a home visit in safety,
because the logical conclusion of an argument that says, ‘We are placing all these services back
on hospital sites for the safety of staff,’ is that eventually we will no longer do home visits.
Certainly, community teams have so many pressures once they are based back on a hospital site
that they start doing much fewer home visits, and teams eventually do less outreach and become
more sedentary. That is also my experience working in the far west for the last 20 years, as I do
regularly. I have seen that result in both small and larger towns in the far west.
If you look further through the slides, you will see that we have lost a lot of clinical leadership
in the services here, and I get the same impression elsewhere, in other states. There are at least
10 services listed there that have lost their clinical directors or actual directors, who are
psychiatrists. We are a psychiatrist network so we particularly notice when we start losing
psychiatrist leadership, but we are losing other leadership as well. It is very hard to recruit
replacements for those people, particularly people who have sufficient experience to work with
this increasingly complex population, as Dr Gurr has mentioned.
The other thing to note is how many crisis services are being dismantled. Crisis services
should work during and outside business hours and should work on a mobile basis, seven days
and nights a week. We have noted that at least half a dozen crisis services in this state alone have
retracted their staff to emergency departments only after five o’clock at night—quite often for
very good financial or staffing reasons, but that is superficial. I think what is really happening is
that people are losing the culture and management are losing the culture of valuing these
evidence based building blocks when they are under huge financial pressure to make savings.
As for the other states, I am told by my colleague in Victoria that a lot of crisis services are
now based in emergency departments at nights and on weekends. They are doing much less
outreach and they are losing that culture of visiting people in their homes and helping people
with their crises in their homes. When you present at an emergency department, you tend to
present with a lot more clinical symptoms. When you present and get an evaluation at home, you
tend to present with more life problems between people. We are losing the ability to see the life
MENTAL HEALTH

MENTAL HEALTH 68

Senate—Select

Wednesday, 3 August 2005

problems as well as the high salience of clinical issues. Just to get attention at an emergency
department, you need to present with a lot of symptoms. So we are losing that in various states.
With regard to assertive community teams, you will have noticed in the national press in the
last two weeks complaints that people are leaving Risdon Prison without a care plan. And yet, in
the same week, a proposal has been floated, which I picked up at a Commonwealth health
meeting, which states that they are dismantling the only assertive community treatment team in
Hobart. This is at a time when they need more assertive community teams because there is
evidence that they work really well with past offenders. They stabilise these people and they stop
reoffending. They are dismantling that at the same time as they are getting complaints about
people coming out of prison without care plans.
Similarly, there are numerous press reports in this state about homeless people with mental
illness and how they end up in prison or are dying in the streets. The assertive community team
that used to serve the population of Kings Cross in this state and worked really well—there is
four years of research showing how well it was working in stabilising the homeless, finding
them homes, getting them treatment, getting them into hospital if necessary and stabilising them
in the community—was obviously not sufficiently valued to keep it going. Now there is a new
director who is trying to rebuild those evidence based building blocks but is finding it very
difficult to do so, as you can imagine.
I know you have heard about Dr John Hoult from previous submissions. I have a copy of an
article he sent to the Sydney Morning Herald—it was not published, but he was interviewed on
the basis of it for an article in the Australian last year—which shows a comparison between
Kings Cross in Sydney, when he worked there, and Kings Cross in London, which has a very
similar catchment. It says that the results in Kings Cross in London have been a lot better in the
last two years—they have been implementing the New South Wales and Australian model and
emptying beds—while we are dismantling these evidence based building blocks and trying to get
by with many fewer community staff. Kings Cross in London has double the number of
community staff that we have per hundred thousand. They have similar problems. They are
emptying beds. They have 50 empty beds at night—they used to have to buy private beds—
while in our Kings Cross catchment we are still struggling to find beds.
The major concern here is that a strategy has taken over across Australia lately which is to let
the community building blocks go and to have a bed oriented policy. We are building more
psychiatric emergency centres, which are appreciated by desperate services as they are losing
resources generally. We are all getting cutbacks in positions on the ground, so we are
appreciative of whatever resources we can get. But, on the other hand, if you only build
psychiatric emergency centres to complement your inpatient units and emergency departments,
they are going to gum up as well, unless you have the evidence based community facilities to go
alongside them.
The last issue is the need for a mental health commission, and I know that you have that paper
before you. We feel strongly that no national policy will be properly implemented unless there is
an independent watchdog and an independent monitor. I am aware that you have interviewed the
New Zealand Mental Health Commission. A mental health commission has been in action in
Ireland since 2002, which also combines some of the other functions that we have in our states,
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such as the mental health review tribunal, but also overviews the quality and standard of
services.
The argument we usually get against a mental health commission is that you cannot
implement it in a federated system, but England has implemented something that meets some of
the same priorities of the New Zealand one. The National Institute for Mental Health for
England have seven areas which are as big or bigger than our states in population and they seem
to be able to cohere as a nation in terms of serving these priorities.
CHAIR—On that last point, Professor, it was a very useful meeting we had with the New
Zealand commission; however, we were disappointed to hear that, like Australia, most of the
money is going into the most acute end of the spectrum and very little is going into prevention
and early intervention. However, that is a side point. I wanted to raise a question about
psychiatrists. We are hearing that a lot of psychiatrists are now engaged in private practice,
particularly in private hospitals, that there is a rise in the number of people with private health
insurance who are accessing that service and that it is a good one. To what extent do you
attribute to that the shortage of Australian psychiatrists willing to work in the public sector? To
what extent is it because they end up with an income which is roughly half that of those
operating in the private sector? I might add another question. We are having no trouble attracting
psychologists, and yet psychologists do not get covered by Medicare except through that very
narrow avenue of Better Outcomes in Mental Health. What is going on with psychiatry? Why is
there a loss of confidence in it as a profession? Or is there?
Dr Gurr—It is a combination of factors, but I think that the public sector is seen as a scary
place to be because the public sector has to deal with the difficult people and most of the risk.
Private psychiatry takes on those people for which the risk is low. The people on private health
insurance tend to have more education and come from further up the economic scale, so
psychiatrists also like talking to them. In a sense there is that factor—that some people are just
easier to deal with because they are more on the same level. In the paper I gave you I showed the
deficits in people coming forward for training in psychiatry. We have had this diminution—I
worked out that for New South Wales we needed 41 people net to enter training each year to fill
the number of public sector registrar positions. In the year I wrote the paper, 22 had been
accepted into training. I also know that in February of this year only about 22 people had been
accepted for training. So there is this huge deficit building up in the system that has to be filled
with other people.
I think that is because being a registrar was not considered a good life due to the problems
around finding beds, for example. It used to be the registrar’s job to have to find the non-existent
beds to put people in. We have removed that from the responsibility of the registrars. The
Department of Health has funded nurses who usually act as patient flow managers, and that has
relieved the situation. I am finding a bit of a turnaround at the moment. We have had a few
RMOs go through our unit, and they have decided they enjoyed the experience and are talking
about taking up psychiatry. I think there is a range of factors. The financial factor is always one
of them, but it is not the main thing. That differential between private and public psychiatry has
existed for the last 25 years that I have been in psychiatry.
It was more the case that the public sector became seen as a much more difficult place to
work, with more accountability, more responsibilities and the need to manage patients for whom
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you cannot predict what is going to happen next. Yet the courts and others blame mental health
and psychiatry if we have not prevented each suicide or act of violence, as though we can
actually predict these things. The evidence and the literature say we cannot, but that does not
stop society from putting the hard word on psychiatrists, because they are medico-legally the
most responsible. It is true that in the public sector everyone shares medico-legal responsibility
for what happens, but the courts and others tend to sheet the blame, if there is to be blame, to the
psychiatrists at the top of the tree. With the various inquiries we had going on in New South
Wales there was also a tendency for a bit of a ‘perceived blame’ culture, which I think is
ameliorating at present.
