COMMONWEALTH OF AUSTRALIA

Official Committee Hansard

SENATE
SELECT COMMITTEE ON MENTAL HEALTH

Reference: Mental Health

THURSDAY, 2 FEBRUARY 2006
GOLD COAST

BY AUTHORITY OF THE SENATE

INTERNET
The Proof and Official Hansard transcripts of Senate committee hearings, some House of Representatives committee hearings and some
joint committee hearings are available on the Internet. Some House of
Representatives committees and some joint committees make available only Official Hansard transcripts.
The Internet address is: http://www.aph.gov.au/hansard
To search the parliamentary database, go to:
http://parlinfoweb.aph.gov.au

SENATE
SELECT COMMITTEE ON MENTAL HEALTH

Thursday, 2 February 2006
Members: Senator Allison (Chair), Senator Humphries (Deputy Chair), Senators Forshaw, Moore, Scullion,
Troeth and Webber
Senators in attendance: Senators Allison, Forshaw, Moore, Troeth and Webber
Terms of reference for the inquiry:
To inquire into and report on:
The provision of mental health services in Australia, with particular reference to:
(a)

the extent to which the National Mental Health Strategy, the resources committed to it and the division of
responsibility for policy and funding between all levels of government have achieved its aims and objectives,
and the barriers to progress;

(b)

the adequacy of various modes of care for people with a mental illness, in particular, prevention, early
intervention, acute care, community care, after hours crisis services and respite care;

(c)

opportunities for improving coordination and delivery of funding and services at all levels of government to
ensure appropriate and comprehensive care is provided throughout the episode of care;

(d)

the appropriate role of the private and non-government sectors;

(e)

the extent to which unmet need in supported accommodation, employment, family and social support services, is
a barrier to better mental health outcomes;

(f)

the special needs of groups such as children, adolescents, the aged, Indigenous Australians, the socially and
geographically isolated and of people with complex and co-morbid conditions and drug and alcohol dependence;

(g)

the role and adequacy of training and support for primary carers in the treatment, recovery and support of people
with a mental illness;

(h)

the role of primary health care in promotion, prevention, early detection and chronic care management;

(i)

opportunities for reducing the effects of iatrogenesis and promoting recovery-focussed care through consumer
involvement, peer support and education of the mental health workforce, and for services to be consumeroperated;

(j)

the overrepresentation of people with a mental illness in the criminal justice system and in custody, the extent to
which these environments give rise to mental illness, the adequacy of legislation and processes in protecting
their human rights and the use of diversion programs for such people;

(k)

the practice of detention and seclusion within mental health facilities and the extent to which it is compatible
with human rights instruments, humane treatment and care standards, and proven practice in promoting
engagement and minimising treatment refusal and coercion;

(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;

(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;
(n)

the current state of mental health research, the adequacy of its funding and the extent to which best practice is
disseminated;

(o)

the adequacy of data collection, outcome measures and quality control for monitoring and evaluating mental
health services at all levels of government and opportunities to link funding with compliance with national
standards; and

(p)

the potential for new modes of delivery of mental health care, including e-technology.

WITNESSES
ALCORN, Ms Mary, Executive Director, Gold Coast Drug Council Inc. .................................................. 15
COMPTON, Mr Andrew Bruce, Department Head, Mental Health Association Queensland Inc. ......... 40
COUSINS, Mr Sean, President, Gold Coast Drug Council Inc. .................................................................. 15
KEALTON, Mrs Lesley Janet, Private capacity........................................................................................... 73
KONINGEN, Ms Susan Peta, Private capacity............................................................................................. 51
MORRIS, Dr Philip Leo Patrick, Executive Director, Gold Coast Institute of Mental Health .................. 1
NICOL, Mrs Judith Frances, Vice-President, Bio-Balance Health Association Inc. ................................. 26
RANSLEY, Dr Janet, Senior Lecturer, School of Criminology and Criminal Justice, Griffith
University.......................................................................................................................................................... 61
SKELTON, Mr John James, Vice-President, Bio-Balance Health Association Inc................................... 26
STEPHENSON, Ms Susan Ann, Executive Director, Mental Health Association Queensland Inc. ........ 40
STEWART, Associate Professor Anna, School of Criminology and Criminal Justice, Griffith
University.......................................................................................................................................................... 61
STUCKEY, Dr Richard Hill, Member, Bio-Balance Health Association Inc............................................. 26
THOMPSON, Mrs Helen Patricia, Private capacity .................................................................................... 26

Thursday, 2 February 2006

Senate—Select

MENTAL HEALTH 1

Committee met at 9.06 am
MORRIS, Dr Philip Leo Patrick, Executive Director, Gold Coast Institute of Mental
Health
CHAIR (Senator Allison)—I call the committee to order. This is the 17th hearing of the
Senate Select Committee on Mental Health. The inquiry was referred to the committee by the
Senate on 8 March 2005. Witnesses are reminded of the notes they have received relating to
parliamentary privilege and the protection of official witnesses. Further copies are available from
the secretariat. 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 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 our first witness, Dr Morris, who is a representative of the Gold Coast Institute of
Mental Health. Do you have anything to add about the capacity in which you appear.
Dr Morris—I am a consultant psychiatrist, as well as being the executive director of the Gold
Coast Institute of Mental Health, which is a non-government, community organisation on the
Gold Coast for the advancement of education, training and public information on mental health.
CHAIR—You have lodged with the committee submissions which we have numbered 430
and 430A. Do you wish to make any amendments or additions to those documents at this stage?
Dr Morris—There will be no amendments or additions to the extra written documentation.
CHAIR—I now invite you to make a brief opening statement, after which we will go to
questions.
Dr Morris—Welcome to the Gold Coast. I appreciate you inviting me to come here to give
evidence before the committee. I have some experience in psychiatry. I have been a Fellow of
the College of Psychiatrists in Australia since 1985 and have held a number of senior positions. I
was professor of psychiatry at the University of Melbourne and professor of psychiatry at the
University of Queensland. I ran the national Centre for Posttraumatic Mental Health, which was
set up through the University of Melbourne by the Commonwealth government with Department
of Veterans’ Affairs money for the psychiatric treatment of veterans around the country. One of
my roles more recently was as director of mental health for the Gold Coast region. I resigned
from that position at the end of 2002 and more recently have been the director of the Gold Coast
Institute of Mental Health, and in private and public psychiatric practice in South-East
Queensland.
I would like to make some brief general points about my submission and more specific ones
about the problems that we have on the Gold Coast. The more general points to some degree are
presented in the material that is before the committee. The major one is that there is a severe
deficiency of mental health resources in Australia. When I say ‘resources’, I mean facilities to
treat patients, community clinics and community services, staff and actual beds, both acute and
longer term. This deficiency has developed over about a 20-year period. It is to some degree
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linked with the deinstitutionalisation process, but it is not a criticism of deinstitutionalisation; it
has just come up at about the same time because of a number of factors.
It has led to a major problem. The major problem is that as a result of this gross deficiency
there is intensive, aggressive and, I believe, undue rationing of psychiatric care in Australia. We
all know that medical resources, health resources, like other social capital, are never going to
meet the needs or the demands of the community. But there is a certain point where the
limitations of these resources leads to rationing that is dangerous. Rationing has to happen to
some degree, but what is happening in mental health is that the barriers that are being put up that
patients have to get across to be able to get services are now so high because of rationing that
people who demand, deserve and need care are not getting it. They do not get over the threshold
barrier because of the severity of the rationing.
You see this in emergency departments, in inpatient psychiatric units and in the community. I
will give you three examples. One relates to getting a patient into hospital who is floridly
unwell—maybe psychotic, suicidal or threatening to harm others. It is very difficult. The most
severe usually get admitted, but there are many others who are not quite as severe but are
nonetheless at risk of harming themselves, harming others and deteriorating in terms of their
mental health who do not get admitted to hospital. That is where this rationing problem, because
it is so severe, acts to the detriment of our brothers and sisters in Australia who have mental
illness.
Another example is at the point of discharge from hospital. Because of the pressure on bed
numbers, patients are being discharged before they are ready to go home. That leads to harm
both to them and to their families and the general public. If we had more resources, patients
could stay in hospital for longer and be treated to a point where they were much more ready to
be discharged. I am not just talking about discharge from acute services. There is no opportunity
at the moment to put many patients into longer term facilities where they can be rehabilitated
and recover further so they can then go back into the community in a decent state.
The third area is that of Community Services. I am looking particularly at what happens to
people when they leave hospital. The highest risk for suicide is in the first week or so after a
patient leaves hospital after they have had an acute episode of psychiatric illness. It is in that
phase that they should be followed up aggressively by Community Services. Yet the resources in
the community are so low that that cannot be done, and that is another major, glaring deficit.
Rationing has got to the point where it is actually causing significant problems for the safety of
patients and the safety of the community. There is some evidence of this beyond my statements.
I can make these assertions, but there have been newspaper articles that have led to the same
conclusions. I have given some examples of those newspaper articles. Kate Legge’s article in the
Australian of 17 July points out the link between suicides and the lack of resources in the mental
health sector.
The other issue that has arisen in Australia is the use of the new mental health acts. Most of
the states in Australia have moved to update—‘reform’ might be the word—and change their
mental health acts. Generally speaking, the mental health acts have become more liberal,
reflecting, obviously, the need to respect autonomy of patients et cetera. But those mental health
acts can be used in ways they were not designed for. For example, a young person might be
floridly unwell but, because there are no beds in the psychiatric unit in a particular hospital, the
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staff in the emergency departments might say: ‘Look, you’re not really severe enough. You don’t
meet the criterion of the mental health act which says that because you are so severe you have to
go under the mental health act. We can’t apply the provisions of the mental health act in this
case; therefore, you don’t get a bed in hospital.’ The patient may need to be in hospital,
irrespective of whether they are voluntary or involuntary, but the mental health act is used as an
excuse to say: ‘You don’t quite meet the criteria for the mental health act; therefore, we don’t
have a resource that we can offer you.’ It is used as a way of denying care.
At the other end of the spectrum—and there was another article by Clara Pirani from the
Australian dated 4 July that I produced in my documentation—mental health acts can be used in
another way. Doctors are finding it difficult to get their patients cared for, particularly in that
acute phase after a discharge from hospital. Community resources are so underserved or underresourced that it is very difficult to get a patient followed up. There were suggestions in that
article that psychiatrists are actually putting patients under involuntary treatment in order to
make it harder for Community Services to say, ‘No, we can’t look after the patient.’ If they are
on an involuntary order it is more difficult for them to say they cannot follow up patients. So
there you have the mental health acts being used in a perverse way by placing patients under
involuntary treatment in order to get them care. So it can be used at both ends of the spectrum.
These things I believe are very sad commentaries on the way that mental health services are
being provided in Australia.
The interesting point that I have made in one of my other references concerns an article by
Burgess in the Australian and New Zealand Journal of Psychiatry of 2004. This was a review of
mental health reforms, not only in Australia but right across the world, through WHO data that is
available. It looked at countries that have moved to implement reforms to drug and alcohol
treatment policies, mental health acts and mental health policies. The interesting thing is that,
when countries move to changing and reforming their drug and alcohol treatment, services and
policies, suicide rates fall. Part of that is due to the fact that most of these policies include
reducing the availability of illicit drugs through police and other sorts of action in addition to
increasing services for the treatment of people with drug and alcohol problems. So you have two
things happening: reduction in the drugs and an increase in the services available to people who
have problems.
Mental health acts—the new ones—tend to be more liberal than the old so they make it
actually harder for patients who are unwell to access care. Most mental health policies are in the
process of trying to rationalise care. In a sense, because they are reducing the number of beds
that are available for the acute and long-term treatment of patients by closing mental health
institutions and the big mental health hospitals, they actually reduce services and availability.
This study showed that, after new policies are brought in for mental health and new mental
health acts are brought in, suicide rates rise. You would think they would want to fall, but they
actually go up. This is something that is seen across the world based on the WHO data. So we
are not doing well in some of the things we are doing in mental health.
The other point I would like to make in the broad sense is that mainstreaming has failed.
Mainstreaming was the idea that you bring all mental health services under the one umbrella of
general health and somehow this means that all discrimination goes away. But that is not the
case. There is some reduction in stigma. One of the good things about mainstreaming is that it
recognised the role of general practitioners. But what it has not done is maintain a focus on the
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unique needs of patients with psychiatric illness. Because of this loss of focus we now have, for
example, inpatient units being built with no space. Psychiatric patients need space. When they
are very unwell they are agitated, they are sometimes very sensitive to others and they need
room.
If you go to the Gold Coast Hospital and have a look at the psychiatric unit there, you will see
that 44 beds have been built in a location as small as possible. There are as many beds as you can
get into a very small space. The amount of space the patients have and their ability to go out into
the courtyards are extremely limited. This is not a reflection of what is needed for patients with
psychiatric illness. The old mental hospitals had big grounds. Those big grounds were there for a
purpose. They knew that those patients needed space. They could not be all cooped up in one
position. But, with the demise and loss of the big mental institutions, we have lost some of that
unique quality of service for psychiatric patients.
The other thing is that the emergency departments, which now take all of the psychiatric
patients—because of mainstreaming all patients need to go to general emergency departments—
are either not suited or not kitted out as far as their geography and architecture and the staff in
them are not trained to look after patients with mental illness. As a result, patients that have been
sent to emergency departments do not get the best of care because the facilities are not providing
unique services for patients with mental illness. What we advocate now is a parallel—not a
separate but a parallel—program of emergency departments located in the setting of the general
health sector for patients with psychiatric illness. Some of these things are now starting to
happen in Australia.
There are some broad corrective measures that need to be taken. I hope the committee, when it
makes its recommendations, will consider these very seriously. The first is accountability. When
you work in the public sector you are told that everyone has got to be accountable, but it tends to
be accountability up to people who are more senior. We have lost the emphasis in Australia in
that we, the mental health services, need to be accountable to the patients, and no more
importantly than in the area of suicide.
When a patient suicides in a public hospital there is usually quite an elaborate response: a
review of the sentinel event; a review of the actual issue; debriefing for the staff, other patients
and relatives; and a review of what happened. It is referred to the coroner, and usually there is
some sort of coronial inquiry, but not in all cases. If a patient suicides in the community none of
that goes on in terms of what the hospital might do to review its process of what it did that might
have led up to the person’s suicide maybe two or three weeks down the track, or what the
community mental health services may or may not have done in terms of any contribution to that
person’s suicide two or three weeks down the track. None of that is done as a matter of routine.
The case is referred to the coroner, but the coroner will only have an inquest if the coroner thinks
there has been some untoward, unusual thing going on. A suicide that is clearly a suicide usually
does not raise the issue of foul play, so these things are often just done on the papers and there is
no inquiry.
What we recommend is that every suicide in Australia be reviewed by a coronial level inquiry.
This could be a commission of inquiry or a standing coronial inquiry. I am not a legal person. I
am not sure exactly how that should be set up. But the primary purpose is that every suicide be
scrutinised. Particularly, the pathway to death should be scrutinised. That means any interaction
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between that person and mental health services. I am not here having a go at the public sector. I
say private or public mental health services should be reviewed as to whether there were any
deficiencies or things that could have been done better in that process that might have led to a
different outcome.
We know that suicide is a multidetermined activity. Suicides go up and down depending on
economic circumstances and whether there is war or not. So it is not just treatment that is an
issue. But treatment is one of the few things that doctors and nurses and governments who
provide services have some control over. Treatment, we know, is relevant to outcomes in mental
health, including suicide. This would bring accountability right back on focus, because if
everybody in mental health knew that if a patient came to the hospital but a month or two later
unfortunately suicided there would be a coronial level review and you would be called to give
evidence as to what you did with that patient when they presented to the emergency department
on Friday the 13th—whether you decided not to admit them to hospital or to admit them to
hospital—then that would change overnight the attitude of mental health services to the patients
that they care for. Everyone would start to realise that they would be under direct review in front
of their peers, being the Australian community, as to what they did in response to the patients
that came before them. This would mean that there would be, overnight, a big change in the way
that people are treated. We think this is the most important and primary thing that could happen
that would change mental health services for the better and make them accountable to patients
who need them. We really hope that the committee will look at this particular proposal very
seriously.
There is another thing that needs to be taken into consideration. Everyone is calling for money
into mental health, but what we are saying is, ‘Before you place a huge amount of money in
there, let’s do it in a way that will actually make a change for the better in the future.’ The
second thing is that we need to move from this model of mainstreaming into an integrated
model. The model of care for patients with mental illness needs to account for their specific
unique needs. It should not say that they do not have any special needs over and above other
patients—they do. That is why there is a profession of psychiatry, why there are nurses who
specialise in mental health, why we have the broad area of mental health services.
This needs to be done in a way that is integrated with general health care, but not as a
mainstream generic sort of service. That means a lot of things. That means that psychiatric units
need to be very different to medical and surgical units. They need to be given a lot more space.
We need to provide community resources in a different way than we are providing it at the
moment. We need to have emergency departments with special areas or special emergency
departments that primarily focus on the needs of patients with mental illness problems.
The other major problem that we have that is not being addressed at the moment is in regard to
the loss of the old asylums and the big mental health hospitals. The beds have been reduced
substantially over the last 20-30 years and they have not been replaced by beds in the community
that have appropriate support. The big problem now is that many of the patients who were in the
old mental hospitals and those patients who were never there but still need that type of
supportive care have got nowhere to go. They have been dispossessed. That dispossession has
led to them living in difficult circumstances. On the Gold Coast of course it is a very equitable
climate and you can live outside a lot of the time. You can live in a situation where you have no
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home, but in other places of course that is more difficult. They are in hostels where they are not
being supervised and they are in jails.
Senator WEBBER—My colleague suggested that you would find lots of them in Parliament
House!
Dr Morris—Yes. We hear of stories from a lot of the patients now about how many people
with mental illness are in the criminal justice system. We are suggesting that we need a
substantial build of supported accommodation. This is not accommodation where someone pops
in to see a patient once a day or whatever else. This is accommodation that has 24-hour nursing
and an appropriate level of support—medical, nursing, occupational therapy and social worker
support for patients. If you start doing that, you are getting back to needing clusters of homes.
They can be in the community, but they need to be together. You will need to have them together
because you cannot have individual services going out because it is not efficient. We will get to
something like having properly based facilities that look different to the old mental hospitals but,
nonetheless, the services will be brought back to bear in a sophisticated and specialised way.
That will take some time. That is where we need to go and that is the glaring omission at the
moment: the longer stay accommodation for people who cannot get back to independent care in
the community. Those patients are now filling up acute beds in hospitals which means it is
difficult to get patients in and out of the acute scene, because you cannot get these patients who
need it into more longer term but very supported accommodation situation with services to help
them recover.
Finally, at the moment mental health services in the public sector in Australia have become
more or less focused on patients with chronic psychosis, usually in combination with overlaying
substance abuse problems and often on forensic orders. If you go to a public hospital mental
health service in Queensland—and I have worked in Queensland, New South Wales and in
Victoria and it is all the same—they are the sorts of patients you will see. I am not saying that
they do not need to be there; they should be. When I was training in psychiatry in the early
eighties, the unit I was in had a wide range of patients, including the ones I have just described
but also people with anorexia nervosa, depressive illness, post-traumatic stress disorder, severe
anxiety disorders and psychiatric illness caused by brain damage or other things—you saw a
wide range. Our future mental health staff now in the public sector are trained to see a very
narrow range of conditions. This is not good for the training of mental health professionals. We
are more or less training psychiatrists at the moment who primarily practise and do their training
in the public sector to be not trained for the psychiatry you see outside of public mental health
services. This is a damning indictment of the way that the services have been allowed to become
so narrow in focus. This applies to the other professional groups—nursing, social work,
psychology—and it needs to be broadened out.
Finally, the Gold Coast: we have some real problems in terms of the services available here.
These are my specific comments, and I have outlined these in one of the documents for the
committee. The problem is that we have a population of half a million people and yet we only
have about 54 acute psychiatry beds, which is way below the number needed. We need
something more in the order of 100 to provide services for this population. We have a limited
number of extended care beds. If you look at the demographics of the Gold Coast, there is a big
youth population. We also have a larger than average population of older age groups for
Queensland and Australia. Yet on the Gold Coast there is not one acute assessment bed for
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Thursday, 2 February 2006