Prof. Rosen—Hopefully.
Dr Gurr—I think it is. The perception is ameliorating.
Prof. Rosen—We did have a crescendo about a year ago.
Dr Gurr—The other thing is, in terms of junior medical staff right around Australia, that not
enough doctors actually get to have a good experience in psychiatry as part of their postgraduate
training. Because there was a shortage, again this is the work force issue, the number of medical
students coming through was not enough to meet these service jobs and when it came to the
crunch they would always take the junior medical staff from mental health to fill a hole
somewhere else in the system.
CHAIR—I think it is fair to say the committee has been somewhat surprised and horrified at
some of the evidence we have heard from people who have been in the public psychiatric
hospital system. Practices that I certainly thought went out with the dark old days of asylums
still appear to be practised. To what extent is the public sector involved in innovative
approaches—is it still the leading edge? Was it ever the sector that was at the forefront or is the
evidence that we have received something that is a widespread issue of really poor practices and
violations of human rights?
Dr Gurr—I chair the Australian and New Zealand Mental Health Service Achievements
Award program, which has been running for about 13 years now. That is a program that actually
gets $50,000 a year from the Commonwealth government and we also get $10,000 from the New
Zealand government. It is a program where people who are innovating present their innovations
in a competition. What has happened is that lots of innovation has occurred and that happened
around Australia but, as I say, particularly New South Wales 20 years ago. But then people got to
the point, with the changing demand and the insufficient resources, that they were not actually
able to implement what they knew in terms of evidence and the ways of managing things. The
other thing was the changes in training, as I mentioned earlier, have meant that people do not
come with the sort of training that they used to. Changes in nursing have meant, and I gave you
evidence of that too, that the cohorts of trained mental health nurses have got older and older and
now we have major problems in providing well-trained nursing staff in our inpatient units and in
the community. Those things are very important. Having staff who think psychologically about
what they are doing takes quite a bit of training and that is the sort of thing that is missing in the
system to a large extent now.
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Prof. Rosen—The teaching has mainly happened in the public sector, so we have been
teaching people who then use those skills in the private sector. The bulk of the teaching is not
done in the private sector. If we can rope the private sector into a teaching rotation, particularly
for registrars, we always will, but they are really still on the margins of teaching even though
there is more of a critical mass of psychiatrists there. So less and less are doing more and more. I
would think the standards of what is aspired to are getting higher with clinical practice
guidelines. I am involved with the Quality Improvement Committee of the college of
psychiatrists, which is implementing those guidelines.
The complexity of standards and clinical practice guidelines for what you are expected to do is
increasing. What we are concerned about is those experienced practitioners who are leaving and
the junior people who are also leaving or choosing not to do psychiatry partly because of budget
issues. I see it as a form of discrimination that, whether or not there is a shortage of resident
medical officers, the hospitals will choose to use their budgets for resident medical officers
anywhere else but psychiatry. Yet we know from the Postgraduate Medical Council that it would
be a popular term for young doctors who want to be GP trainees or specialist trainees to do a
psychiatry term. We are losing our recruiting ground because of that. Those resident medical
officer positions get moved with their budget. It is not as though we have a budget to recruit
people separately into those positions.
In relation to the issue you raised about psychologists, there are more psychologists around. I
note that they are not going into the detention centres, where there are lots of vacancies, and I
think that is probably on an ethical basis. But, if we lose more nursing staff, we will have to look
at whether we can retrain some allied professionals for roles within hospitals as well as in the
community to look after people. There are real issues there. But we would rather make sure that
enough nurses are trained into the mental health professions as well as doctors. We do not want
to lose either our medical nursing or allied health work forces, because we think they are
innovators and teachers. We are in danger right now of losing the culture—the teaching as well
as the practical aspects of the work force.
Dr Gurr—I want to add another detail. One of the problems has been that, with the new
university teaching for nurses, people come through as generalist nurses, and they are supposed
to be able to do any sort of nursing as a result. But, if they want to do some specialisation in
mental health, they have to pay more money, get another HECS loan and go through another
degree process, and once they have completed that there is no increase in pay.
CHAIR—So they could have done undergraduate nursing in a psychiatric hospital?
Dr Gurr—No, I am not saying that. I am saying that they have to go university, through
which they get very little practical training. A very small amount of time is spent out of the
university and on the ground discovering what nursing is about. Once they complete the training,
they come out as generalist trained nurses who, theoretically, are able to practise in mental health
or anywhere. But in fact they just do not have the skills to do that.
CHAIR—Compared with a system that did what?
Dr Gurr—In the past the system was that people would train in mental health hospitals.

MENTAL HEALTH

MENTAL HEALTH 72

Senate—Select

Wednesday, 3 August 2005

CHAIR—That is what I asked you.
Dr Gurr—I am not saying that we should go back to that, but I am saying that we need to
have a system that really encourages nurses to go along and get the additional training they need
in mental health. In New South Wales the Department of Health has supplied more scholarships
now for people to be able to do that. There also needs to be a pay incentive whereby if you go
and do that extra work and get an extra degree you should be paid a bit more. I think that is now
available to nurses, but that has only just started to happen and will take a while to work through
the system.
Prof. Rosen—I think I should underline that the interdisciplinary team and interdisciplinary
teamwork has been pushed further in psychiatry than in any other medical profession. We value
all the members in the team. There is a very well-balanced interdisciplinary mix in which we can
recruit people to all those roles, and that includes nursing, psychiatry, social work, occupational
therapy and psychology.
CHAIR—Gladly, gone are the days when psychiatrists said that psychologists were not
qualified to do this sort of work.
Prof. Rosen—You still hear that, but where the literature is going and where the work is going
is in developing well-oiled, interdisciplinary teams. If you want I can provide you the evidence
summaries for that, because we have published some of it.
Senator HUMPHRIES—I am not really convinced about the argument you put in that article
about the need for a national mental health commission a la New Zealand. I have no doubt that
the idea has worked well in New Zealand and in Britain, but the essential difference is that they
are countries without a federal system. You point out that Britain has imposed these policies on
regions, but of course the regions there have no power to resist what the government in London
says they should do. I note that you also cite the example of the President’s new Freedom
Commission on Mental Health in the United States. I infer from what is written that it has not
been anything like the success of the British or New Zealand models.
Prof. Rosen—Because it was short term, and we still do not know what will grow from that.
Senator HUMPHRIES—Perhaps so, and perhaps the federal model is an insuperable barrier
to that concept working. I wanted to comment on that, and if you want to reflect on that you can.
I accept that something driving for change is a good idea, but change in a federal system can be
driven only so far unless there is cooperation, and I accept that it is a vision you have there.
Prof. Rosen—I agree with that, and in fact the health ministers did agree on a vision. It was a
very good vision, but it was a matter of not being able to develop the machinery to implement it
efficiently. I think you do need an outside umpire or an outside monitoring presence—I do not
care what you call it—whether that be a commission or a formally constituted body of some
other kind.
As Roger said about only psychiatry being held responsible for all suicides, the issue for
mental health services is that, like suicide, all aspects of mental health are an all-of-government,
whole-of-community issue. Suicide depends on the unemployment rate, family policy, adequacy
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of housing and benefits and so on. In a sense, that monitoring presence should not be just of the
health system; it should be based on prime ministers and premiers trying to link that all-ofgovernment approach to state and federal mental health services. It usually needs somebody of
high status within the community to preside over it. That was the example of when it worked
best in New Zealand.
Senator HUMPHRIES—Can I suggest to you that what it really needs more than anything
else is a greater public awareness of the crisis—if that is not using too strong a term for it—in
mental health. I cite the example of the rapid reform in the state gun laws 10 years ago based on
a perceived crisis around the shootings at Port Arthur. That is what precipitated change and that
is the most important ingredient in getting some action in this respect across the nation.
Prof. Rosen—I agree entirely. I am part of the national coalition that helped implement those
changes and provided expert legal input to every Attorney-General in the nation about that. Also,
there were certain political realities—it was the beginning of a political cycle, not near an
election, and so on—that made it more possible than at other times. But we do not want a oneoff thing. The problem is that we are lurching from inquiry to inquiry, and we want a stabilising
presence that will provide an ongoing monitoring to directly inform government of the
improvement or otherwise of mental health services.
Dr Gurr—The current system means that the lowest common denominator is what gets up if
you have an AHMAC committee that meets representing the ministers around Australia. Here we
are, two years into a new national mental health plan, with no implementation document because
it is just a lovely set of directions with no targets or goals for implementation. I understand there
is a document about to be released, but the suspicion is that whatever the most reluctant state
minister for health decides they will agree to is what will get agreed on and come out. I do not
think that is a good enough way of meeting what is in fact a crisis.
Senator HUMPHRIES—I quite agree. I will briefly ask one last question about a comment I
think you made, Professor Rosen, about involuntary admissions in this country being higher than
in many comparable Western nations. We have had evidence, including today, from a lot of
people suggesting that the problem with our mental health system is that we too infrequently
involuntarily admit people to treatment. In other words, there are people whose lives are out of
control, who desperately need some kind of regime, treatment or care but who cannot get it
because of a combination of a lack of insight on their part and perhaps a lack of clinical
diagnosis being available to say that they are mentally ill enough to be sectioned or scheduled or
whatever the phrase is in their particular jurisdiction. Are you sure that you would say to us that
the high rate of involuntary admissions is a bad thing, or could it actually be a good thing, given
the large number of people who need treatment who are not accessing it at the moment for those
reasons?
Dr Gurr—I am sure we would have an increased number of involuntary admissions with the
way people are presenting at the moment. However, I still think we are probably admitting more
that way than we need to, and that is because there are virtually very few options for managing
people in other ways—in lesser levels of security, shall we say. The lack of sufficient community
staffing and the lack of 24-hour services to provide confidence is a major factor in people’s
decisions that, ‘Clinically, the only safe way I can live with this is to admit involuntarily.’
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Prof. Rosen—Basically, the work in the community depends very much on a relationship that
you forge in getting the confidence of both the clients and their families, and working in their
homes makes a big difference. Also, if you gain their trust in a crisis, you are more likely to have
some credibility when you are asking them to keep on taking medication after the crisis. All
those issues count. I was part of the committee that brought community treatment orders into this
state, so I do believe in the judicious use of community treatment orders as well as involuntary
orders in hospitals. But I think we have to be very discerning about how we use them. We really
must use the least restrictive options first, and that involves having enough staff on the ground in
well structured teams to be able to offer that engagement in and out of hours and in family
homes on an ongoing basis.
Dr Gurr—And there need to be rehabilitation facilities—we need the ability to give people
hope for their lives again—because that is the only way we will stop them from substance
abusing and so on and from continuing to get the short-term benefit, as they feel it, from using
drugs. You really need to give people a real sense of advancement in their lives and retaining
integration with society. Those are the things we find very difficult to provide in the current
regime.
Senator FORSHAW—We are getting into some time constraints, but I have a couple of quick
issues. Firstly, we have had some people appear on a number of occasions—including just prior
to your evidence, but in camera—who are carers and family members concerned about the
difficulties that they face in getting their loved ones into treatment. There are a whole range of
circumstances, but particularly this was in relation to coming up against the barriers of the law,
the procedures involved and also getting information from psychiatrists and other members of
the mental health teams to assist them to assist their family members. Can you comment upon
how we can help them? These raise all sorts of privacy issues and so on.
Prof. Rosen—Having worked over many years with the family movement and felt their
support for developing services and more least-restrictive services as well as hospitalisation
when necessary, I think involving families is possible, as long as you are confident that you have
learnt how to do family work properly. You can usually organise a meeting where you are not
betraying confidentiality and where you can raise issues that people can comment on if they
wish. I think you can also meet with families for their own sake, even if you do not squarely
have the permission of a client, the client is not available or they have skipped out of the area or
whatever. I think families are entitled to services as well. Again, we have to be careful about not
betraying confidentialities, but there are lots of ways of getting people to see that there may be
some common ground. The key to that is being prepared to meet with families with the affected
individual in the room, not betraying confidentiality but allowing the topics of mutual concern to
emerge. It depends on training.
Senator FORSHAW—Can I leave you with the one other question, and I will probably ask
you to provide your response in writing because of the time constraints. The New South Wales
government is appearing next. They have made a submission which you may or may not have
read; I do not know. In their submission, they particularly talk about the review of the Mental
Health Act that is being undertaken, what has happened with that and also the Mental Health
Implementation Task Force. It seems that, as you said, there are a lot of inquiries and a lot of
work is being done. I would appreciate, from your perspective, a response to their submission on
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how well this is going. I assume you have had some input into some of that or least some
comment about that.
Prof. Rosen—As part of our networks.
Dr Gurr—We have all contributed to the review of the Mental Health Act but it is not
published yet, so it is very hard to comment.
Senator FORSHAW—I appreciate that. I did not want get into a long discussion.
Prof. Rosen—We can write to you about that and send you our submission to that review.
Senator WEBBER—Because of time constraints, I will have to keep this brief, although you
have touched on a number of issues that I think are important. As Senator Forshaw was saying,
we have had a lot of evidence from people who have tried to access the service in the last day or
so. I am pleased you raised this. They raised the problems with access to crisis services—that
they are only nine to five—
Prof. Rosen—If that.
Senator WEBBER—You cannot schedule a mental health crisis between nine and five. I am
hoping—and I would appreciate some more comments from you—that that is purely because of
a budgetary issue and perhaps not because of a change in attitude or approach from those who
are running the services.
Dr Gurr—I think people have reduced their hours reluctantly, but the reason has been that
there are problems recruiting staff who are sufficiently trained and there are problems with the
increase in demand, meaning there is not the time available to do the range of things. So it is a
mixture of factors. I think that those of us who are administering the services keep trying to think
of ways that we can actually improve that over time. One of the things, for example, that I am
sure we will be introducing in New South Wales is much better telephone contact systems.
People say they ring up a hospital and cannot find anybody to give them any advice or any
assistance. I am quite sure that the state will do something very positive about that in the next
12-month period.
Prof. Rosen—But it is also part of the loss of culture, because administrations do not value
crisis services. I know the families and the individuals who are served by them do, but many
hospital clinicians and managers think you can get the same service from emergency
departments, from somebody there—
Senator WEBBER—You can’t.
Prof. Rosen—You can’t. It is different. You have to get someone to want to go there or you
have to haul them there, which is not a good experience. So I think there is a loss of culture—
and a loss of training. People used to get trained once and then there were forums that kept that
training going. I think we need to renew that culture of training. I think it is a budgetary issue
and I think it is a loss of the sense of value for community mental health work. And it goes
together with that closing down of community mental health centres, putting people back in
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hospitals. It is the same trend. People do not understand the value of local access as well as that
of people visiting your home.
CHAIR—Thanks very much for your submission and for the extra material you brought
today. It has been very useful.