Senate—Select

MENTAL HEALTH 7

elderly people in psychiatry. There are some beds that are called extended care beds, which
essentially are beds transferred from the Wolston Park hospital for older patients who had been
there for many years and were brought down to the Gold Coast. But there is not one assessment
bed for psychogeriatrics on the Gold Coast, for a population of half a million where one of the
big demographics is the elderly group. That is a tragedy.
The other thing is that on the Gold Coast—again, we are no different from most other cities in
Australia—we have a substantial drug and alcohol problem, not worse or better than anywhere
else; but it is there. That is often overlaid with patients with psychiatric illness. We have no acute
detoxification beds in the public sector on the Gold Coast—absolutely nothing in the public
sector for people who need to be detoxified from drugs or alcohol and whose acute mental health
needs to be addressed. We need about 12 of those beds based on the population. We do not have
a dedicated Gold Coast hospital emergency department for psychiatric patients. Royal Brisbane
Hospital does, but we do not. That is one of the things we think should come into play.
The other big problem is that we do not have a secure forensic mental health service. There
are no beds here for patients who are under forensic mental health provisions. This means that
patients who have committed crimes and who are waiting to be assessed as to whether they are
mentally competent to be responsible for that crime or who have been assessed as not
responsible because of their mental illness are placed in wards in the general psychiatric unit.
That does a few things. It is not appropriate for those patients because their security level is often
quite different from other patients admitted, either voluntarily or involuntarily. It means that the
public is not necessarily best served because there are people in units that are not designed to be
secure who may be a risk. It is not good for the patients in there who are not forensic because it
means the staff have to be much more aware of security issues, which changes the nature of the
treatment milieu. There should be a specialised unit of about 20 beds on the Gold Coast for the
treatment of patients on forensic orders.
As far as community mental health services, we have two community mental health clinics;
we should have four—another one at Coolangatta and another one at Coomera, based on where
the population increases have been. We have a really big problem with supported
accommodation for patients, as I mentioned before. Finally, the setting up of a standing coronial
inquiry or commission of inquiry, as I mentioned before, in Queensland and other states would
really impact on the way that patients are treated in the public and private sectors in mental
health on the Gold Coast. We hope that that will be one of the main recommendations made by
the committee. Thank you.
CHAIR—Thank you. I want to ask you a bit about the model you foresee. You say that there
needs to be ‘development of community, emergency department, in-patient, subacute, extended
care and residential supervised accommodation’. What does that model look like? You already
have two community health clinics here. Do they provide mental health services, and should
they? You say there needs to be an emergency department that is not away from the mainstream
general hospital—part of it but separate, if you like. How does that work when it comes to the
community level of services for all of those mental health issues that you have described that are
currently receiving no services?
Dr Morris—I will go to the emergency department. In the United States they are moving back
to the model of providing a direct access to emergency services for patients with mental illness.
MENTAL HEALTH
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They are often co-located with general hospitals because you do not want to lose some of the
things that have been an advantage—in other words, having ready access to laboratory tests and
brain imaging, other investigatory facilities and direct access to physicians who can provide
advice in the management of medical conditions that might be complicating the patient’s
psychiatric presentation.
CHAIR—That model is fairly clear. I can see how that would work. It is interesting that you
say that there needs to be more space, because there seems to be very little in most of the cities
we have travelled to. Could you expand a bit more on what it looks like in the community? You
say that two should be four community health centres, but are there other kinds of centres that
would provide this service as well?
Dr Morris—The clinics are doing as best they can under very limited resources. With
additional resources in the community you could develop specialised programs for patients with
different sorts of problems. That is what is not happening at the moment. In the area of
rehabilitation, for example, you need to have enough occupational therapists and psychologists
and others together to be able to provide the nucleus of good teams. What happens now because
of the resourcing is that they are all dispersed into the community and told, ‘Well, you can do
case management’—because they need case managers to look after individuals—‘and you can
do OT or psychology when there is time left over.’ That is a recipe for completely diminishing
the area of specialisation in a particular field such as rehabilitation. My view would be that the
community clinics would also be responsible for the provision of the support care to the
residential programs—to residential accommodation—in the community.
CHAIR—But in your model are they still part of the mainstream? In other words, are they
located with vaccination services for babies and so forth or are they specific, dedicated,
specialised mental health clinics?
Dr Morris—I do not have a problem with them being co-located with other clinics that are
providing general health services, because generally speaking those mental health services in the
community are providing consultations for patients. But what they do need that is perhaps a little
bit different to some of the other community health services is meeting rooms, group rooms and
places where patients can start occupational therapy. Essentially what you need in the
community is what used to be in the old mental hospitals in their rehabilitation areas. This
probably gets to your point. None of the community mental health clinics have the space to be
able to put up rehabilitation programs, to have the sorts of occupational therapy facilities that
were available in the campuses of the mental hospitals. That is where we need to move to. I do
not have a problem that they are next to the mother-baby clinic or they are next to the public
health clinic. That is not the problem. But what they need is a very specialised location.
CHAIR—Yes, I understand.
Dr Morris—At the moment all they are given is a few offices like the other ones are given.
That is where it has gone wrong.
CHAIR—Which are not integrated.
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Dr Morris—The other big issue is what we need in terms of the longer stay accommodation.
It needs to be supported—not just a nurse visit once a day but nurses there 24 hours a day
supervising patients, getting them off to or into in-house rehabilitation and recovery programs.
That needs to be built into the community services under the general umbrella of community
mental health. That is a substantial new development. I know that that is done in some places by
non-government organisations. That is fine, but the level of connection between non-government
organisations providing supported accommodation and the community mental health services
needs to be a lot tighter and there needs to be a lot more resources put in.
CHAIR—That is very helpful. It is fairly rare in the evidence we have had that we have had
the shape of a model that we could grasp.
Senator WEBBER—I was particularly taken with your comments about accountability and
the accountability to your patients. The committee heard evidence in Tasmania yesterday, where
the government have been working on their new strategic plan. The Tasmanian government
talked about the amount of money they had allocated to employ new people to deliver this new
model of service, but their problem is that they cannot attract the people. The money is there, but
the staff are not. How do we have that level of accountability that you are talking about? Where
are we going to find the staff?
Dr Morris—That is a very big question and I do not have too many of the answers overall.
That is a problem for health services across Australia. If you look at Queensland at the
moment—forget about mental health—they are struggling to get doctors and nurses just into the
general health services.
Senator WEBBER—Yes, you are busy trying to poach them from my home state of Western
Australia.
Dr Morris—Let me answer in this sense. One of the problems is that psychiatry or mental
health is losing its attraction for prospective professionals. One of the reasons is what I
mentioned before: this very narrow focus that has become public mental health services. It is
difficult. I have been a teacher in universities and have trained medical students and young
psychiatrists for many years. You can see that when the students now come in to mental health
services, unlike 20 or 30 years ago, they see patients who they cannot identify with, because they
are very unwell. They are often psychotic. They often have substance abuse problems. The
treatment is primarily containment in a very small psychiatric unit, which means medication.
They are under the Mental Health Act, so they are involuntary. It is not a place where you can
say: ‘Look at the range of conditions here. It’s important that you’ve learnt how to make
diagnoses correctly.’
So that sense of enthusiasm that I certainly had when I was doing psychiatry is a lot more
difficult to put forward because of the nature of the way that the services have contracted. It is
understandable that they are providing for the most severely ill—that is not a problem. When
there is so much rationing, you have got to do that. But it leads to consequences, and therefore
you have difficulty attracting staff into that particular professional area. So one of the things is to
change the nature of the services and the forms and the types of services offered, which then will
allow more people to be attracted back into it. It is a huge problem.
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Senator WEBBER—It is a real chicken and egg thing, isn’t it?
Dr Morris—It is.
Senator WEBBER—We cannot change it unless we have more people to work in the system.
Dr Morris—Exactly.
Senator WEBBER—So if you change it to attract more people you are going to end up doing
a bit more rationing rather than less, I would have thought, initially—or rationing in a different
way.
Dr Morris—I think, where you can, you have to say, ‘We’ve got a specialised program here,’
and get people enthused about that. You can take small steps to expand the range of services and
the specialisation and move on. But you are right—if you just say, ‘We can’t do that because we
do this,’ you will end up with the same thing. It will contract even further and become even more
of a problem for staffing.
Senator WEBBER—I have only one other point, because I know we are a bit pressed for
time already. I appreciate the comments you made about the way governments of no matter what
persuasion decided for a variety of reasons to go down the deinstitutionalisation route and to
have more community based care, and then governments of all persuasions deinstitutionalised
but did not actually provide the community based care. Certainly in my home state of Western
Australia, in Perth, we are now trying to start to provide that community based care. In fact, we
are trying to do it in my own suburb. But we seem to have left our run a bit late, in that we are
busy trying to put some community based care in there and there is enormous local opposition to
that. I wonder if you have any ideas about how we deal with that. The stigma is still there, alive
and kicking. How do we overcome that?
Dr Morris—I think we need to recognise that the stigma is still there. It has not gone away
and it is within general health services themselves. Emergency departments do not see patients
with mental illnesses as their primary responsibility, and that has been one of the reasons why
the so-called mainstreaming model—to place those patients as the first port of call—has not
been successful. The community, generally speaking, is still anxious and fearful of patients,
particularly those with more severe presentations, and I can understand that. That is the tragedy,
in a way, of the loss of the mental hospitals. Yes, they had some problems in the way they were
looking after patients, but they were wonderful resources.
Just think about if we had the room that many of those hospitals had and we decided to build
clusters of community homes, properly supported with rehabilitation facilities that are
sophisticated and that have enough staff to make them work well and to be at the leading edge of
rehabilitation and recovery. We would not be sitting here having this discussion. But that is not
the case. So, somewhere along the line, it may be that it is impractical now to try and put group
homes in suburbs because of the reaction. It is probably now necessary to think about greenfield
locations—but building them in such a way that they are not asylums with the walls around them
but they are representative of what we now consider as contemporary care in terms of
accommodation: cluster accommodation with enough resources to be able to provide recovery
services for patients.
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By having a house here and a house there, you have to think of all the logistics of getting staff
to travel around and getting patients to come in. At some point you realise that you need some
specialised facilities. I think that is probably where we need to go and it probably means a new
range of softer, subtler and more supportive accommodation in places where we can get the land.
Isn’t it interesting that asylums were built on the edges of cities around 150 years ago, and now
we will be looking for something where we can get land do to the same thing! Have we learned
anything in the process? We probably have, but we do need to think about that type of thing,
which would overcome the problems that you raised.
Senator TROETH—I have two questions, both of them quite general. Early in your remarks
you mentioned that there had been a rationing of funds and resources for mental health. I would
agree that that has probably been the case, in both state and federal governments of all
persuasions. Why do you think that is so?
Dr Morris—I will give an example of the thinking that leads to this problem. I am not an
administrator of medical and surgical hospitals, but, broadly speaking, for hospitals to run
efficiently they need around 85 per cent occupancy. Obviously, if they have 50 per cent
occupancy it is a bit like an airline: they are probably operating inefficiently. But 100 per cent
occupancy is no good either because they cannot respond to the ups and downs of demand. Yet
the thinking in mental health services is, ‘We need all our beds full,’ which means that most
mental health services in the public sector are operating on 100 per cent occupancy, so they have
no room to handle waves of new admissions.
In places that are compassionate, because there are no beds in the psychiatric unit, those
individuals are then cared for in the emergency department, in the observation ward, in the
surgical beds of the hospital—which is totally appropriate, but nonetheless they have a bed—or
in the medical units. Those hospitals then say, ‘We need security staff because the patients are
very unwell, and we need extra nurses.’ The budgets blow out with all this additional staffing
that would not be needed if they had 85 per cent occupancy and did not move to 100 per cent.
We have moved to 100 per cent occupancy with some people saying, ‘This is efficiency.’ It is not
efficiency; it is stupidity. That has happened across the board; it is not just governments deciding
that we have to get by with less. This idea that we have to fill every bed has come about within
the profession and within the administration of public mental health services. These days, people
go into a psychiatric unit with 100 beds, see 15 beds empty, and say, ‘15 beds empty! Go and get
patients from all the other places and put them in there,’ without realising that they need to have
15 beds empty in order to handle the ups and downs. It is failing to think about the wider picture
that has led to this problem.
Senator TROETH—My second question is: do you believe that there is now a higher
incidence in the community of people suffering mental illness as compared to, say, 20 or 30
years ago? Is there better and more diagnosis or do you believe that mental illness is on the rise?
Dr Morris—That is a very complex question, and I do not know whether I can give a simple
answer. Broadly speaking, we are doing a lot more surveys of the population and in much better
ways. Australia did a big survey in about 1997, and the US and UK have done them. There is
some suggestion that newer generation cohorts are suffering from more mental illness,
particularly in the mood disorder area, but it is a bit unclear as to whether that is a cohort
effect—in other words, that there is a real increase in the prevalence of mental illness in
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subsequent generations—or whether it is related to the fact that we are diagnosing people better
et cetera and there are limited resources. We do not know the cause of this, but we have a
burgeoning group of people who need care, and our resources are not rising to the challenge.
Therefore there is a mismatch between what is needed and what is being provided, and we end
up with this severe rationing problem.
Senator FORSHAW—I particularly agree with your remarks about the impact of
deinstitutionalisation. One of the great things about the old psychiatric hospitals, despite all the
commentary, is that they also provided various types of wards and units within them, whereas in
many of the hospitals today a lot of people, with a whole range of different mental health
problems and causes, are lumped together. That is certainly a complaint that I have heard, but
that is another issue.
I want to take you up on the proposal about an ongoing coronial inquiry and, to some extent,
be the devil’s advocate. I wonder if there is a concern that it sets up the proposition from the
outset that some fault occurred somewhere in the system which led to the suicide. It may have
the reverse effect that you have suggested, at least in one way—that is, every time a person
suicides, no matter how long after they have had some treatment, have been to see somebody,
have been unable to get hospitalisation or whatever, it may lead to a constriction or the
overprescription of medication. I can think of a number of problems that that might generate. As
we know, a lot of people could suicide and there be absolutely no fault attached to anyone at any
point in the system.
Very quickly—I do not want to go into much detail on this because there is no conclusion
yet—in the Sutherland Shire, in the area where I live, a very high-profile sportsperson is
reported to have committed suicide and yet nobody picked up on the symptoms. Nobody knew.
Very few people even knew that he was on medication. I wonder about the impact of that trauma
on families who have to go through some official coronial inquiry. Could you respond to that?