Prof. Rosen—Here is the John Hoult article.
CHAIR—Is it the wish of the committee to accept this document? So ordered.
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[4.17 pm]
BASSON, Dr John, Statewide Director, Forensic Mental Health, Justice Health, NSW
Health
McGARRELL, Mr Eugene, Acting Director, Centre for Mental Health, NSW Health
MURRAY, Ms Robyn, Manager, Clinical Partnerships, Centre for Mental Health, NSW
Health
CHAIR—I welcome representatives of NSW Health. You have provided the committee with a
submission, which we have numbered 470. Are there any amendments or additions to the
submission that you wish to provide at this stage?
Mr McGarrell—No.
CHAIR—Before I invite you to make a brief opening statement, I remind you that as public
officers you are not required to answer questions about policy. At the conclusion of your opening
statement, we will go to questions.
Mr McGarrell—First of all, I would like to thank the committee for the invitation to present
to you NSW Health’s views on and our vision for mental health services in New South Wales. In
so doing I can assure you of NSW Health’s commitment to continually improving the care and
treatment of people with mental illness and to enhancing support for their family, friends and
carers. It is their health and wellbeing that is our primary concern.
You may be aware of the new Premier’s speech yesterday in which he pledged to focus the
government’s energy and attention on mental health, public housing and disability services. I
think it is plain that we enjoy the support of the New South Wales government at the highest
level. We can always use more money, and we need more well-trained and supported mental
health clinical staff. Work force issues remain one of the greatest challenges for us, but we are
responding enthusiastically to these challenges.
We are focusing on raising the bar on health outcomes for people with a mental illness. The
current state of play is that the New South Wales government budget for 2005-06 has confirmed
dedicated funding for mental health services at $854 million, an increase of $71 million or 9.1
per cent on 2004-05 and up from $355 million in 1994-95. The increase includes $22 million in
new mental health funding on top of $48 million from a $241 million package announced in
June 2004 in a four-year strategy to 2007-08.
The $22 million new funding increase includes the expansion of the psychiatric emergency
care centres program and new community based mental health initiatives. The first steps include
the following measures: urgent additional mental health beds in metropolitan Sydney, including
expenditure; and expanding the pilot PECCs in the emergency departments at Nepean and
Liverpool hospitals, with units now being developed at St George, St Vincent’s, Hornsby
hospitals and with four more planned at Wyong, Blacktown, Wollongong and Campbelltown
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hospitals. The 2005-06 New South Wales budget will also include expenditure for a new 50-bed
inpatient unit at Liverpool hospital and an additional 80 medium security and community care
beds in four non-acute units at St George, Shell Harbour, Newcastle and Coffs Harbour.
We have awarded tenders for 460 new low-supported places in mental health, the housing
accommodation support initiative also known as HASI and a three-way partnership between
New South Wales Health, the Department of Housing and the NGO sector. Tenders have also
been invited to expand the successful high-support needs component of the HASI program with
126 new places, building on the 118 existing high-support accommodation places funded since
2003. We have very encouraging results on the effectiveness of the first stage of the program,
details of which my colleague Robyn Murray will be happy to provide to the committee. This
means that over three years the New South Wales government will be providing support in the
community for an additional 700 people with mental illness.
As the committee has heard, planning is well under way for the new 135-bed forensic hospital
at Malabar, based on international best practice for the care and treatment of forensic patients.
You should be aware that the forensic hospital will be run by justice health entirely separate
from correctional services. The project will be built in partnership with the private sector at an
estimated total cost of nearly $64 million. Completion is expected by 2008.
There has also been a significant restructuring and enhancement of community mental health
services by justice health. The committee meetings will be aware that the placing of mental
health nurses in courts helps divert people away from the prison system and into health systems.
The community court liaison service commenced a pilot project in November 1998 at two sites
and has now expanded to cover 19 courts across New South Wales. In the 12 months to July
2004, forensic mental health nurses screened 18,902 clients for mental health problems under the
court liaison program; 1,945 people or just over 10 per cent were referred for comprehensive
mental health assessments; and 1,413 of these people were assessed as having a severe mental
illness or disorder. As a result, 204 people were diverted to hospital for mental health treatments,
702 people were diverted to community care and 507 were referred to a custodial mental health
service in accordance with magistrate orders.
The community forensic mental health service also commenced operation in October 2004.
This innovative service focuses on supporting forensic patients in the community and working
on maximising the opportunities to remain living in the community. In April 2005, the then
minister for health, Morris Iemma, launched a new strategy to recruit 400 mental health nurses
in New South Wales over the next two years. The two-year Nursing Reconnect strategy backed
by a telephone information service seeks initially to recruit 150 nurses in 2005 with a target of
400 to be recruited by December 2006. This new strategy aims to boost the number of specialist
mental health professionals in line with the rising bed numbers and enhanced dedicated services.
In the first month we received 450 calls, and 232 of these were referred to area health services.
So far, over 40 new mental health nurses have been recruited under this program.
We are focusing on consumers and carers. New South Wales Health, with mental health
consumers, is actively developing a consumer satisfaction measure for mental health clients,
known as the Consumer Perception and Experience of Mental Health Service Measures, a copy
of which we can supply. To this end, $880,000 has been provided to the New South Wales
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Consumer Advisory Group. In stage one, the stakeholder working group developed a tool to
measure consumer satisfaction in both community and in-patient services.
National mental health policy clearly mandates meaningful consumer participation in mental
health service planning, provision and evaluation. The MH-CoPES project, as it is known, will
play a significant role in achieving that aim in New South Wales. Indeed, the work achieved in
stage one has been recognised at national level, and the interim draft tool has been considered
for utilisation across Australia.
New South Wales Health has recently announced $3.6 million per year to implement the
family and carers mental health program across the state. This project was developed in
collaboration with ARAFMI, and other key mental health non-government organisations.
Indeed, about half of that funding of the program will be allocated to NGOs through a tender
process to be conducted in late 2005. We are very excited about this project. An Access
Economics report, based on a USA study in 2002, has shown that there is a return to mental
health services of up to $34 for every dollar invested in family education and recovery, through
reduced relapse rates and much lower in-patient admissions for consumers.
In 2002, the select committee of the New South Wales Legislative Council conducted a major
review of mental health services in New South Wales. The New South Wales government
responded to its detailed report in December 2003, and the Minister for Health invited the
committee’s chair, the Hon. Dr Brian Pezzutti, to lead the implementation taskforce, whose work
continues. The government, as part of the reforms of the New South Wales health service, has
also established a number of health priority task forces, comprising key clinical and community
members, to lead policy development across the system. The Mental Health HPT, as it is known,
is co-chaired by Professor Phillip Mitchell, and carer representative Ms Lorraine Toms. It is
meeting regularly and undertaking a workshop to refine and finalise its program of work,
focusing on innovation and evidence-informed strategies.
The government is conducting a wide-ranging review of the New South Wales Mental Health
Act. Public comment has been received on two discussion papers, canvassing such issues as
information sharing and privacy provisions of the act, and the impact upon family carers and
ultimately on the care of patients—issues that are no doubt pertinent to the inquiry. The review is
also looking at: voluntary and involuntary admission procedures; care of people with mental
illness presenting at hospital emergency departments; the provisions of the act applied to
transportation of people with a mental illness; community treatment orders, leave provisions and
discharge planning; procedures in magistrates’ courts; and an extensive examination of the
forensic mental health system, including recognition of juveniles in the system.