Dr Morris—I take on board your points. In many situations there is absolutely no blame or
fault to be laid at anyone’s feet. We know that many suicides can occur without necessarily there
being any psychiatric illnesses, although they are a primary cause. As I mentioned before, it is
multidetermined behaviour. However, in my situation you hear about people saying how they
cannot get access to services. When you hear the stories of patients, they sound like they should
have been properly admitted to hospital. They have gone back several times and then, ultimately,
there has been a suicide. These days, because it has happened in the community, it will not be
scrutinised in the way that we believe that it should be. So, yes, there is the potential that this
will cause some anxieties.
Senator FORSHAW—I am just being the devil’s advocate, I suppose.
Dr Morris—Sure.
Senator FORSHAW—It could be automatically assumed that some blame has to be found
somewhere if you are going to have a coronial inquiry. Is there a model that we could look at
somewhere in the world where this occurs?
Dr Morris—I am not familiar with any recent examples.
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Senator FORSHAW—Particularly if it is done through the legal system. That raises
automatically—
Dr Morris—I have suggested—and we have talked about this with some people in Sydney,
including Ian Hickie—that the other way of looking at this is, rather than having a coronial type
of inquiry, to have a commission of inquiry—that does not have the word ‘coronial’—where
suicide deaths are reviewed on a systematic, regular basis and where the pathway to death is
reviewed. The problem that I see is that, if that happens and the staff do not see themselves as
being ultimately accountable, it will not lead to much in the way of change.
If this did occur in some form, the pressure on staff at the front end of treatment who are being
pressured by people above them in the bureaucracy to not admit people is very tense—they are
told: ‘There are no beds, therefore you have to be very careful about who you admit to hospital.’
It is actually perverse where you come from in medicine generally. In medicine generally, it is:
always be cautious. If you have a concern about a patient, you would admit them if you were
worried. These days, there are no beds, so you only admit the people who you really think have
to come into hospital. It has swung too far in the other direction.
If you do not have something where an independent group can review—not the hospital, not
the mental health service, because they are into also making sure that they look after their
situation; it would need to be independent to review the processes and what happened on that
particular day—then I do not think there will be any change. So whether it is a coronial inquiry
or called something else, it needs to be independent from all the mental health services and it
needs to be able to review what happened on the pathway of care. If that does not happen, I do
not think there will be any major change.
Senator MOORE—I would like to follow up later on the issue of how you get that stimulant
to the accountability, but one of the particular reasons we are interested in in the Gold Coast
situation—and you have outlined the resources crises that you have—is your location at the
border. Are there any issues which you are aware of where you have people who are caught
between New South Wales and Queensland? Does that come up in any particular issues in
mental health?
Dr Morris—When I was director of mental health here, the Tweed area did not have a
psychiatric in-patient facility. They did have a small unit at Lismore which was very full most of
the time. As a result, many patients of the mental health services provided by the Gold Coast
Hospital were from the Northern Rivers in New South Wales or particularly Tweed. There was
always argy-bargy about who was responsible. It was not so much the level of money; it was just
that the services on the Gold Coast were stretched, and then taking patients from New South
Wales always added another dimension.
The Tweed now has its own psychiatric unit so I think the flows across have tended to reduce.
I am not the director of mental health in the Gold Coast anymore. I notice that you have
witnesses coming this afternoon from the mental health service here in the Gold Coast so you
might address the issue as to what is happening at the moment to them. You just cannot
discriminate. If a person comes to you unwell, you need to treat them whether they are from
New South Wales, Victoria or wherever else. My view is that that is not pertinent to that
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particular situation. In terms of funds from one state government to another, that was an issue
that was beyond my level of responsibility.
CHAIR—Thank you very much for your presentation and your submission, both of which
have been really useful to us.
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[9.58 am]
ALCORN, Ms Mary, Executive Director, Gold Coast Drug Council Inc.
COUSINS, Mr Sean, President, Gold Coast Drug Council Inc.
CHAIR—Welcome. Do you have any comments to make on the capacity in which you
appear?
Ms Alcorn—I am the Executive Director of the Gold Coast Drug Council, which includes
Mirikai, which is more infamous than the Gold Coast Drug Council.
CHAIR—You have recently lodged with the committee a submission, which we have
numbered 553. Do you want to make any alterations or additions to that document at this stage?
Mr Cousins—No, and we ask that our written submission be incorporated into the record.
CHAIR—That becomes a public submission so it will be published in the normal manner. I
invite you to make a brief opening statement, after which we will go to questions.
Ms Alcorn—Following on from what I heard this morning, I would like to say that acute
hospitals are for acutely ill people, and the reason that so many people attend hospital is because
there is nowhere else for them to go when they become unwell. So there is this focus on the
acute system. We have no services in the community and it is really letting us down. The Gold
Coast, as you can see by the statistics that I have provided for you today, is a huge growth area.
Complicating that are the numbers of visitors that we have to the Gold Coast.
Further complicating that is the corridor growth and the lack of infrastructure. So we have
some real problems. We have not developed community. We are a young community. In a sense,
the hub of any crisis becomes a hospital. There are no step-up processes. There are no step-down
processes. It is extremely difficult to access GPs because they do not bulk-bill, not for the kind
of client I have been treating for the last 18 years. They take up too much of the GP’s time. I
know there are some initiatives at the moment, but I do not know if that is even a big enough
incentive for GPs to take on mental health clients. I am really concerned about that. Certainly
most psychiatrists who are practising in private practice on the Gold Coast do not bulk-bill, so
we do not have access. So we have this problem of everyone descending on the Gold Coast
Hospital.
I think the previous speaker outlined the issues of having forensic clients who can be there for
six or 12 months with a limited number of beds. Therefore, access to the hospital is extremely
difficult. That has impacted on the services of the Gold Coast Drug Council significantly. But we
have not had any recognition from governments of any persuasion as to what those particular
issues are.
Mr Cousins—Whilst we are primarily a service designed to treat people who have a drug
and/or alcohol problem, we are finding now—and have been finding for many years—that in up
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to 80 per cent of cases there is a co-existing mental health disorder. Consequently, we have had
to expand our service delivery. I suspect many other services have either had to expand or very
soon will have to do so, in order that we can treat mental health problems as well. So whilst from
the public’s perspective we are providing a drug and alcohol treatment service, we are also
providing a very comprehensive service to treat mental health problems as well. There is a very
close correlation between substance abusers and mental health problems. From our perspective
we think it is very important to recognise that there is a very close correlation between substance
abuse problems and mental health problems. Consequently, we have responded to, and are
providing significant services to treat, the mental health problems as well as the drug and alcohol
problems.
As Mary has outlined, there are so few resources and so few facilities on the Gold Coast that
we are now becoming perhaps a convenient dumping ground—‘dumping ground’ is not the right
word. People are presented with a young person, a referral source and they say: ‘Oh, the Gold
Coast Hospital is full. There is nobody else who can do anything about it. Go to the Gold Coast
Drug Council.’ They know that we are really the only place that is providing a comprehensive
treatment for both the drug and alcohol problem and the mental health problem. So, in terms of
the proposals for change which we have outlined in our written submission, we are coming from
the direction that we are providing not just mental health services but a wider range of services,
and that more and more there needs to be a recognition and understanding that a range of
services can be provided. You have heard the earlier presentation talking about that. Mary would
like to talk to you about the proposals for change, and particularly the community based hubs
that we proposed in our submission.
Ms Alcorn—I would like you to think about looking at mental health differently. Yes, acute
clients who are a danger to themselves and others need to be in hospital. It is a very expensive
option. I think they remain in hospital and we get bed blocks across the country because there is
nowhere else for them to step down to. We need highly supported houses that come down from
high support to medium support and lower support where there are resource people in the
community. If there is a hub—if we start to develop early intervention services—I would like to
see no integration. I would like to see mental health and alcohol and drug hubs—
CHAIR—Separate from other health services.
Ms Alcorn—Yes, separate from other health services because, specifically, the consumers will
get lost in a larger service. I think they need the advocacy. They need to be promoted to support
in all the social and rehabilitation programs. They do get well in time. There are some chronic
clients who will always need high support. Because of the shortage of doctors and nurses and
medical and allied health staff generally, we have to start thinking differently. At Mirikai, a lot of
the rehabilitation processes that we have founded for young people—psychotic, bipolar et
cetera—are around living skills, communication skills and support needs. I do not think that it
has to be a medical issue. We can broaden those kinds of support roles to TAFEs, for training
and those kinds of things, in the community.
We have to have a different view of it. I really believe, if you think about the needs of chronic
mental health clients, that it is about social connectedness. It is about respectful relationships. It
is about activities. There is plenty of data for you to look at coming out of Victoria and other
places that will show you that, with social connectedness, relapse is about 80 per cent less. If we
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have the focus on public hospitals, they are going to keep going back there, they are going to get
unwell and then only the worst are going to be admitted. So they become more unwell and
eventually get admitted, perhaps becoming a forensic client in the process. If they are socially
connected and are becoming unwell, if people understand that process and we have early
intervention measures, we can step them up to additional support. It does not have to be in
hospital. They can be supervised.
That is where we will need medical support and nursing support—if we have to step them up.
But does that have to be not unless they are hurting themselves or hurting someone else? Can we
view it differently? I know there are so many volunteers in the community helping the aged and
sporting clubs, but we have not sold mental health as an issue of ‘one in four’. Is it because
government departments and the public sector are managing public health? Do we need to move
much more of it into community based organisations? Do we have to make it a psychosocial
rather than a medical issue? A lot of the time at least we need that medical intervention. They are
some of the things that I would say have worked so well for us in the rehabilitation process.
If you have a highly trained, skilled worker going out to see someone once a week and they
have 50 on their caseload, is that helpful? Is it more helpful to get the client connected and
doing, say, a cooking program in the hub, with volunteers to support that? Is it important to have
those volunteers checking on the clients to make sure they have come in and, if not, to let the
nurse know? Are there other ways that we can invite them to connect with us as a community? I
think there are. I have been practising psychosocial skills and teaching people how to manage
their own disorders for the last 18 years. I am not saying that people do not become acutely
unwell. I am saying there is nowhere else. And I do not think that once you are well enough to
manage your disorder you should be stuck in hospital. I do not think that is a kind of
environment that is healthy. Data suggests that if you are treated for psychosis for the first time
outside of hospital, you are five times less likely—I am not clear about this, so do not quote me,
but I think you will be able to find the data because you have social researchers—to be
hospitalised. I understand the stigma issue, and I have some ideas on that too.
We will have to close our dual diagnosis service unless we can find a way of inviting medical
practitioners and specialists into our services, because they are not going to give up just because
it takes longer to see our clients. Our clients need to be bulk-billed. We do not have access to
money. We need to be thinking differently about how we can access paid employees or sessional
based workers for ourselves. There is no money, state or federal, to do that.
CHAIR—Can you describe how that works at the present time. You say you have
psychiatrists and psychologists. How are they funded exactly?
Ms Alcorn—They are funded from everywhere. Every good community based organisation—
and we have about eight different funders—tries to survive. They are funded through
Queensland Health. They are funded through the National Illicit Drug Strategy—that works
really well for us, but there is not enough money. How about if there was a dual diagnosis and
mental health strategy that actually put money into the community and monitored it as you do
the National Illicit Drug Strategy? You really get great value for your money there. Most of the
money is coming through the Public Service, and I do not know if the model is right.
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CHAIR—I think it would be really useful to the committee if you were able to give us a bit of
a balance sheet, if you like, of where your money comes from, how many staff you employ using
that money and how many people you are able to provide services to in a typical year, just so we
can get some idea of what a model that works might look like.
Ms Alcorn—Okay.
CHAIR—I am sorry to give you some work to do! Also, how do you relate to the two
community health centres that are currently here? Do your patients walk in off the street—
Ms Alcorn—No.
CHAIR—or must they all be referred? What is the likely pathway to your service?
Ms Alcorn—At the moment, most of our referrals for dual diagnosis are coming through the
mental health services, either straight from hospital—
CHAIR—That is the area mental health service?
Ms Alcorn—Yes, but we get calls from all over Queensland—Brisbane, south-east Brisbane,
everywhere. We try not to take them out of area, because we do not want to put more stress on
the mental health staff that we have on the coast. I will take you through a scenario. A young
woman—let us call her Jane—comes in from Robina. She has been there for seven months,
probably on an involuntary treatment order, having an amphetamine issue diagnosed with
bipolar and a psychotic disorder. She could have probably been out of hospital—because that is
$365—if we had a closer connection and we had the time and staff. And that is not because we
do not want to do that; we need more integration of the services, and there is an example of a
gap. She comes in. Her mental health worker comes and visits her once a week for 20 minutes.
The mental health worker visits all of them, because we have quite a number at that point.
CHAIR—This is a mental health worker from the area mental health service?
Ms Alcorn—From the area mental health service. At the time, we probably had eight or nine
involuntary treatment orders. That does not mean to say that we would not have had another 10
or 12. Dr Morris comes down for a session a week. So this young woman would have been seen
by her own mental health worker, just briefly. She would have gone through the whole
rehabilitation program; learnt lots of cognitive behavioural therapy; learnt to swim, go for walks
on the beach and do all the things that people need to do; learned to take responsibility for her
actions to manage her disorder, her medication—and had education around medication. Most of
all, she was with a whole group of other young people, and that is a really healthy thing to
happen for you: to be able to mix again. From there, after six months of that, she went into a
training scheme funded through DET for landscaping. She made a decision that she would like
to go to TAFE, and she is currently doing a diploma. She is in the halfway house and is about to
move out.
There are 10 of those halfway houses. We get one grant for $50,000 to support them and one
worker. We really need more. They are the kinds of things I am talking about. I understand the
fatigue that people talk about, although I can share with you that in the last eight years we have
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not had to move one of our support houses. It is a lot about activity and life skills. Some people
need ongoing support, so we move them into the public system. I worry about that, because they
have had much more social connectedness and they tend to regress onto drugs and other things.
On the way, they would have seen a GP, but that GP is currently ill and I am concerned because I
do not think we can attract another one.
That is an example of a way of managing them. They would be connected to the community in
all sorts of ways: dual diagnosis; support group—that costs nothing; AA and NA programs;
social connectedness activities, for example touch football teams. If they are really withdrawn,
then they need more care. We have not got the money to do that, but we do take a few through
on that basis when they have not got any family or relatives who can support them.
Senator FORSHAW—In your submission at page 5, you state that 72 per cent of clients
suffer some form of dual diagnosis. You then go on to say that—
Ms Alcorn—The young ones that we admit into rehabilitation only.
Senator FORSHAW—Yes, but you say:
Psychotic disorder appears to be more prevalent amongst the younger age group (17—21 age group), and female
clients appear to have a higher probability than male clients of suffering this disorder.