These submissions are now being assessed by my colleagues in the department and will
inform further public consultation on the act. In April 2005, the government released the second
report of the Sentinel Events Review Committee, Tracking tragedy, on homicides by mental
health patients and suspected suicide deaths of patients recently discharged from mental health
in-patient units. This wide-ranging report makes 24 recommendations relating to: reporting and
review systems; children, families and carers; assessing and managing risk of harm to others;
forensic patients; clinical practice and care; discharge and follow-up; service partnerships; and
resource and development.
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This report also notes that the incidence of death in New South Wales mental health facilities
is very low. Suicide rates in New South Wales are down to about 9.5 per cent per 100,000 people
per annum: the lowest rate in Australia. Suicide deaths of mental health in-patients are quite rare
and homicides are even rarer still, but we can and must do better. As with the first Tracking
tragedy report, the New South Wales Government, now in the process of finalising its report,
strongly supports the broad direction of the report. Many of the committee’s recommendations
are already being implemented and acted upon. Key policy developments in mental health to
support the committee’s work include the framework for suicide risk assessment and
management, which was released in October 2004.
Successful implementation of mental health policy in New South Wales requires close
collaboration between area health services, the Centre for Mental Health and key stakeholders—
in particular, with mental health clinicians, consumers, their carers and NGOs. The New South
Wales health system has recently reformed into eight new larger, but still geographically based,
area health services together with Justice Health and the Children’s Hospital at Westmead.
All area directors on mental health report directly to their chief executive on mental health
policy matters and, most importantly, have direct management and finance responsibility for
their mental health budget under the reformed area health service structure. Each area has been
asked to make a mental health service agreement with the Centre for Mental Health,
commencing in 2005-06. These agreements are linked each year with the area’s funding
allocation and include measurable performance indicators. We are aware that improvements are
slow to take effect in a large and complex system, but things are getting better. We are heading in
the right direction, and the long-run trend in New South Wales is up. Funding is increasing,
services are more accountable and suicide rates are falling.
Senator HUMPHRIES—I have got into the habit of lambasting state government
representatives when they come along without their minister, preventing us from asking any
policy questions. But I suppose you have the best excuse that I have seen for some time on that
score, so I will refrain from making my usual comments.
Senator FORSHAW—You can put them on notice.
Senator HUMPHRIES—I might do that. May I start by commending the New South Wales
government for the extra spending that was foreshadowed in the last budget. It is obviously
working through the system. It appears to be a good thing. But I also need to record that, despite
the work that you are doing in consultation and in investing in the system, you have a lot of
detractors within the mental health systems in the state—clinicians and consumers alike, as well
as others. Professor Andrews, for example, today said that the services of New South Wales and
Queensland were appalling—‘at the bottom of the totem pole’ was the phrase he used. Others
have said that they were disheartened by the lack of positive response to the 2001 Legislative
Council inquiry. The last witnesses also talked about the crisis in mental health services.
I am happy for you to make a general response to those comments if you want, but I was
going to specifically put to you some of the things that Professor Rosen and Dr Gurr put to us
about the New South Wales mental health system. For example, one specific point they made
was that the system was top heavy and that you have a higher proportion of your mental health
budget being spent on bureaucracy than elsewhere in Australia. Specifically, they suggested that
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20 per cent of the total recurrent budget in New South Wales is spent on what they called finance
and bureaucratic matters compared with 10 per cent in Victoria and a national average of 14 per
cent. Do you want to respond to that specific criticism?
Mr McGarrell—Absolutely. When these comments were made, was the source of the data
made clear?
Senator HUMPHRIES—No. This was in a PowerPoint presentation that they gave us a copy
of. We do not have that information. I presume we could ask for it on notice if you want to
respond to it more formally.
Mr McGarrell—It is just one of these numbers that gets bandied around. We are very clear in
our direction around bureaucracy and the management costs of mental health services. We have
decided, in our mental health service agreement, to measure certain indicators. One of the
indicators we are measuring is how much of the direct mental health or so-called quarantined
mental health budget is going to direct patient care. Each area health service, through their
annual report, reports back their management costs, their indirect costs and their direct patient
costs. We can also look at how much of that money is going into direct clinical FTEs. This is the
first time that we have done this. We are currently going around the area health services looking
at their percentage. Some areas are quite high in terms of the management costs of services they
are providing; others are very low. We have now put CEOs on notice that they are expected to
reallocate that mental health money into direct patient care. It is up on the agenda for us and it is
an indicator for CEOs.
Senator HUMPHRIES—Is it possible for you to give us figures on the proportion of your
budget for mental health which is spent on administration and regulatory related issues?
Mr McGarrell—I can take that on notice and we will give you that figure.
Senator HUMPHRIES—The criticism has also been made that, while as you pointed out in
your submission there is an opening of new acute care beds, the real crisis is coming about
because community based beds are not only not being increased but are being reduced in
number. Is there a policy on the part of the New South Wales government about those beds? Are
they decreasing in number?
Mr McGarrell—The short answer is no. There is a plan to increase community based beds.
When we say community based beds we are talking about subacute beds, we are talking about
community care beds and we are also talking about supported housing beds. There is a plan to
increase the community care and non-acute beds over the next three years, I think—but I will
have to check that, because we are building new units. We also have the HASI program which
identifies a number of places. We are putting in 118 under HASI1.
Senator HUMPHRIES—What is HASI?
Ms Murray—I might assist with some information. HASI is the Housing and
Accommodation Support Initiative. I used to pronounce it ‘hussy’ but it is actually ‘hassy’! As a
result of a policy decision in New South Wales, with this policy we have worked towards
implementing this program across New South Wales.
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CHAIR—Can you give its full name?
Ms Murray—It is called the ‘Framework for housing and accommodation support for people
with mental health problems and disorders’. We have been working with the Department of
Housing, through Mental Health and also through the NGO sector, to establish a program of
high-level accommodation support as well as low-level outreach support. The first monies came
through in 2002. Through that, we have delivered over 100 high-level accommodation support
places across nine of the former area health services. That went to places like Broken Hill that
had never had any kind of accommodation support or NGO sector involvement. The second
stage of HASI is 460 low outreach places. That is across all areas in New South Wales. There we
have targeted people already living in social housing—people in public housing as well as
community housing. We are working with the Department of Housing and NGOs supplying
accommodation support to provide outreach to these people to help them sustain tenancy. The
third stage of HASI is currently under tender. Tenders closed last week. That will be added an
additional 126 places.
Senator HUMPHRIES—I am pleased to see that that is happening, but I think the comment
that was made by other witnesses was that in the past there has been a decline in either the actual
number or the proportion of such beds available in the community. Has there been a decline and
are you compensating for that now, or has it always been static or rising?
Mr McGarrell—I think we need to be clear about what we mean by community beds. There
has been decrease in beds, as you all know, and now there is a U-turn in the number of beds right
across the mental health system that is currently provided in New South Wales. We can provide
you with the figures. But, when we are talking about community care beds, there is again an
increase there. I do not think we have actually reduced community care beds.
Ms Murray—No. In fact, in 2001 we did a survey of what is called supported
accommodation places in the community and the HASI beds are additional to that. We are taking
a very strong line across the state that they are not to replace existing places—they are
additional, extra support.
Senator HUMPHRIES—There is certainly evidence that there has been a reduction in bed
numbers, so perhaps you might take on notice that question and give us the figures for 10 years
of what beds have been like. Obviously there are acute, subacute and other sorts of beds,
including crisis beds. However, you might want to define them; we would be very happy to get
that information.
The issue of mental health services within the prison system in New South Wales is obviously
a crucial area and one where there has been criticism in the past. What specifically do you see as
the future for those services? At the moment, are those services provided exclusively by New
South Wales corrections, partly through them, or entirely through the New South Wales
Department of Health?
Mr McGarrell—John may want to comment because he is our forensic mental health director
for the state. The forensic mental health beds are provided currently by Justice Health. There is a
new 80-bed hospital unit being built in two year’s time at Malabar. Those beds will be provided
by Justice Health and not by the corrections health system.
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Senator HUMPHRIES—So Justice Health is a unit within the Department of Health?
Mr McGarrell—It is one of the 10 area health services. So they provide those beds.
Currently, those beds are provided within the prison system, at Long Bay and throughout the
system. There will be a separate 80-bed hospital in two year’s time at Malabar totally provided
by Health with no support at all from Corrections.
Senator HUMPHRIES—On the same campus as Long Bay jail?
Dr Basson—It is on the same campus.
Mr McGarrell—It is on the curtilage, but outside the walls of the prison.
Dr Basson—At the same time there will be an 80-bed prison hospital which will be run
jointly with the Department of Corrective Services. Forty of those beds will be for mentally ill
people also. One year afterwards, we will increase the 80 beds to 135. So at the present time,
with the Department of Corrective Services, we have a hospital which is also gazetted as a
prison that has 98 beds for mentally ill people. We will move, in a three- to four-year period, to a
situation where we have 175 beds. That is the plan. The contract is in negotiation at the present
time, and building should start at the end of this year.
With the rest of the service, the budget is somewhere around $20 million. We provide an
ambulatory service to nine prisons out of the 30 prisons in the state. The nine prisons therefore
tend to be reception prisons—and tend to be the larger ones—although there are some where
people stay long term.
In addition, there is the Metropolitan Medical Transit Centre, the MMTC, which is at Long
Bay, where people can be brought from those prisons that do not have an ambulatory psychiatric
service and be seen by mental health professionals. Justice Health provides nursing and medical
staff. The psychology staff are provided by the Department of Corrective Services.
Senator HUMPHRIES—Would you accept that there is clear evidence that many people in
the New South Wales prison system are in fact mentally ill?
Dr Basson—Across the English-speaking world there have been many studies on the level of
mental illness within prisons. The same work has been done here in New South Wales and it
compares—the levels are high. In fact, we have got to a stage where we feel we have done
enough counting of heads. We now have to start taking some action.
Senator HUMPHRIES—My question is: what is that action?
Dr Basson—The action is that we are building up this ambulatory service and, as I have said,
we have got it to nine prisons. We also have a very clear policy to try to divert mentally ill
people so that, where their mental illness and criminality are related—or where they are so
mentally ill that prison would be obviously inhumane—they are not put in prison.
We have a court diversion service working in magistrates courts, which is referred to in our
statement, now covering 19 courts. We have plans to open a further two courts with telemedicine
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in the next few months. We have the practical bits of the system—the hardware—installed, and
we have plans to start to use that hardware. We are negotiating with the local magistrates, the
local lawyers, the local psychiatrists and others. We get good quality diversion to area mental
health services and we provide an input to those area mental health services.
In addition, last year I was given a million dollars to start a community forensic mental health
service. That has started. The first team is now up and working. It is working on forensic patients
under the Mental Health (Criminal Procedure) Act. It is working on the group of people that are
called forensic patients. There are about 60 who live in the community. It has started to work
through all 60 of those.
And later this year we are starting a project with the Department of Corrective Services
community directorate where we will work jointly with them looking at people who have
comorbidity—that is, a mental illness and drug and alcohol problems—or who have a mental
illness and are sex offenders. We particularly want to target those.
We also have some concerns about people who are on home detention. I believe that there are
400 people on home detention in the state. We have had some difficulties with the mental health
of people on home detention. It is well known that, although it appears a soft option, it is not a
soft option for the people who are subject to it. Quite often, psychological emotional problems
come to the fore during the period of home detention.
Senator HUMPHRIES—Can you tell us how the $109.30 per head spent in New South
Wales on mental health services compares with the national average?
Mr McGarrell—The national mental health report shows that. The national average per
capita is $105.19 at 2003. Ours is $109 at 2005. What we do not have is the data for 2004 and
2005 for the other states and jurisdictions.
Senator HUMPHRIES—Your submission says that you were $109 in 2002-03 dollars, so I
am not sure that we are comparing apples with apples there.
Mr McGarrell—But that is at 2005.
Senator HUMPHRIES—But in what sort of dollars? Is it 2003 dollars or 2005 dollars?
Mr McGarrell—What does it say there?
Senator HUMPHRIES—It says 2002-03 dollars.
Mr McGarrell—That is what it is. That is it.
Senator HUMPHRIES—I think that is where I will leave it. Thank you.
Senator FORSHAW—I concur with Senator Humphries’s remarks about it being good if we
can get state ministers along to Senate inquiries. I understand the current circumstances. I should
also say that we do not often, if ever, get federal ministers along.
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Senator WEBBER—Senator Humphries has set the bar very high for Mr Abbott to appear.
Senator HUMPHRIES—I do not think he operates any mental health services directly.
Ms Murray—Have you had any state ministers appear?
Senator FORSHAW—Not at this inquiry, but we have a few states to go. We have had them
appear in other inquiries, including New South Wales ministers on other issues in the past.
Before I move onto some other topics, can I just clarify something about the issue of prisoners
and mental illness—about this new hospital to be built at Malabar. There have been some
comments made by other witnesses, particularly yesterday, to the effect ‘Why build it outside
Long Bay?’—if we are going to try to break this nexus as well as the perception. That may be a
policy question, but is there any response?
Dr Basson—What I say is a personal view. I came to the job when it was signed, sealed and
delivered that that was where the hospital was going to be built. My view is that if there are any
volunteers to have it built next door to them they should make themselves known and indicate
whether they are going to pay for the land as well, because it is very expensive in the city.
Therefore more money goes into mental health by this means, since the land was already owned.
The other aspect seemed to be that it did not run into the problems of a NIMBY syndrome,
which can often happen with these establishments, though we have not had an escape from
where the present hospital is since 1986. The levels of security will be very much the same and
may be better. But I do see your point, and that has already been made to us.
It is interesting that the Long Bay complex is in fact known as the MSPC—that is, the
Metropolitan Special Programs Centre. It is not just a prison in that sense; it does have units for
people with a learning disability and for sex offenders. It has the Kevin Waller Unit, which is an
acute crisis management unit. From that perspective, the Department of Corrective Services have
put at Long Bay people who have special needs. Our presence there is very important to them.
Senator FORSHAW—I am from Sydney and I know that Prince Henry Hospital is not far.
But this is not in the grounds of Prince Henry, is it?
Dr Basson—I think people have done what they chose to do with Prince Henry Hospital.
Senator FORSHAW—I will start with this comment and get you to respond. It was put to us
in an earlier inquiry in Victoria that what happened with deinstitutionalisation was that no state
except Victoria quarantined funding that had previously gone into institutional care facilities in
mental health to ensure that it translated across to community care and acute care facilities in
public hospitals—the new regime or the new model, if you like. Can you supply us with figures
which track back through to, say, the early eighties on expenditure on mental health? I have read
your submission and I compliment you on it. You endeavour to cover a lot of issues, and we
appreciate that. You say that there is a big program going on at the moment in a whole range of
areas with increased expenditure. I suppose I am trying to understand whether or not this is just
making up for what was not done in the period of the last 25 years or so. Maybe you would like
to comment now.
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Mr McGarrell—We do have that information. I saw the graph yesterday. I have not bought it
with me, but I will provide that to committee.
Senator FORSHAW—Can you comment on that broad observation that has been put?