Ms Alcorn—That is just our observation.
Senator FORSHAW—Are you able to expand on why that is? Does it tell us anything else
about young males? I was somewhat surprised at that figure.
Ms Alcorn—I think it is because they are accessing treatment. There is a huge push to keep
young women out of prison, so I would think that they are accessing treatment services more
easily and there are more health and other professionals trying to keep them out of the prison
system, so there is an earlier intervention so we see more of those young women. But I think that
skews what we see from day-to-day, which is consistent with the prison population, and drug
and alcohol statistics across the country—around 70 per cent males and 30 or 33 per cent
females.
Mr Cousins—Lest we be misunderstood, there is a significant problem amongst males.
Senator FORSHAW—Yes, and that is what prompted my question.
Ms Alcorn—I think the advocacy services for young women are stronger, in a sense, when
they are ill and on drugs. We find—and this is what you may well be interested in—that their
histories suggest that they were having problems at 12, 13, 14, 15 or 16, way before we see
them. We do a one-on-one service where we see 12, 13, 14 and 15-year-olds as well, where they
present with quite complex behavioural and other issues that are emerging psychiatric issues, but
they fall through the gaps because mainstream psychiatric services do not see them. It is judged
as a behavioural problem, so they are nobody’s problem really. They emerge as a drug problem
or a behavioural problem, but it is an emerging psychiatric disorder.
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Mr Cousins—They become a problem when they commit a major crime, and then it is too
late; then they are a Justice Department problem, not a mental health problem or a drug and
alcohol problem.
Ms Alcorn—Yes.
Senator FORSHAW—What sort of connection or contact do you have, if any, with the
families and parents of these kids, or are they, in the main, young people who are not living at
home or are here from interstate?
Ms Alcorn—Yes. The speaker who runs the family support group for us can elaborate on that.
I think it is critical that families have an involvement. They get tired and they do not understand
the disorders. There is a lot of ignorance around families and the behaviours of mental health
clients. There is the fatigue of it all: the comings and goings, the bizarreness of it, the relapses, if
they have used drugs—those kinds of issues. Families get fatigued and there are not enough
support systems in place for them. We talked about how bad it is in the acute system. When they
become unwell and you are an elderly parent caregiver and get knocked back from hospital, you
feel fearful. You hear their stories and eventually they just say, ‘No.’ But if they knew there was
respite until they were a little bit well—which needs only to be supported accommodation with
some medical support and some intervention, if it is safe to do so—it would help. That is why I
am suggesting hubs would be fantastic and early intervention for depression. For instance, if that
man had known that when he was depressed and went to see his doctor the doctor would say,
‘There is this place where you can get lots of education and have a chat with someone and I am
going to follow up on you finding out all about depression.’ Every mental health disorder
isolates you. We need to get that connectedness back from the community and have
understanding and provide support. I do not think it has to be as medicalised, from my
observation.
Senator FORSHAW—We have a submission from Ms Koningen who, I think, set up her
organisation after contact with you. Was that a one-off? From what I read, it seems she is telling
us that that came about through her initiative. Do you have a specific program that seeks to
engage carer parents and families?
Mr Cousins—As far as we can we seek to engage the family.
Senator FORSHAW—I know you may not have the resources to do it.
Mr Cousins—We just keep growing and growing and expanding the services that we provide.
They were not within our core service to begin with, but we just had to do it because no-one else
was doing it. We have increased the range and the scope of the services because we were ideally
suited to do it, because of the people we were treating. No-one else was doing it. We just grew
and grew. We will probably keep growing.
Ms Alcorn—We have a half-time funded family therapist. I believe we are the only alcohol
and drug service on the coast that has that. Our clients are young and we need to promote and
connect families.
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Senator MOORE—In terms of the hub model that you have raised in your submission, I am
interested in where you have raised that in other places and the response you have had, because
it seems to me that there is already some infrastructure that could be adapted. Have you looked
at the kinds of changes that would have to take place to implement such a proposal? Secondly, in
terms of the work you do, and I think you touched on that, Mr Cousins—the way the work you
do expands according to the need—we have evidence that people spend a considerable amount
of time doing tasks that are not part of their job just to survive and that has an impact. I am
particularly interested in social work. Many of the tasks that are being done to help people are
social work jobs, in terms of finding beds and support; they are not really the treatment aspects.
That provides an area to move to. I would like to know what reaction you got to the proposal,
which you have obviously thought out and put forward in different places, and also to the
workload distributions.
Mr Cousins—If you have the physical location and the facilities and if they are accessible
and you have a number of people going there for a purpose and you have a number of
professionals working there, then I think the model is a very easy one to adopt. The greatest
difficulty would be educating people within the various professions and educating the public
about the fact that they can access this particular hub. It takes a long time to educate everybody
about, for example, what we do—that there is this place at West Burleigh and if you go there you
can get this service and that service. If you have the location, the facilities and the staff, then as
long as it is accessible to the public I do not think it is too difficult. It is more a question of
educating people; informing them.
Ms Alcorn—Two things: firstly, we probably respond to one in 25 requests for help. There are
a lot of people out there who we cannot help because we do not have the facilities, the staff or
the funding. Secondly, we should be thinking about moving it into the community. There are
very few avenues for a community to put up submissions to government—state or federal. That
presents a difficulty. If we could attract and have researchers and clinicians and psychosocial
programs and make it more interesting for the medicos to go over there we would be far better
off. Currently, the government is certainly talking about hubs, and the state government is, too.
Senator MOORE—That is coming into parliaments now.
Ms Alcorn—Right through. It will get lost. I do not think it will be same model I am talking
about at all. I am on a steering committee for one that is being proposed at the moment. There
are very few non-government services going in there; they are all government services, so that
will medicalise the system again. My message is that we need to try and demedicalise some of
the services, because we are not going to have the staff that we need. As you said, speaking from
a social worker background, if you could have support workers working beside you to do those
things and to run those cooking classes et cetera, that would be good. You would need a team of
people, but only one social worker. That is my point. The process that I have asked for, though,
through government and through community engagement is a step-up, step-down process from
hospital. I am really interested in seeing where that will go.
Senator WEBBER—I cannot help but respond to your invitation to return to the issue of
putting more facilities back into our community and how we deal with the stigma. The example I
was given before—it is in the suburb I live in in inner Perth—is actually a step-down facility.
From hospital, it goes into what has always been a health facility in a nice, leafy, yuppie suburb
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in Perth. The facility has been closed for 12 months so the government can renovate. It is an
ideal location in my view, but the local community does not want it, so they are trying to make
the local council not want it. The local mayor does not want it. Fortunately, the numbers are
going to be there on the council because the rest of the councillors are a bit more enlightened
than the mayor—the popularly elected mayor, I have to say. How do we overcome that stigma?
If we are going to have these community based facilities, are we going to say that they cannot be
in established suburbs and that they actually have to be a bit like what Dr Morris was
implying—out on the fringes again in the newly created suburbs so that they are just part of a
developing environment rather than an existing one?
Ms Alcorn—We do not put any more than three or four in a house and they are supported, and
if they are fatigued we move the house. Generally speaking, if they settle well then you can
leave them there with support, so we do not really have to ask for permission. Why do I have to
ask for permission for four people to flat together when they come out of hospital? I am just
going to give them additional support them. I have 10 of those. I have a real problem with that.
With a bigger facility, I can understand it. But people have a right to be in the community. If
there is an issue, you might move one of them to another place and try a new blend. It takes a bit
of work so that they are happy together. It might be that one person is so difficult you have to
then move them into something else. Generally speaking you mix and match in the community,
ideally in groups of three, and you have support working across them. If you are talking about
high support, like that—
Mr Cousins—Is your question about the stigma of mental health amongst the community—
namely, ‘We don’t want a bunch of mental people in our suburb’?
Senator WEBBER—Yes.
Ms Alcorn—They do not know.
Mr Cousins—Is that what you mean?
Ms Alcorn—They do not generally know.
Senator WEBBER—If they do not know, I am now intrigued by your model. You are saying
that the number is three or four. How do you efficiently and financially provide the full range of
support that those people in groups of three or four will need? Are you saying that the groups of
three or four need only extremely low care, so they will not need a nurse or someone around, and
that those in the higher end low to medium care just cannot be community based?
Ms Alcorn—I hope we will trial the high-needs people on the Gold Coast at some point, and I
think that will have to be in a location that is industrial. But the medium- and low-needs people
can survive in the community, just as many other people do. If there is any fatigue and you are
working, you can move them on.
Senator WEBBER—I am sorry to interrupt you, Ms Alcorn. I understand what you are
saying about that. I am saying that I absolutely agree that we can put some people in the
community—and I have been very outspoken in my support for what the state government is
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trying to do in my own suburb—but, given the strains on our resources, how do we provide
those three or four people with the support they need?
Ms Alcorn—You need to demedicalise the support you are giving them.
Senator WEBBER—So we say that they do not need a nurse?
Ms Alcorn—I am saying to you that we need to change the way we think, and I think this is
the ideal Senate committee to investigate that. I am saying that we can have support workers and
carers. I am sure there is a model somewhere that does just that. I do not know about the
Richmond Fellowship model, but I am sure there are models of care. I do not think we need the
level of support that you are talking about. I think we need the proper training in emergency and
all the other things that we might need. When you think about the number of people now who
are psychotic who are turned away from major hospitals because they are not going to hurt
themselves or anyone else and who are homeless in the community, I think we can seriously
think about training people and specifically developing TAFE programs for support workers. We
can invite families to commence the volunteering. Again, I think that comes back to the model of
community connectedness.
Mr Cousins—We draw not just on our paid workers but also tremendously on volunteers. We
could not possibly survive and could not provide the level of service that we do without the
hundreds of volunteers who provide tens of thousands of volunteer hours every year. That is
because, in many ways, we have developed a relationship of such goodwill with the community,
with families and with people we have already treated. We have talked about stigma. It is a
dreadful thing, and if we get over the stigma and educate and inform people that we are doing
something very good and that these people are not going to harm them, if we get to the point of
developing that relationship with the community and establishing the goodwill then, all of a
sudden, we are not seen as that place that treats all the drug addicts and the mental people. We
are seen, I would hope by the majority of people, as a good place: ‘That’s that good place with
the good people who do all the good work.’ But it has taken an awfully long time to get to that
point.
Senator WEBBER—I have every confidence that the one that will be in my suburb—as I say,
it is going to be there whether my local mayor likes it or not—once established and people
realise that the people who will be there are fine, will in the long run get community support.
But, by gee, it is a fight.
Mr Cousins—You get the community support when people can see positive outcomes. It is
easy to say: ‘He’s a drug addict. He’s a mental patient. He’s a criminal.’ But when people can see
real, tangible evidence of a positive outcome, that is when you start shifting the stigma and
discrimination.
Ms Alcorn—Like having big Christmas parties and inviting the entire community, where 300
people come along—so changing the bias and those kinds of issues. But I think we are facing the
same thing on the step-up step-down model. Our idea was to go for three houses with a high
level of care and put them in close, in industrial areas, working with the council to do that.
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CHAIR—If I can just pursue this a little—we have a couple more minutes. The three levels of
care you describe—
Ms Alcorn—It is not for Mirikai, though. It is not for our own service. It was just a suggestion
to look at how we can deal differently with mental health in the community.
CHAIR—So which of those three would need to be purpose built?
Ms Alcorn—Only the first of the three.
CHAIR—Only the first?
Ms Alcorn—The first, the high-level one.
CHAIR—So can you run through what the second and third would be? You talk about three
or four people in a house. Presumably, that is just an ordinary house somewhere. You rent a flat
or something that can accommodate such people. Is there a 24-hour live-in staff member; and, if
so, what sorts of qualifications would that person have?
Ms Alcorn—TAFE. To do welfare degrees is fine; that is why we provide them through the
system. We just need support workers.
CHAIR—So this is someone to do the domestic work as well as provide low-level
counselling and support to people? Is that the sort of worker you are describing?
Ms Alcorn—Yes. You are talking about people with mental illnesses who have done some
rehabilitation and you just support them to shop, support them in their daily needs to get where
they need to go. There will be a worker during the day to do that. And, yes, there will be a nurse
or caseworker, with case management going on with the mental health service that they are
attached to.
CHAIR—And would that be a live-in position, or would you have three people who would do
that job?
Ms Alcorn—No. I would have three, and down at the lower level it would be part time.
CHAIR—Describe the middle level, if you like. What does that look like in terms of the sort
of worker you have there, how many people you have together, whether it just an ordinary house
or purpose built—that sort of thing?
Ms Alcorn—This is just a vision.
CHAIR—Of course, but we are dealing in visions here in this committee.
Ms Alcorn—Yes, four people. Are you talking about the house itself, the physical house?
CHAIR—Yes.
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Ms Alcorn—You are, aren’t you? I thought so. Yes, it will be purpose built. We would be
hopeful that Housing would do that if we get this model up and going. We would be hopeful that
there would be an office for the workers. They can sleep over, if all is well. These people can be
on involuntary treatment orders. But understand what the conditions are: someone who is on an
involuntary treatment order is well enough to be out of hospital. It happens all the time.
CHAIR—Thank you very much for that. That is most interesting and, I think, an unusual
submission and presentation to the committee, so thank you for your perspective.
Mr Cousins—Thank you. Thanks for the opportunity.
CHAIR—We will have a short break for morning tea.
Proceedings suspended from 10.38 am to 10.57 am
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THOMPSON, Mrs Helen Patricia, Private capacity
NICOL, Mrs Judith Frances, Vice-President, Bio-Balance Health Association Inc.
SKELTON, Mr John James, Vice-President, Bio-Balance Health Association Inc.
STUCKEY, Dr Richard Hill, Member, Bio-Balance Health Association Inc.
CHAIR—Welcome. Do you have any comments to make on the capacity in which you
appear?
Mrs Nicol—I am the mother of a 45-year-old schizophrenic.
Mr Skelton—I am the parent of a person with a 26-year history of schizophrenia.
Dr Stuckey—I am the medical practitioner involved in setting up this program within
Queensland. I would like to apologise on behalf of Mr Bruce Jeanes, our president, who has had
to fly over to Perth in response to a family emergency.
CHAIR—I understand some of you have travelled some distance to get here today for the
hearing. Thank you very much for doing that. You have lodged with the committee submissions,
which we have numbered 378, 378A and 378B. Are there any amendments or additions to those
documents at this stage?
Dr Stuckey—Yes, there is.
Mr Skelton—There is a document that Dr Stuckey would like to submit.
CHAIR—Is it the wish of the committee that that statement be tabled? It is so ordered. I now
invite you to make an opening statement, after which we will go to questions.
Mr Skelton—Australia’s mental health services are clearly failing people with serious mental
illnesses, with dire consequences for patients, families and the community. We are convinced
that there must be a better way. We wish to bring the committee’s attention to the contribution
Pfeiffer complementary treatment techniques are capable of making to significantly improving
treatment outcomes for people with mental illnesses and behaviour disorders. More broadly, we
wish to draw attention to the need for a comprehensive review of Australia’s mental health
services in the light of all the available research evidence on causes and effective treatments.
The assumption underlying the present mental health system is that drug treatments will make
most mentally ill people well enough to live satisfactory lives in the community. The reality,
demonstrated over several decades, is that antipsychotic drugs, at least, have limited
effectiveness and often have severe side effects, but Australia’s mental health services remain
narrowly focused on pharmaceutical treatments that often fail to produce significant
improvement. Yet they are not held accountable for this continued failure, because no objective
system for monitoring treatment outcomes exists, as we have highlighted in our first
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supplementary submission. I will quote John Nash, the Nobel prize winner of A Beautiful Mind
fame, from an interview published in New Scientist on 18 December 2004 about his views on
current treatments for schizophrenia. He said:
For mental illness, a person who is dependent on drugs and gets continued attention from psychiatrists is considered OK. I
think the ideal could be higher. These people do not usually function on a level corresponding to the level on which they
would have functioned before their mental illness. So a quite low level of function is accepted as being good treatment.