Mr McGarrell—The broad observation can be made here and in other states. It can be made
in the UK, where I am from. I saw the same thing, so-called, happen. I do not know why people
made those decisions then. All I know is where we are now and what we need to do now. We are
very keen to provide and lead the best mental health system in Australia and the world. We can
only do that by getting resources that tackle crisis care and the whole range of the spectrum of
care. But also we feel we need to invest more in children, adolescents, younger adults, older
people and forensics. There are a whole range of things that we need to do. From our point of
view, that is our focus now and for tomorrow.
Senator FORSHAW—We have heard the Mental Health Council and others say that there is
always a need for more money than can ever be provided. That goes for a whole range of areas.
But it has been said that really we need a tenfold increase in mental illness expenditure across
the country, rather than what is occurring at the moment. You just mentioned young people. We
heard from some people yesterday from the Centre for Eating and Dieting Disorders. They
painted a pretty serious picture of the lack of services in prevention, early intervention and acute
care. In their submission—I am not sure if you have seen it; you might want to look at it—they
go through the eight area health services and I think they identify only one that has specifically
dedicated acute care beds. They say that nothing is really there, that this has to be treated as a
mental illness and that there should be specified services in early intervention and acute care.
Would you like to comment on that and tell us what is happening?
Mr McGarrell—We would agree that we need to do that. We have been working with
stakeholders on the eating disorder service plan. I hand over the final draft framework. We have
invested some money in leading the process. The position is funded by $105,000 per annum
until 2008 to look at this particular issue and how we might do it best. We are also looking at
establishing an eating disorder service development coordinator in each area health service, and
that is quite a significant investment. The bottom line is that we feel we need to do more for
eating disorders and we are working on a plan to do that. We are looking at how we might invest
wisely so that we can meet this particular need.
Senator FORSHAW—If I can draw these things together a bit, there needs to be specialised,
specific bed allocations or centres for the acute care of these people. The same argument is put
about older people. A group of representatives for older people came along and said that older
people have specific needs in terms of their mental illnesses and when they need to be treated in
some acute care facility. We have heard from a number of groups who talk about almost
segmenting, if you like, mental illnesses into various types and then providing special discrete
services. Is that a model that should be looked at?
Mr McGarrell—It is a real issue. We are looking at it. In Wollongong we are building a new
inpatient unit which will provide a specialist mental health service for older people. It is a
recognition of: do you want somebody who is 70 years of age in an acute ward with somebody
who is 20 and maybe have dual-diagnosis drugs? I would say not, so we need to have specialist
mental health services for older people. We also need to have specialist mental health services
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for children and adolescents and we have a plan to do that. We have a plan to roll out
CAMHSNET and plan to have a specialist unit for adolescents who would otherwise be in
prison. We have a plan to build inpatient units for adolescents in each area health service. We
have a plan to deliver day care programs to adolescents which are linked to the schools,
education services and GPs. We are planning to do all this and roll it out. It will take some time
to do it. What we are saying is that we recognise that there are unmet needs. I know the
government have recognised it and I know they are investing in rolling out to meet these unmet
needs.
Senator FORSHAW—This is an observation: would that create more state-federal issues
about responsibility in the same way that the debate has gone on in the aged care sector about the
need for special dementia units or having younger people in nursing homes who should be in
other facilities? I think all of us here sat on another inquiry that looked into the issue of aged
care.
Mr McGarrell—It seems to us in New South Wales that we have to talk, work and plan with
other government departments, whether they be from the Australian government or government
departments in New South Wales. It seems to us, though, that it is our responsibility to look after
people with a mental illness however old they are. There are aged care issues that we need to
have some real delineation on with the Australian government and that is certainly what we will
be doing. It seems to me that it is right and proper to have people who are 70 being cared for in a
unit where they see their peers, for a number of reasons.
On page 7 of your submission you refer to the Mental Health Implementation Taskforce, and
you referred to it in your opening remarks. It is chaired by Dr Brian Pezzutti. Can you expand on
what is happening with that? I am not trying to disparage the work, but I think there is only one
paragraph on it in your submission, and it would be helpful to know in some more detail what is
happening in terms of implementing the recommendations that came out of the upper house
inquiry and the mental health strategy, and where you are at. Obviously, you may have covered
some of that in your submission, but what is happening with the task force?
Mr McGarrell—As you know, there were 120 recommendations made by the upper house
inquiry. Some of those recommendations can be chunked together. So, for example, there was a
view that mental health services should be working with other departments, and one of the
outcomes of our work has been to develop an interagency or cross-departmental strategy for
better mental health services. For example, I have here a document, signed off on by the Premier
a couple of weeks ago, which is a document that has been agreed—
Senator FORSHAW—Former Premier.
Mr McGarrell—The former Premier, I should say—excuse me. But basically that document
identifies three areas of focus: first, how we stop people becoming ill in the first place and how
we identify them early enough; second, how we respond in an emergency crisis; and, third, how
we keep people in the community in a way that they can stay there and not relapse so often. Each
of the human service agencies that have been involved from Attorney-General’s, Juvenile
Justice, Housing, DADHC—the whole lot—have signed up to this strategy. The strategy has
been based around the results based accountability framework, which basically says: these are
the results we want to achieve, this is how we are going to achieve them, and this is how we will
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know if we have achieved them. A number of those recommendations have been fed into this
particular process and will be evaluated through that.
Another big chunk of work is the Mental Health Act review, and that is something that the
parliamentary secretary, Cherie Burton, has taken on board. She has gone around the state
talking to consumers, carers, stakeholders, NGOs, staff, clinicians—
Senator FORSHAW—Is that the draft exposure?
Mr McGarrell—Yes. But there have been two discussion papers that went out last year to
stimulate debate and discussion. A whole range of new ideas have come back through that
process. I have been going with the parliamentary secretary on those visits and picking that up.
So that is another tranche.
Senator FORSHAW—Is there a timeframe that the government has in mind as to when that
might actually come before the parliament in New South Wales?
Mr McGarrell—Before the Premier resigned, the timeline for a draft exposure bill to be
ready was September. I am not sure whether that timeline is still written in concrete or not. I do
know that that the parliamentary secretary was very keen. She would rather do this properly than
do it quickly. It is something that we are very keen to do, because it is a piece of legislation that
is really important.
We are also looking at how we are going to consult with the Indigenous population and with
people from culturally and linguistically diverse backgrounds. So there are a whole range of
things that we still need to do, but we are very close to the draft exposure bill.
Senator FORSHAW—I would be interested, and I think the committee would be interested,
in getting some further detail on that, if it is possible for it to be given to us.
Mr McGarrell—There is an up-to-date progress report, which is going to the committee next
week, which gives updates on each of those 120 recommendations and where they have got to. It
has gone to the committee to test that what we say is happening is what stakeholders see
happening on the ground. I know that Dr Pezzutti is very keen to listen to what the community is
saying, and not just to the bureaucrats.
Senator FORSHAW—You make a comment about respite care on page 27 of your
submission. Can you expand on what is happening there, and maybe direct us to material on that,
if that is included in the document you have just provided? Is there anything that identifies the
issue and says in more detail what you are working towards providing?
Ms Murray—As we have stated there, for consumers, families and carers there is a lack of
access to respite care options. Obviously, that crosses the jurisdictional boundaries between state
and Commonwealth provided respite care for carers. What we are doing is implementing what is
called the family and carers mental health program. There are three distinct parts to that. The
first is to improve the family friendliness of mental health services, the second is NGO supported
education programs and the third is to work better across the jurisdictions to look at what is the
traditional respite care provided to carers of people with mental illness. We had the state office
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of the Commonwealth on our steering committee for that issue, and that is what we will be
proceeding towards.
Senator FORSHAW—Is there any particular commitment to a certain number of facilities?