Only a small proportion of psychotic patients recover or show significant improvement, leaving
most of them incapable of independent living and heavily dependent on support from family,
friends and professional support workers. If support is not available or is rejected, the ill person
is likely to end up back in hospital, on the streets, in jail or dead. Surely Australia can do better
than this.
Bio-Balance Health Association was set up primarily to introduce to Australia the biochemical
assessment and complementary nutritional treatment techniques developed in the United States
first by Dr Carl Pfeiffer and then by Dr William Walsh at the Health Research Institute and the
associated Pfeiffer Treatment Centre. The evidence we have presented indicates that these
techniques are capable of making a valuable contribution to the improvement of treatments
outcomes for people with mental illnesses and behaviour disorders. Their effectiveness in
significantly improving treatment outcomes in a high proportion of cases has been demonstrated
in follow-up studies of sample groups from the 20,000 or so outpatient cases treated there over
the past 20 years. It is important to emphasise, however, that these techniques are used to
complement, rather than replace, psychiatric drug medications.
Dr Walsh has now trained several Australian medical practitioners in Pfeiffer assessment and
treatment techniques during visits here in April 2004 and 2005, and more such visits are planned,
including one this month. The results of a 12-month follow-up study of Australian patients
treated by Dr Richard Stuckey, which was recently submitted to the committee, indicate that
these techniques are proving equally effective in Australia, despite an unfortunately high dropout rate resulting primarily from the cost of prescribed nutritional supplements for families,
many of whom have very limited financial resources. Dr Stuckey will be pleased to elaborate on
the information in his report and answer any questions committee members may have.
In our view, the continuing crisis in mental health warrants nothing less than the fundamental
review of the structure and functioning of mental health services with the aim of optimising their
clinical and cost-effectiveness, beginning with a critical examination of the theoretical basis on
which they are constructed, the treatment methods used and the accountability measures built
into the system. Our first recommendation is that an Australian fact-finding group visits the
Health Research Institute and Pfeiffer Treatment Centre in Chicago to study their research
programs and the Pfeiffer assessment and treatment methods; that, following this visit, selected
medical practitioners in each state and territory be trained in Pfeiffer biochemical assessment and
nutritional therapy techniques; that pilot programs be introduced incorporating this type of
complementary treatment along with currently conventional treatments for mental and
behavioural disorders; and that treatment outcomes from these pilot programs be evaluated in
comparison with outcomes from conventional treatment techniques alone.
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Secondly, we recommend that objectively verifiable criteria of progress towards recovery,
similar to those used in the King County reports quoted in our supplementary submission No.
378A, be incorporated in treatment outcomes and measurement procedures of all state and
territory mental health services, and that annual reports on treatment effectiveness based on these
procedures be made publicly available.
Thirdly, we recommend that additional research funds be provided to urgently commission
comprehensive reviews of research findings in all major fields of mental health, beginning with
the research evidence on the causes and treatment of schizophrenia reviewed in Harold Foster’s
book, What Really Causes Schizophrenia, much of which has been neglected or ignored by
mainstream researchers and practitioners. I have a copy of the book here. If any member of the
committee would like to have it, we are only too happy to submit it.
CHAIR—Thank you for that.
Mr Skelton—Lastly, we recommend that additional funds be provided by Commonwealth,
state and territory governments to adequately support current mental health services, pending the
introduction of more clinically effective and cost-effective treatment methods which should
result from the comprehensive reviews that we have recommended.
Dr Stuckey—I would like to make a brief statement on what is involved. In the first
submission, Dr Morris made the statement that mainstream medicine has failed, in the second
submission Mary Alcorn made the statement that we need to start thinking differently, and I
think it was Senator Allison who said that this committee is one that is dealing in visions—so
here we go. The Pfeiffer Treatment Centre is not pretending that it has the answers to or the cure
for mental illness. However, they have identified specific biochemical imbalances in the vast
majority of people with mental illness which, if looked for, can be identified by blood tests and
can be corrected.
The first of these imbalances is the serum zinc level. It is a very simple assay to do, and our
client data, shown in a graph in our submission, shows that in 200 consecutive zinc tests 100 per
cent of our mental illness patients were in the bottom 25 per cent of the normal range and indeed
the majority were in the bottom third. The average serum zinc level in people in the general
community is at 20 micromoles per litre and in the 200 consecutive zinc levels that we did the
average was 12. We have identified a different subset of people if we look at purely serum zinc
levels. If we did nothing more than give every patient with mental illness in Australia 50
milligrams of zinc, we would probably make an impact.
The second biochemical imbalance that the Pfeiffer Treatment Centre found is consistently
abnormal is a biochemical pathway called methylation. This is not the forum to go into the
complex biochemistry, however it is a biochemical pathway that is intimately involved in
neurotransmission. In a high percentage of people that we assay—probably 70 or 80 per cent—
this pathway is malfunctioning and can be corrected nutritionally.
The sorts of patients that we see are across a wide spectrum. In the second last graph the
various diagnoses include children with Aspergers syndrome, attention deficit disorder, autism
and oppositional defiance. In the adult world, we see people with anxiety, bipolar, depression
and schizophrenia. In two years we have seen a large diversity of different medical diagnoses.
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Indeed, many patients have been labelled with more than one diagnosis. Multiple diagnoses
seem quite common nowadays, and hence multiple treatments.
We instigated the protocol and surveyed our first 80 consecutive patients 12 months after
treatment, and the results are tabled in one of the graphs which I believe you have. Of the 80
patients, we had unfortunately—and we are trying to address this issue—quite a high drop-out
rate. In fact, 34 of the 80 did not complete the 12 months. The reasons were very varied. The
main reason was the cost of these supplementary programs, which has been a major issue. The
second most common reason was the slowness of response. Nutritional correction is a slow
process, and we have difficulty talking people into complying with the program for 12 months
with the lack of clinical response after one day or one month et cetera. Of the 46 people who did
complete the program, only three were not improved. We had 43 people who improved.
At the initial interview, we ask the patient: ‘What is the major issue? If we were able to correct
one thing in your life, what would that be?’ The adults might say: ‘It is my depression, my
anxiety, my obsessive compulsiveness, my sleep.’ The parents of autistic children might say:
‘Speech,’ et cetera. We ask the patient to nominate a success criterion. It is a subjective
assessment. I accept that. There is no objective measurement of depression or anxiety. Their
response becomes our subjective definition of success.
At the 12-month mark, we ask people: ‘What aspects of your problem have markedly
improved?’ Forty-three of the 46 said that many aspects of their problem had markedly
improved—not all aspects of their problem, but they had in general been very happy with their
progress and very pleased with the program. For most patients, we are doing a downgrade of the
nutritional supplementation or a downgrade of the pharmacological intervention. We did have
three stalwarts who complied for the 12 months in the lack of clinical response, but they did not
improve.
One of the most interesting and objective statistics that we have been able to show is that in
that group of 80 people—if we narrow it down to the adults, we are talking about a group of 55
people—there were in fact 21 fewer hospital admissions in one year. In a relatively small group
of people—55 people who might have been hospitalised with bipolar disorder, depression or
schizophrenia—we demonstrated 21 fewer hospital admissions as compared to the year before
they started the program.
It is a small series. I agree with that. It is not a controlled series. It is not a blinded trial. But it
is evidence that, despite a very costly intervention, if people persist with it, there are many
aspects that improve. Indeed, if we are talking about a cost saving, if we look at the cost of 25
fewer hospital admissions in a 12-month period—probably averaging three weeks for mental
illness, I would think—the cost saving would be enormous. We are open to questions.
CHAIR—What is the cost for 12 months on the program?
Dr Stuckey—There are three different protocols. The cheapest one would be $80 per month,
and the most expensive one would be $160 per month.
Senator MOORE—Is that the total cost?
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Dr Stuckey—That is the cost of the supplements. Bulk-billing was brought up. We do not
bulk-bill our initial consultation, but we bulk-bill everything else. So cost is an issue.
CHAIR—Do you do blood tests at the end of or at various stages during the 12-month period
to see whether or not the zinc levels have been corrected?
Dr Stuckey—We certainly do follow the zinc level. As the zinc level comes up, we
downgrade the supplements. We put patients on alternate days or get them on three or four days
a week, and that will halve the cost. As the 12 months, 18 months or two years tick by, the cost
gets less and less. In the long term, we will probably be able to maintain many of them on a
relatively cheap 20 milligrams of zinc, or something like that.
CHAIR—Are you sure that the patients you deal with are not getting too much zinc or other
substances in this case?
Dr Stuckey—We are very conscious of that. Most of them are in the bottom three per cent, so
the chances of producing zinc toxicity are very small. We use very large doses of zinc—probably
10 to 20 times the recommended daily allowance. We do a three-monthly assay, so we guard
against that. It is very difficult in the autism world. Getting blood from a three-year-old autistic
child is technically very difficult and very traumatic. Nonetheless, it is a part of the therapy and,
if we do not do it, we may endanger them. There has been some query about the vitamin B6 we
use producing a peripheral neuropathy, but we used it in 25 per cent of the doses that were
shown in some people to produce peripheral neuropathy.
CHAIR—Dr Stuckey, what are your qualifications?
Dr Stuckey—I am a general practitioner with an open mind. It’s a rare breed.
CHAIR—I am reading into your submission some barriers—a lack of open-mindedness, shall
we say, on the part of other bodies. Is there suspicion about what you do, and how do you think
that might be overcome?
Dr Stuckey—I am hoping that time will overcome it. When Dr Walsh was out here in March
2004, there was an unfortunate quote in the local newspaper. I was purported to have made a
rather denigrating statement against psychiatrists. Unfortunately, that tarred the program right at
the start. There was a general perception that I was proposing this as an alternative to
conventional therapy. There is no doubt that these patients do better on both than on either alone.
Very few of our patients are off medication. Many are on less medication, but very few are off
medication.
CHAIR—When you work with these people, do you identify poor dietary practices
throughout their life? What leads them to have such low levels of zinc in their system?
Dr Stuckey—Most of the adults purport to have good diets. Indeed, most of them seem to.
Many of them are keen to get better, and many of them are quite diet conscious—the nonschizophrenic adults, I mean. In general, the schizophrenics seem to have very poor diets. The
autism group have atrocious diets. The only thing that one of our autistic children would eat was
Kentucky nuggets and chips. That was the only thing that the parents could get this child to eat.
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Surprisingly, the child seemed to have developed quite normally physically, which was just
amazing. We find in the autism world that as we correct their bowel function and their zinc
depletion then their willingness to experiment with different foods blossoms, as does their
speech.
CHAIR—These problems would arise very early in childhood so expressing preferences for
certain foods possibly becomes the diet problem?
Dr Stuckey—I do not think people really know. The origin of autism is very complicated and
very controversial. The current thinking of Pfeiffer is that a patient has a genetic
predisposition—and, indeed, probably also with schizophrenia. Once they are given what is
called an oxidative stress—which could be all sorts of things in childhood; marijuana use is a
very common trigger in adolescence—then the methylation cycle stops working properly.
Probably eight out of 10 people who have smoked marijuana do not come to harm and two out
of 10 do. There is something different in those two. A lot of research is going into the genetic
susceptibility for this.
CHAIR—Is this Pfeiffer program being conducted anywhere else in Australia and is it
commonly taken up in other countries?
Dr Stuckey—Pfeiffer are now doing an outreach clinic in Sydney once a year—next week, in
fact. Next week they are introducing six other doctors to the program. They do it around treating
patients, so the patients have an hour and this new doctor is there. So the answer to your question
is, yes, it is, but very slowly. I gather Pfeiffer have conducted similar outreaches in Italy, and
they also conduct outreaches on the west coast of America. But it is slow. Until recently, they
have viewed themselves as a research institution.
CHAIR—You say your patients are still on other forms of medication, although less. You also
say that people need the other psychosocial supports and the typical counselling services.
Dr Stuckey—Nothing changes; this is additive. People still need their counselling as they
have lost ground. Autistic children still need their speech therapy. This does not magically
develop speech, but their receptive powers are better. Most of our adult schizophrenics feel they
are in control for the first time in 10 years. One boy on 25 December last year sat down to
Christmas lunch with his parents for the first time in six years. It might seem trivial to us, but it
was a major thing for that family to have the boy at the table for Christmas lunch for the first
time in six years.
Mr Skelton—I might add that, at the end of the Pfeiffer treatment clinic that is about to take
place, there will be approximately 13 Australian doctors and two New Zealand doctors trained in
Pfeiffer treatment.
Senator TROETH—I am interested in the doctor training. If you are actively training some
more doctors now, what does the training involve? Obviously, all the practitioners are GPs or
have higher qualifications to start with?
Dr Stuckey—I am not sure what attitude they would have to training people with a naturopath
degree, but thus far everyone has been a medical practitioner. The training involves 10 days—
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starting tomorrow in Sydney and finishing Tuesday week. There are three doctors—two who
deal with autism and one who deals with adult mental illness. The doctors are encouraged to take
their own patients. They will see the Pfeiffer doctor conduct the interview and map out the
protocol et cetera. Of the 10 days, there are five didactic lecture sessions at night.
Senator TROETH—Do you take an active role in the training?
Dr Stuckey—I am still learning. I am presenting this data to a conference on Sunday. Some of
my patients who are not doing as well tend to go, but the other ones do not need to.
Senator TROETH—Would you say that there is active interest in this program or these
procedures from the medical fraternity in Australia?
Dr Stuckey—No.
Mr Skelton—There is interest amongst medical practitioners with a nutritional orientation.
Word of it is still to spread wide.
Mrs Nicol—Psychiatrists, in particular, are not interested.
Senator TROETH—You mentioned the quite high treatment levels of the supplements that
you prescribe. Do those high doses have any side effects? What about when they are used in
combination with other medications?
Dr Stuckey—The second most common reason for the drop-out—apart from cost—was the
side effects. Gastrointestinal side effects—nausea, diarrhoea et cetera—are quite common, so we
downgrade the doses or some abandon it. Physically getting it into the children has been a major
issue. So, yes, we have had all sorts of troubles. I am surprised that 57 per cent actually stuck
with it—and they stuck with it because they were seeing results.
Senator TROETH—Did they continue their normal medications and other medical
treatments?
Dr Stuckey—Yes. We try to liaise very actively with the psychiatrists. In fact, we give the
psychiatrists a letter emphasising that we have specifically asked the patient not to change any
prescription medication under any circumstances other than at the psychiatrist’s instructions.
Some of the patients seem embarrassed to give that to the psychiatrist but we urge them to do so.
Whether or not they are on this program, we find that most psychiatrists seek the minimum dose
of medication that will control the issue. So, if the patient is doing well—whether through the
passage of time or this program—the tendency would be to downgrade the dose.
Senator WEBBER—I am from Western Australia, where we have the highest use of all sorts
of psychiatric drugs to treat ADHD. Of the top 15 electorates by prescription, 10 of them are in
the west. So there is obviously something odd going on there. Although people say very strange
things about those of us who come from the west, I do not think that we are that much more
badly behaved—that we need to be put on these drugs. It does worry me that we have very
young children taking Rohypnol and drugs like that, so I would be interested in you expanding
on how your processes deal with ADHD and the like.
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Dr Stuckey—The Pfeiffer clinic would claim that this is the easiest of all diagnoses to treat. In
that group of children there would be mostly a 100 per cent chance that if you did a serum zinc
level it would be extremely low. There would probably be a 70 or 80 per cent chance that their
biochemical pathway, called methylation, would be underactive. These are two quite simple
tests, which can be corrected. Again, initially we certainly tell people who are usually on either
Ritalin or Dexamphetamine not to change that at all. We try and correct them nutritionally, and
as the weeks and months roll by, the parents first notice that on their weekends, when generally
they are Dexamphetamine free—most families opt not to give it on weekends and give the kid a
break—they are behaving better, they are socialising better and all that sort of stuff.
Then they take the plunge and do not tell the teacher and do not give it to them one morning
and see what happens, and we have had the majority gradually phase the drugs out. We had a
case of an 11-year-old boy who was an aggressive attention deficit patient and was expelled
from three schools. Within four months he hugged his mother for the first time in I do not know
how many years and told her that he loved her. He walked away from fights within four months,
and he is now an A-grade student and can look back on his fights and talk about them. He does
not know why he got into them, but he does not do it now.
Senator WEBBER—Of the 13 Australian doctors that you say are trained in this, are any in
the west, or are they all over here on the east coast?
Dr Stuckey—I am not 100 per cent sure. Perth and Melbourne are two cities that have been a
big void. Melbourne has been a huge issue. There was someone from Perth interested, but I do
not know whether they took the plunge; I do not know whether they are coming over next week.
Mrs Nicol—There is a naturopath over there called Blake Graham who has an excellent
understanding of Pfeiffer, and he is going to the conference on the weekend. Bill Walsh says that
he feels that he has a great knowledge of the training.
Senator WEBBER—Thanks for that. I will see if I can follow it up with him.
Senator FORSHAW—A lot of the issues I was going to ask about have already been covered.
The assertion that many if not all mental illnesses can be tracked back to some chemical
imbalance is made widely and by the medical profession generally, including psychiatry, so why
is there resistance within psychiatry to the sort of thing you are doing as an additive—because
you are not putting it up as an alternative; at least not completely—to traditional or
pharmaceutical treatment?
Dr Stuckey—There is a widespread view in the community, and particularly in the medical
profession, that vitamins are rubbish. That is changing a bit now though, and I notice in
cardiology circles part of this methylation cycle—and I do not want to get too complicated
here—develops a high homocysteine level, which in adults has been associated with
cardiovascular disease. I have seen a number of cardiologists put their heart patients who have
high homocysteine levels on folic acid and vitamin B3 and B12. That is part of the protocol that
we would use for one of these groups. That is a big shift in thinking, because it has been shown
that supplementing with these vitamins will lower homocysteine. I think it is changing as
research into nutritional medicine in general starts to become more high powered.
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Senator FORSHAW—What do you promote in terms of diet and things like that? We are
seeing the profession at least promoting diet and exercise with a lot of chronic diseases too, and
that is clearly something that is useful in treating people with depressive illnesses. It is not a
cure, but we all know it is related to lifestyle.
Dr Stuckey—It is hugely important, but to get a hospital-bound schizophrenic to exercise is
technically very difficult because they do not get up—
Senator FORSHAW—Diet might be—
Dr Stuckey—They will eat what they want. We find that with the children it is easy, because
you can force it on them—the parents can just do it. In the autism world, we start with a glutenand casein-free diet and frequently get a response just by doing that. But we find with a lot of
adults that, with exercise, as they start improving and start feeling in control, they will go and
walk the dog or they will start going to the gym or they will start getting fit. They start getting fit
because they are feeling better and that makes them feel better. The impetus is getting the
motivation to do it. If I just said, ‘Go out and do a five-kilometre walk every morning,’ I would
get the finger.
Senator FORSHAW—You sound like my GP, but I won’t go there! We have heard a lot of
evidence about the issue of comorbidity—and it is well documented: there are more and more
people, particularly young people with mental illness associated with drug use, whether it has
been caused by that or is coincidental to it. How does your program deal with situations where a
person, because of many years use of marijuana, or amphetamines or whatever, has a severe
mental illness? Will the program help in those situations?
Dr Stuckey—If people are still using, the success rate plummets. There is no doubt about that.
Senator FORSHAW—I suppose I am wondering what damage may have been done and
whether that may be irreparable in some respects.
Dr Stuckey—Pfeiffer feel there is nothing—if the person has stopped. Sometimes I actually
stop the interview. We have the question about marijuana use fairly early in the one-hour
interview. If the lad says, ‘I’m still using a bit of dope,’ we leave it there and get him to sign a
Medicare form and say, ‘Come back when you have been clean for six weeks.’ Pfeiffer have
ameliorated their stance there, but the success rate is undoubtedly not as good if they are still
using. But, if they have used for 10 years and have stopped, the success rate is the same as if
they have never used before.
Senator FORSHAW—So you are saying—I do not want to get into a detailed medical debate
here because I am not in that league—that you do not accept the concept of irreparable damage
being done to the brain cells, whether it is by alcohol or marijuana, and that this sort of treatment
can reverse it?
Dr Stuckey—One of the case histories that you are holding is of a lad who has gone back to
study fine arts at the University of Queensland. Another is of someone who was floridly
psychotic in March 2004 and is now a lecturer in computers at TAFE on the Gold Coast. So, no,
we do not have that assertion. It would appear that it is not irreparable damage.
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Mr Skelton—I might just add something in relation to the issue you raised about the
resistance of the mainstream medical profession and psychiatrists to treatment with nutritional
supplements. I think one of the main factors is that the basis of the training of medical
practitioners and psychiatrists—particularly referring to mental illness, with psychiatrists—is in
the use of drugs. They really do not get any training in any other approach to treatment. Also, in
general medical practice—as Dr Stucky will probably confirm—the training in nutrition is quite
inadequate. People really come out of medical training without a great deal of knowledge about
nutrition. They do have a great deal of knowledge about the use of drugs and that is the way they
tend to practise their profession.
Senator FORSHAW—I understand.
Mr Skelton—And that is the mainstream.
Mrs Nicol—Can I also say that we feel there is no accountability, in that we do not realise
whether the drugs are working or not. If the medical profession could see that only about 15 per
cent of people are recovering from schizophrenia by using drugs, maybe they would then look at
something else, but we think that there should be more outcome studies done and more
accountability.
Mr Skelton—I think the important thing is to have the transparency in accountability so that
the public knows that—
Senator FORSHAW—Sorry, but we are running out of time and I know Senator Moore still
has some questions. The general argument put is that there is no cure for schizophrenia, at least
as we know it now, and that it is an illness that has to be managed.
Mrs Nicol—Although Pfeiffer have about a 65 per cent reasonably successful rate with
schizophrenia.
Senator MOORE—Issues about what they call the use of complementary medicines were
raised at length in the previous inquiry we did on cancer treatments. Out of that process came a
view that it was only by the demand of the consumer that the medical profession would change
their mind. That was a clear message through that process. You are obviously starting to get that
awareness in the community on this particular process, and I am interested in how you, Mr
Skelton and Mrs Nicol, get information to families about this option and in where you, Dr
Stucky, draw your clients from? You are based in Queensland, Dr Stucky and you are the one GP
at the moment in Queensland actively using this process—is that so?
Dr Stuckey—Yes.
Senator MOORE—How do people know about you and then how do you balance the
demand if people know too much about you? These issues came out really clearly in the cancer
inquiry. Complementary processes have been talked about now for many years and are slowly
beginning to get credence within the medical profession. I would like to get on record how you
get consumers to know and then how you balance the demand once they know too much.
Mrs Nicol—Schizophrenia newsletter articles.
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Senator MOORE—Yes, that is where I have seen it mentioned.
Mr Skelton—We have recently adopted a very simple process. We were faced with the
situation recently where Dr Walsh was arriving and we had not completely filled the book for his
appointments. In fact, we had a fairly significant shortfall. So we adopted the process of very
small advertisements in local suburban newspapers just stating what it was about and inviting
people to inquire. We have had a very good response. It is very early days. Dr Stucky, the first
Australian medical practitioner so trained, was only trained in April 2004.
Senator MOORE—So it is coming up to two years.
Mr Skelton—We have very limited resources, but we are working on it and we hope to make
it much more widely known.
Dr Stuckey—The only source of my new clients is word of mouth, nothing else.
Senator MOORE—We had evidence yesterday about concerns as to practitioners who have
done the Better Outcomes training in the mainstream medical health process—with a fear being
expressed by some that if they made the fact that they had that skill base known in the
community they could be swamped. Do you not share that concern about your own workload?
Dr Stuckey—Yes, I do.
Senator MOORE—I want to get that on record. It is very important to get that on record
because once this is on public record it is out. I am interested in your position.
Dr Stuckey—Yes, I am concerned. I still run a general practice and I enjoy the variety of
general practice. The Pfeiffer consultation takes 60 minutes, so it is quite long, but it is a very
enjoyable consultation because there is no-one waiting in the waiting room and you are not
hassled and you are not rushed. It is a very unusual style of medicine. We see four new patients a
week. It is now booked probably six weeks hence, and I am resisting any push to see more than
that.
Senator MOORE—Have you done the Better Outcomes training?
Dr Stuckey—I have done most of it.
CHAIR—What is the rebate for that consultation of 60 minutes?
Dr Stuckey—It would be a bit more if I completed my Better Outcomes training. It is $96
now.
CHAIR—What do you charge?
Dr Stuckey—I charge $150.
CHAIR—Obviously your patients can afford to pay the difference.
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Dr Stuckey—That is a one-off charge. We bulk-bill all follow-up consultations. We
approached Medicare about the investigatory protocol. That is another problem, and they came
up with the rather bland but predictable response that, if the average GP would order that test for
that diagnosis, it can be put through Medicare. If they are not, it cannot, so with regard to our
tests on zinc levels and histamine levels, there is a gap fee of probably $200 for the key tests,
which other doctors would not order, and then there is the ongoing cost of supplements, which I
deliberately distance myself from to save myself from the accusation, which has been raised, that
I am on a money-making venture.
CHAIR—You would like to see some relief from the cost of those presumably through the
PBS. Is that the appropriate vehicle?
Dr Stuckey—We are going to parts 4 and 5 of the suggestion. We did discuss this last night.
Yes, given our outcomes, we would feel that, if a nutritional prescription written by a medical
practitioner on medical letterhead was treated as a PBS item, that would open this program to a
lot of people. It would obviously save money because of the reduction in hospitalisations and the
reduction in prescription medication. A Seroquel script, a Ciprimil and a lithium script which
they may well be on would cost the government well over $160 per month anyway. Because of
the fact that relatively few doctors do this and most who are involved are trained—not
necessarily through Pfeiffer, but they do seek training to do this—we think it would be an
entirely appropriate move to make nutritional prescriptions written by doctors considered—
CHAIR—Do you see yourself making an application to the PBAC or is it too soon? Their job
is to determine cost effectiveness.
Dr Stuckey—I thought you were going to do that on our behalf.
Senator MOORE—Dr Stuckey, following up from my first question about the cost, is it
possible to find out exactly what this treatment would cost over a 12-month period?
Dr Stuckey—It depends.
Senator MOORE—There is the initial consultation.
Dr Stuckey—There is $60 on my consult. There is $233 on the tests.
Senator MOORE—How often are those tests done?
Dr Stuckey—Once.
Senator MOORE—Only once?
Dr Stuckey—No, not once. I feel that I can apply the bulk-bill test that I have previously
documented to be abnormal. Medicare have not inquired about that yet, but they probably will.
The costs of the supplements vary. One protocol is $80 per month, one is $120 and one is $160.
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Senator MOORE—I was just trying to clarify the tests because, when you said that those
zinc tests had that gap, I got the impression from your previous evidence that these tests were
done very regularly during the process.
Dr Stuckey—Trimonthly.
Senator MOORE—But they do not cost $200.
Dr Stuckey—Follow-up tests are bulk-billed.
Senator MOORE—Good. I am just trying to see exactly how much it would cost for the
client.
Dr Stuckey—There is the initial cost and the supplement cost, but the follow-up blood tests
are bulk-billed.
Senator MOORE—Good. That is at no cost, so they would only have that initial outlay and
then, if the supplement you recommend is then taken, they take that for the 12-month period.
Dr Stuckey—Yes, and we are sequentially downgrading it. They take it for more than 12
months but, as the patient improves, the cost will be half, a third, a quarter or a fifth and so on.
Senator MOORE—Thank you.
Dr Stuckey—The person who put that last submission is a mother of an ill boy and she has
asked for 60 seconds of your time. May I ask that Helen Thompson be allowed to speak for 60
seconds?
CHAIR—Certainly.
Mrs Thompson—I am the mother of Mark Christopher Thompson. I am here on behalf of the
toxic-sensitive children who are given psychiatric drugs against their will, in a hospital, to their
death. It is absolutely cruel. I have been to the Supreme Court. Justice Bergin has told me that
Mark has the right to treatment in any Australian hospital that does no harm. But when we went
back to the hospital they said that he is not allowed to have it. They do not believe in Dr
Stuckey’s stuff—a brilliant man—and therefore they would not allow any doctors in to help treat
Mark; nothing. So what does he have to do? He has to escape and walk the roads. This is how
we have done it, cold turkey, probably 15 times. At the moment he is with a top forensic
psychiatrist. He ran away from the hospital and is seeing her in Sydney. But we run into big
trouble because you have to get off the psych drugs before this will work, especially if you are
terribly toxic. You would need buckets and buckets of Dr Stuckey’s lovely stuff to do any good
at all. You have to get off the psych drugs first. The only way he can do it is to walk the roads,
and of course the police end up picking him up and putting him back in the same place where he
is being poisoned.
As far as I know, it is a crime to hold someone down and give them poison. They say that no
doctors are interested. Plenty of doctors are interested. I have had four or five willing to go to the
hospitals. They are not allowed in. This hospital even made Mark sign something saying that he
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did not want his records to be released to anyone else, to be seen outside the hospital. They made
him sign that. We elect the representatives to the parliament. I do not want them, through
ignorance and no fault of their own, to endorse only pharmaceutical treatment. Really, then, you
are just a salesperson for a pharmaceutical company, and that is not what you are elected to do.
Dr Stuckey—We do have this problem with hospitalised patients, where some of our patients
have been hospitalised and the nutritional protocol is immediately stopped. That is a big issue.
CHAIR—We have heard that from other submissions too.
Senator FORSHAW—What was your son diagnosed with initially?
Mrs Thompson—Schizophrenia.
Senator FORSHAW—Okay.
Mrs Thompson—Just a moment—
Senator FORSHAW—That is all I needed to ask.
Mrs Thompson—But wait there. It was the wrong diagnosis.
Senator FORSHAW—I am not debating that. I am not competent to do that. I am just asking
what was the diagnosis before hospitalisation. Thank you.
CHAIR—Thank you very much. We will have to finish there. That was a most interesting
submission and presentation. Thank you.
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[11.47 am]
COMPTON, Mr Andrew Bruce, Department Head, Mental Health Association Queensland
Inc.
STEPHENSON, Ms Susan Ann, Executive Director, Mental Health Association
Queensland Inc.
CHAIR—You have provided the committee with a submission, which we have numbered
312. Are there any changes or additions you want to make to that document at this stage?
Ms Stephenson—No.
CHAIR—Then I invite you to make a brief opening statement, after which we will go to
questions.
Ms Stephenson—We are most interested in commenting on the policies and processes around
deinstitutionalisation and the effect on people of trying to implement those policies without
adequate resourcing. We see a lot of people who have come out of institutions, some with a
package of support and some without. For the ones who have a package of support, at times it
seems that they have exchanged a brick wall institution for one in the community. The support
people around them actually control their lives more than they were controlled when they were
in an institution.
Because of lack of resourcing, often the people who are working with them do not have the
skills to do what was envisaged in the first place. Originally it was thought that people would
have skilled workers who would help to integrate them into the community, but often they do
not. They have young students who do not know how to do that. What they do instead is act
towards them as though they are a paid friend. When you talk to the people themselves, they say,
‘Yes, I’ve got a friend,’ and they name their support worker as their friend. Instead of helping
them to find friends and mix in the community, they will go to the pictures with them or go
shopping with them. They mean well, but the end effect is that the person does not get a social
support network. They even lose their social support network, because if they were in an
institution for 20 years they had friends in the institution. When they come out they are not
living with those friends, so they have lost those friends. People who come out without a
package of support are quite often even worse off. They do not have the skills to support
themselves in the community, and we see a lot of them ending up offending and going to jail and
spending years in jail.
Mr Compton—Some of the people that Susan is talking about do become cyclical quite
rapidly. We are aware of some situations where a person has gone to the service seeking
assistance for their disability and has been sent away and told: ‘Sorry, you’re not unwell enough
for us to assist you. You’re okay. Go back.’ One person I am thinking of in particular went and
sat in the middle of the road. The police were called and they picked this person up and took her
to the hospital she had left 10 minutes earlier. They assessed her again and said, ‘No, sorry,
you’re not unwell.’ She then walked out of the hospital and broke a number of car aerials and
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windows. She was then picked up again by the police. All this occurred within a period of two
hours. She was charged through the judicial system through the Mental Health Court. She was in
the judicial system for approximately 18 months waiting for a hearing at the Mental Health
Court. The Mental Health Court deemed any charges current or previous, because she did not
have the capacity to know right from wrong. Therefore, she was back in the mental health
services.
It was really awkward for the mental health services because this person had a package but
was not allowed to activate the package that she felt was most appropriate for her. The support
services said, ‘We know what’s best for you. You’ll do what we tell you.’ Even though she was
paying rent in a house and doing everything like any other person, she was not allowed to make
decisions for herself. She offended again and ended up back in the judicial system.
But this time we have been able to work with the system so that if she is feeling at the stage
that she needs assistance she is allowed to have respite care for up to two days in the service.
That is working now. She is living in the community quite okay. She is accessing that respite
care. But that is a one-off. Not everyone has access to that. That was just something we were
able to pull together and get the services to agree to run with. I am talking about acute services,
and some of them are maximums. They do not have the capacity to allow access and respite to
happen like that. It is either that you are in the hospital or you are discharged. The process we
put in place was a recommendation based on some of the processes and models we use in New
Zealand. They worked quite admirably. They allowed us to trial this one and run with it to see if
it worked, and it is working really well.
A number of the situations we have also come across are specifically for Indigenous people.
New Zealand is already running Indigenous services. I have identified from talking to the
services and providers that here they do not think Indigenous people have the capacity to do it. I
challenge that. I think Indigenous people do have the capacity to run their own health care, if
they have the resources to put it in place. But that is another issue.
Ms Stephenson—I was thinking of another issue that has come up in this regard about
adequacy of resourcing, both for the formal mental health services and for the community. We
have another person who at this time is in a forensic and high security unit. If she had ever stood
trial for the things she did she would have been out of jail or maybe not been in jail at all, but
because she never stood trial, she has gone to high security and they feel she will not survive
well in the community without a care package, the tribunal has been saying, ‘We don’t want her
to go back into the community until she has a care package.’ How many times have we applied,
Andrew?
Mr Compton—Three times for an adult life support package and twice for a P300 package.
Am I allowed to name the services here?
CHAIR—That is up to you.
Mr Compton—We were initially told by Disability Services Queensland that health are the
ones that allocate P300 packages. We went to health and health said, ‘No, DSQ are the ones that
allocate the packages.’ What we have identified now, the proper, correct process—after the
approximately 18 months it has taken us to find out—is that DSQ allocate the funds for the
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packages. The implementation of who actually receives those packages is identified by the
health services. This person may require a package of approximately $60,000.
We had a combined meeting with DSQ and the health services and the health services were
very clear and did inform DSQ that, if they gave $60,000 for this person to receive a package,
they would not allocate it to that person because they could get three beds free and get three
other people out for the cost of getting one person out. They would free up three beds before
they would give this person the package that it may have been intended that she receive. So it
becomes a dollar situation and a bed situation—a numbers game. That person has been stuck in
the mental health services for in excess of three years after a period of 18 months in jail. To get
her out of jail, we had to use the Mental Health Tribunal, because she had to be held in a very
restrictive environment. So we went down that road, and she was then transferred to the mental
health services. But because we cannot get her a package, she is stuck in the system—maximum
security, and it is top dollars to retain anybody in there. The cost of giving her a package and
freeing that bed up is far more economical, but DSQ and health services will not sit down
together at a table at the level that it needs to be talked about to access funds to get that person
out into the community.
CHAIR—Could I just interrupt for a moment? What is DSQ?
Mr Compton—It is Disability Services Queensland.
CHAIR—Is the prison you are talking about the Brisbane women’s prison?
Mr Compton—No. The prison she was held in was a special crisis support unit prison, which
held approximately a maximum of nine people.
CHAIR—Whereabouts—here on the Gold Coast?
Mr Compton—It was in Brisbane, but that prison closed and those people were transferred to
open prison—the women’s prison. She is now held in the Franklin maximum secure unit at
Wacol.
Ms Stephenson—Disability Services Queensland has got two sources of money for support
packages—one is called P300, Project 300, to get people out of institutions and the other is a
disability Adult Lifestyle Support package. The one that Andy was talking about was the P300
package—and the allocated health teams decide who they give them to. The other package that
we have applied for is the Adult Lifestyle Support package, and DSQ actually decides who gets
that. They were not willing, even though she is ranked very high on the list, to give her a
package because she is not homeless.
Mr Compton—Because she is retained by force in Franklin—she is not there of her own
volition—DSQ does not deem her as homeless therefore she does not come to the top of the list,
therefore she will not get a package. Because the number of packages is so limited currently, the