Ms Murray—At the Commonwealth level, respite care has traditionally grown from an aged
care perspective. We are working around discussions about that.
Senator FORSHAW—My final question is about the Black Dog Institute, and it may partly
be a policy question. Can you quickly tell us what it is and what it does so we have it on the
record? I am particularly interested in why the decision was made to, as it were, not get on board
with the beyondblue initiative. It was portrayed publicly that New South Wales would have its
own initiative in depression through the Black Dog Institute rather than joining up with
beyondblue. If that is too political, I understand.
Mr McGarrell—You know that it is, but I will tackle the part of the issue that I feel I am able
to address. Personally, I have spoken to both beyondblue and Black Dog. The view from both is
that Black Dog do research for depression and beyondblue are more about providing information
and so on. The thing I have got from both organisations is that they can coexist in New South
Wales. We started having conversations with beyondblue—I am very interested in the work that
they have been doing—and asked them the question that you asked. I got a response that I do not
feel I can share here.
Senator FORSHAW—I understand that. I understood that was probably going to be your
answer, but I thought it was important to at least identify it publicly.
Mr McGarrell—Sure.
CHAIR—I am going to use my remaining 10 minutes to ask you questions on notice, if you
do not mind.
Senator WEBBER—Can I ask a question before you do that?
CHAIR—Sorry, Senator Webber; I beg your pardon.
Senator WEBBER—That is okay; I will not take long. I wanted my colleague from New
South Wales to take most of the ALP’s time in discussing things with the New South Wales
government. I want to put on record my thanks for your submission and for the detail that you go
into and the openness that the department, and particularly you, have brought the table—actually
accepting there is room to improve and that there is more to be done in facing the challenge. It is
very easy for people who have the primary role of delivering services to get very defensive
when, at the end of a process, we hear from a lot of people about their dissatisfaction with the
service provided, because there is always dissatisfaction with services. I wanted to place that on
the record.
Mr McGarrell—Thank you.
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Senator WEBBER—Your submission touches on something about the funding arrangements
that others have not yet, although I have not read all of the other various state government
submissions. We can be critical about the level of funding that goes into mental health as
opposed to the general increase in health funding overall and how it has not really kept pace. But
you have identified the fact that, with the increased prevalence of mental illness, we include now
substance use disorders, yet we tend to fund them out of a different pocket of money within a
health department. Perhaps that could be one of the reasons we think we are not spending as
much money as we should be on the disease burden in society. I was particularly thinking about
the increased use of substances that have a direct impact on people’s mental health, like
amphetamines and what have you, which were not as prevalent in the early nineties. If you want
to comment on that, I will then hand over to Senator Allison.
Mr McGarrell—A significant number of people that we look after have a mental illness and a
substance abuse issue, and to separate the two would be not the way to go. I remember doing an
audit once and up to 70 per cent of people in my acute ward when I was working down there had
a substance abuse problem—either use or addiction. That is a fact.
CHAIR—To pick up on previous witnesses—Senator Humphries went to this point, but if I
can just make it more acutely—it was said that acute beds were being contracted from the
community base and were being picked up within hospital psych wards. This is, as I understand
it, for acute beds for crises as well as crisis services in the community. There were some six
centres that had closed their crisis service after 5 pm. Can you confirm that that is the case or
not, and if so, why that policy has been adopted?
It was said that every night in New South Wales 700 people are turned away from crisis
accommodation. Can you confirm that and advise whether the proposals that you are putting
together now will alleviate that problem and to what extent? I think it was Professor Puplick who
said that prisoners are more likely to reoffend because of a lack of housing. Do you expect that
the extra accommodation that you have outlined will alleviate that problem, and what effect do
you think it will have on recidivism?
You say that you are increasing spending by 140 per cent, but we were given this afternoon a
graph that shows that admissions have risen by somewhere between 300 and 400 per cent and
that this is partly due to the dual diagnosis—the extra complication of drugs. In arriving at that
figure of a 140 per cent increase, was that taken into account or not? What was the policy
rationale for that increase as opposed to a 300 per cent increase? Following on from Senator
Humphries’s questions about the relativity of New South Wales spending, where does that place
New South Wales in terms of the overall national picture per capita?
The committee has been impressed with a couple of services it saw in Victoria—Victoria gets
a bit of a gong for having some innovative work being done on mental health services. My
question to you is: have you taken into account the Thomas Embling centre and will your new
forensic centre have the step-down arrangements, for instance, that Thomas Embling does? What
have you rejected, if anything, of that approach? Will it be the same and as good as Thomas
Embling? The same applies to ORYGEN Youth Health mental health services. Will you have
youth mental health services around this state which will be equivalent and if not why not?
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Criticism has been levelled at New South Wales—and other states, I might say—for lack of
data on prisoner health. In fact, it has been said that there has been a contraction—that New
South Wales is providing less data even than it did before and that this is making it difficult to
understand what happens after prisoners come out of prison for a whole range of measures I am
sure you are familiar with, including suicide rates. Can you comment on that?
Professor Puplick says that the 12-month prevalence of serious mental illness is 30 times—in
fact, ‘psychotic’ I think he said—that of the general population. Do you agree with that and, if
so, on what basis? You are nodding, Dr Basson. What plans does the government have to deal
with that? I wonder if there is a view from the state government about whether Medicare should
cover health services in prison populations? Has this been discussed by the New South Wales
government and do you think that it is a good idea?
Does the New South Wales government have a position as to whether the proportion of
spending on mental health should roughly represent the disease burden? Have you had that
debate? If it does not, how do you justify that? Do you have more information on measurements
of unmet need that your departments may have with respect to those issues? We have had from
numerous sources evidence that community care and supported accommodation lack adequate
resources. Do you agree with that? Is there a plan to correct it? This was pretty much my
question a little earlier. What does New South Wales Health believe needs to be spent from all
sources to largely eliminate the shortfall in their services? Your submission says:
Commonwealth/ State divisions in policy and funding for public housing ... have a large impact on mental health costs.

We are quite sure that they do as well, but what you propose to do about that? Does New South
Wales support a review of the National Mental Health Strategy, which tackles the resourcing
question and benchmarks and objectives that have time lines associated with them? We have
heard a lot of criticism of references in the Mental Health Strategy to serious mental illness.
That, I think, is generally accepted to be a focus which it is now time to move on from, if that
makes sense. We need to tackle prevention and early intervention now, having had a focus on
acute. Does New South Wales agree with that?
With respect to the housing and support initiatives that you mentioned, Ms Murray, a bit
earlier, could you just give us an estimate of the total number of the people in the state who will
benefit from this program. Are the same criteria going to be used as were used in the trial in
relation to that work? Are there plans to ultimately extend the initiative to all regions? How will
you evaluate it if that is the expectation?
We have received evidence, from not just New South Wales of course but right around the
country, that carers are being discouraged from making complaints, that there are also consumer
complaints that are not being taken seriously and that even employees are discouraged from
reporting errors and making complaints. Is this just about perceptions? Perhaps you can tell us
what you are doing about that or whether there are some significant policy changes that we can
expect in terms of complaints mechanisms.
I am sorry to do that to you. You have already given us, as has been pointed out, a very
substantial submission. As you would appreciate, there are also lots of questions that we want to
raise as a result of submissions that have come to us.
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Mr McGarrell—We understand.
CHAIR—Of course we will supply you with a list of all of that in writing. Thank you for
your indulgence today. Sorry for keeping you waiting. Thank you for your submission and for
appearing. I thank all witnesses for their evidence, and I thank those who have come to visit
today for being patient with us.
Committee adjourned at 5.19 pm
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