people that are getting Adult Life Support packages have to be basically homeless. Because she
is in maximum security, without choice, she is not getting the package. It is a catch-22 situation.
You have got the person held in maximum security but you have other people who require to be
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able to get there to get the assistance to be able to get well to get out into the community, but that
bed is tied up because of a minimal $60,000.
CHAIR—Does that complete your presentation?
Ms Stephenson—Yes.
Senator TROETH—Dealing with that situation first, have you had any practical solutions
suggested to you? Being in prison could hardly be defined as having a home, I would have
thought.
Mr Compton—Have we had any suggestions from the services? No. We have put suggestions
and propositions to the services. They all come back in the form of saying: ‘Sorry, there’s
insufficient funds. We have a committee that allocates the money. They have deemed that this
person is not at the highest rating to access those services.’ We are now at the stage of trying to
get the two directors—the director of Health and the director of DSQ—at the same table to sit
down and talk and, even if it is a one-off, to give this girl the funding to get her out of the
system. She is stuck—it is a catch-22 situation. Whether we are able to do that, I am unsure.
I have only been relocated in this country for approximately five years, and in that five years I
have identified that a lot of the government services here are patch-holders—they say, ‘This is
my area, I will not work with you, please do not talk to me.’ We have one case where I first
became involved where, in a 12-week period, this person had 14 different organisations working
with her. In a 17-day period she had 22 individuals involved in her personal life. We were able to
get everyone together to sit down at the table, stop the patch-holding and work collaboratively
together for the benefit of that person. That person is now back in the community. She has only
three services—the support service, housing and the mental health services—and she has only
three individuals involved in her life. It works!
ACTING CHAIR (Senator Troeth)—That must be a big improvement.
Mr Compton—Yes.
ACTING CHAIR—If the agencies can be got together, are they happy to sit down together?
Mr Compton—Once they see the outcome and you call the meetings, if they see that you are
not gunning for their throat, yes. But they are tentative at first. When an advocate goes in, people
always think they are coming to gun for that service. But the advocate is there to look at the way
issues can be addressed to make life better for that person. Once you are able to get over that
stage, some of them can work collaboratively.
ACTING CHAIR—That is good to know. Do you think one agency should have a lead role,
or should agencies continue in their collaborative approach?
Mr Compton—There definitely has to be coordination of the services. When P300 started,
that was the intent, but it does not occur now. Analysis of some of the research was done and it
was deemed that it was inappropriate to have a coordinator and that it was not cost effective, so
it was withdrawn. There is still a coordinator but not to the extent that is required. The lady I was
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talking about who had the 20-odd services also had a coordinator but the work they did was not
coordination. That person was coordinating with several services but not collaboratively, not
coming together.
ACTING CHAIR—I was interested in reading your description of the P300 support
packages. What sort of support is provided by those packages?
Ms Stephenson—I think it varies from organisation to organisation, according to the
imagination of the people on the ground. I know that some have been extremely creative. Some
very successful work down the coast here has been done with some of the P300 people. They
were given some authority over what they wanted to happen. They were asked, ‘What would you
like to happen?’ rather than told. The sorts of things they asked for were associated with social
connection. They wanted to become part of the surf life saving club, which they did. They
wanted to create a music CD. I think they did that in collaboration with people who were not
P300 people, so they were just people getting together to do that. Those sorts of stories are very
uplifting.
Some organisations approach it very differently, with the person losing the authority over their
own life. They do not get a say in what is going to happen for them. They are told, ‘It is good for
you to do this; you will go and do such and such.’ People who have been in institutions for many
years have been very well socialised into either doing what they are told or resisting, and there is
nothing in between. A lot of work needs to be done with support organisations on how to give
people authority and how to help them make decisions rather than to make decisions for them.
ACTING CHAIR—So it depends on which of the organisations is handling the way that the
package is administered; is that correct?
Ms Stephenson—Yes.
ACTING CHAIR—To have the best benefit, should more packages be made available to
fully demonstrate the way they work, or should more be provided in each support package?
Ms Stephenson—I do not think it is a matter of having more in each support package. I think
it is a matter of better training workers so that they have a wider spread of repertoire and a better
understanding of what their relationship might be with the person they are working with. That
might need resourcing. Rather than the person’s package being increased, the organisations may
need resourcing to be better able to perform the role. Andy spoke previously about the service
having an external support person. Originally, the P300 program had key workers who were
never located with the services that were providing services. That gave them some authority to
work with the person on what they really wanted outside of the supporting organisation. That
having been withdrawn, I think too much power resides in the supporting organisation. If they
get it right, that is great. But, if they do not get it right, it there is not enough of a watchdog role.
Senator MOORE—I am trying to clarify the role that your organisation plays, because your
documentation is so widespread in terms of the various expectations you have of each other and
also in the community—and also in line with the much stated comments from government about
wanting to have the consumer voice involved in all decisions. I know we spoke with some of
your representatives in North Queensland, when we met in Cairns, so I would like to have again
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the opportunity for you to talk on record about how you operate within the system in
Queensland. I know that you do a major amount of advocacy but, formally, where the
government looks to your group in terms of getting advice and support, I am interested in
whether you represent in that way—because that is a voice element you have stressed in your
submission.
Ms Stephenson—Actually for 40 years we were in that role but, when the Queensland
Alliance of Mental Illness and Psychiatric Disability came into existence, we supported them to
become the peak organisation to have that voice. Where we have our voice is more on things like
being on committees—or, as Andy was saying, in his role as an individual advocate he may get
services together or government departments together to talk to each other about the issues. But
we do not have a formal set-up at the moment for us to talk to government.
Senator MOORE—Your funding?
Ms Stephenson—Very diverse. We get a very small amount from Disability Services
Queensland—about $60,000—to do advocacy. So everything we do in individual advocacy is
done by one full-time position.
Senator MOORE—And that is Mr Compton’s position?
Ms Stephenson—Yes. We are the only organisation in Queensland that is funded to do that in
the mental health sector. The other one is DSQ, and it has a policy that it needs to be generalist
for people with disabilities, and unless you have a particular worker in the organisation who is
interested in mental health a lot of the time they feel inadequate to do that for people with a
mental health problem. So they will concentrate on the things that they do feel expert at, which
might be intellectual disability or physical disability. We get a lot of telephone calls from other
advocacy organisations asking for our input when they have a particularly difficult thing,
because you need a lot of understanding sometimes of the mental health legislation in order to
understand the constraints under which a person is working.
Not that all our advocacy is about mental health legislation. It is a lot to do with housing or
support packages or benefits—being able to work with Centrelink. It can be quite daunting for a
person to have to negotiate with a Centrelink person. Some of our funding comes from the
Commonwealth—from DEWR. A large amount of our funding comes from DEWR to do the
Personal Support Program. About 80 per cent of the people in that program have mental health
issues. On top of that they usually have drug and alcohol issues. So they are a client group that is
very vulnerable. We have health funding. We were just recently speaking to Health about the
possibility of getting funding for advocacy from Health, because all the policy documents talk
about the need for advocacy for people, but it is not supported by funding.
Mr Compton—Just to reiterate, regarding the Personal Support Program, which is the federal
funded program we are funded for, we initially got the contract in 2002 for 250 participants. We
currently hold a contract for 750 participants on that program. But the way we have designed it
is not a normal program design. We have designed it to be mobile and out in the community with
the people—where they are, not them coming to us. That is where we are getting our major
success on the program—treating people as people and seeing the issues as just a minor aspect of
that person. We work with them at their pace and in their time, so we are getting some major
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outcomes. We are ahead of the national percentage average of what they classify as KPIs, which
are economic outcomes. We are higher than the national average for those. So now I think
DEWR is actually looking at the model we formed as a consortium with Drug-ARM and Work
Solutions. They are looking at why this consortium is getting such massive outcomes.
Senator MOORE—And that funding through DEWR is actually to a consortium? It is not
specifically in your name? You share that?
Ms Stephenson—We are the ones that sign the contract. We are the lead agency. But we work
with the other partners.
Senator MOORE—What is the current term of that? That is cycle funding, so when—
Ms Stephenson—The current cycle finishes in June, but we have been signed up for another
three years.
Senator MOORE—So you have that confidence that you have another three years definitely.
Okay.
Mr Compton—As Susan said, our funding is very diverse, but for advocacy per se it is very
limited. It equates to one full-time equivalent and that is it. We are the only mental health
specialised advocacy services in Queensland. Hence, we get calls from all over the state.
Senator MOORE—Thank you. I just think it is important to have that on the record—the
way your role has changed over the years.
Senator WEBBER—I am struggling to find the right word—intrigued, amazed, distressed—
to express how I feel about the thought that one body becomes this turf war over 30 different
agencies or packages or whatever you want to call them. It is a pity that the Queensland state
government are not actually going to appear before the committee so we can ask them about
that. That is perhaps something we could pursue with them separately, but they do not seem to
want to appear.
Firstly, I refer to funding that you get from DSQ. It is unusual. Other organisations dealing
with mental health particularly have not really talked about the support they get from Disability
Services. We have talked about people with comorbidity that fall through the cracks. Is that the
appropriate agency for you to be getting those packages from for the kinds of people that you are
talking about or should we be getting more packages and more support from the health system?
Ms Stephenson—I do not mind where it comes from but I do think there needs to be more
support. We had a discussion with Health recently where they did say that they felt they should
have responsibility for mental health advocacy, but it has not happened yet.
Senator WEBBER—It is good of them to say that they feel they should have responsibility. It
would be nice if they did something.
Mr Compton—It would be beneficial if there were a few more dollars thrown into the ball
game, yes, definitely. But I think there can be wiser usage of the dollars we currently have. A lot
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of the funding that we currently have is tied up in bureaucracy and it is really tying the dollar
value down. People are not getting service at the ground floor, and I will be up front with that.
There are ways to utilise those dollars far more equitably than is currently happening and some
of the government reviews are identifying that. It is far more economical to use non-government
services than it is government services. It is more viable fiscally.
Ms Stephenson—I think there was a question about a lead agency. Within government I think
there needs to be less siloing. You will have DSQ saying that something is not their problem
because they do not deal with that. You will have Health saying that something is not their
problem. You have Housing saying that something is not their problem. A person can rock up to
the drug and alcohol service and they say: ‘You have got a mental illness. Go away and get it
fixed first.’ Or they go a mental health service and get told: ‘You have got a drug and alcohol
problem. Go and get it fixed first.’ They fall right between the cracks. We are seeing people
ending up in jail who should never get there. We would like to see a court diversion project so
that they never land in jail in the first place. Every single government organisation we have
spoken to has said, ‘That is their problem, not our problem,’ so we have not got anywhere with
that.
Senator WEBBER—Unfortunately, Ms Stephenson, that story is only too true. It comes
across all over the place. Mr Compton, I was interested in what you were saying about the
increased use of non-government services. That certainly seems to be the direction things are
going. We got some evidence yesterday from the Tasmanian government and that seems to be
the direction that they are taking in their new blueprint for the delivery of mental health services
in that community. I have one final question—unless you particularly want to comment on that
issue. I want to return to my concern about this one body that becomes a turf war over 30
different agencies. What mechanisms are there in place to protect the ultimate consumer rights of
that body and what happens if they do not know about someone like you that can sort that turf
war out for them?
Ms Stephenson—It is like they are in a washing machine—they just tumble. We needed to
bring people together on their behalf; they did not have the capacity to do that personally. They
needed someone who could get in there and do it with them. It is the loss of that key worker role
too, which has meant that nobody is looking after that.
Mr Compton—Concerning NGOs, if you look at the dollar value that is put into NGOs and
in the government system, and look at New Zealand dollar values when deinstitutionalisation
came in against NGOs, I think that in this country it currently sits between 22 or 32 per cent. In
New Zealand we are up to approximately 60 per cent of health dollars into NGOs and the
outcomes of far more beneficial for the people using the services. The staffing levels of
government services have dropped appropriately and a lot of those staff who drop out are getting
retrained and coming back into the NGO, but with NGO training not the system training.
Training is a major key to the components but also the downgrading of the systems, which has
been done. But to do it appropriately you have to have properly serviced NGOs in the services
and the community, and that has not occurred.
Senator FORSHAW—Can I pick up further on this issue of the involvement of nongovernment organisations and the increasing trend in that direction. I was a member of a
previous Senate inquiry into poverty. I think Senator Moore was too. We travelled extensively
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around the country and one of things we constantly heard was that for organisations such as St
Vincent de Paul, the Salvation Army et cetera—those who traditionally had dealt with the
homeless and people in poverty or in difficult economic circumstances—more and more of their
clients were people suffering from mental illnesses. In fact, it was taking over and taking up a lot
of their time and creating a lot of difficulties for them with limited resources. Is the Mental
Health Council as an organisation—I understand the structure around the country and it has been
explained in terms of Queensland—in contact with those other community service based
organisations in terms of addressing these issues? I am assuming you are. The Council of Social
Service is as well, as we know, but I wanted to take this opportunity to get your perspective on
how you deal with other organisations who are dealing with these issues on a day-to-day basis.
Ms Stephenson—We have a lot of partnership arrangements right across Queensland. For
example, with drug and alcohol, we are in partnership with Drug-ARM, and I think they are
getting involved in some of those accommodation issues. They have gone for a tender to assist
people who are living rough or transiently into a supported accommodation situation. We have
not provided accommodation options, but we certainly sit on various committees that have been
looking at the accommodation issues for people with a mental health problem, and they are quite
severe.
Mr Compton—We do have a lot of network meetings and there are other services we
provide. We have contacts in network meetings with a lot of services and agencies. In
Queensland recently, in the past 12 or 18 months, the legislation changed towards boarding
houses. A number of boarding houses have been closed and those people, because the residences
did not come up to standard, are now on the streets. There was no assistance to accommodate
those people anywhere else; they have just been in the street. The other problem that has also
started to come out into the open is that if somebody is stuck in a catch-22 situation—the case I
was talking about before—they are now looking at reassessing this person and deeming whether
this person is required to be under a forensic order. If this person is not deemed to be under a
forensic order, it will be, ‘Hello, you’re in a hostel tomorrow.’ Some of this happened with the
deinstitutionalisation as well. It is reassessing them and then deeming that they do not have a
slight disability but that they have got an intellectual disability and, therefore, they do not come
under the game so it is goodbye.
Senator FORSHAW—What we are also hearing in this inquiry is this huge lack of services,
resources, funding within the community based services. Of course, in the community services
area it is one thing to say we know there is a big need, but putting aside the arguments about the
need for acute care facilities and how they should be organised and provided, the question is:
how do we best ensure that the money goes, if there is to be a fund to the areas, to the
organisations that can best deliver services? There are strong arguments, at least I would say that
there are, that some of those organisations that have been involved—whether it is aged care, or
disability services, or homeless people—are well equipped to do it if they have got the resources.
Ms Stephenson—The issue of affordable and appropriate housing is one of the highest on the
list. For people coming out of hospital the discharge planning often does not provide any way for
them to have appropriate housing. If they have got families then that is fine; if they do not have
families, yes they might end up in a hostel, end up in a fight the next day, end up in jail the day
after.
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Senator FORSHAW—Some of the horror stories we hear and read about are where they are
just profit-making facilities.
Mr Compton—Can I just respond to that quickly. There has been research done, and we have
been involved with a number of the research staff, with government departments and other
NGOs, like Sisters Inside et cetera. The research has been done, it has been collated and there
has been a proposition put forward as a trial project. Those papers, and a number of others that I
am thinking of, are still sitting in government bottom drawers. Nobody wants to deal with them.
They are just put there. They have done the research, put it in a bottom drawer: ‘We won’t look
at it.’
CHAIR—Can I interrupt for a moment. Channel 9 have asked if they can take some footage
of our hearing. Are you okay with that?
Mr Compton—Yes. So some of the research has been done, but then why is it sitting in the
government’s drawer?
Senator FORSHAW—Could you give us a bit more information on that, send it to us or
something—
Mr Compton—Certainly.
Senator FORSHAW—as to just what that research was and who it went to.
Mr Compton—We did a trial project on dual diagnosis—we wrote a proposal for a trial
project. We tried to action the paper, the final draft, and we were told, no, it is government
property and we cannot get our hands on it.
Senator FORSHAW—I noticed in one of the attached submissions that you put in—which
were confidential so I cannot go into much detail—that one of the cases you drew to our
attention was a situation where a person was seeing both a psychiatrist—this young person
committed suicide ultimately—and a psychologist and getting counselling from the
psychologist, but the history did not come out until afterwards. I think you know the case I am
talking about. What struck me about that story was that a lot of medical services had been
provided through the psychiatrist and the psychologist, and counselling, yet the history did not
come out. Is there something basically wrong with counselling services as they are generally
provided by the profession that a situation like that could occur?
Ms Stephenson—I do not think we could make a general comment about that. It is a bit like
the support services: they vary very much from person to person.
Senator FORSHAW—Because it is an area we have not, I suppose, addressed as much. We
have not had many submissions on the adequacy of counselling services, as distinct from the
supply of them, if you like.
Mr Compton—Counselling is a very interesting issue because it can be very beneficial for a
great number of people, but the trouble is how you access it and who is going to fund it. With
some of the programs we work with, people on those programs would benefit far more from
MENTAL HEALTH

MENTAL HEALTH 50

Senate—Select

Thursday, 2 February 2006

accessing six counselling sessions rather than accessing a mental health service for a period of
two or three weeks. It is far more economical, but nobody wants to put the dollars in to allow
that service to be available.
Senator FORSHAW—To be fair to Senator Allison, she did raise it in previous inquiries in
terms of trying to get Medicare funding for going to psychologists.
Ms Stephenson—I think that the quality of counselling is something that would need to be
researched, because there is no control over who gets called a counsellor. You could be a
counsellor and a psychologist, a counsellor and a social worker, or you could just put your
shingle out and say, ‘I’m a counsellor.’ So the quality of the training to begin with varies, and the
quality of what is then delivered will vary as well.
Senator FORSHAW—Thank you very much.
CHAIR—Thank you so much for your presentation today and for your submissions. The
committee will now take a lunch break.
Proceedings suspended from 12.23 pm to 1.25 pm
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KONINGEN, Ms Susan Peta, Private capacity
CHAIR—Welcome. Do you have any comment to make on the capacity in which you appear?
Ms Koningen—I am here as a representative on behalf of families.
CHAIR—You have lodged a submission with the committee which we have numbered 538.
Are there any amendments or additions to that submission at this stage?
Ms Koningen—I have given an addition to the committee secretariat. It is just a very short
overview of the submission that I made to you and the work I do.
CHAIR—I invite you to make a brief opening statement, after which we will go to questions.
Ms Koningen—Thank you. It is a pleasure and an honour to be here today to speak on behalf
of our Australian families. Like so many, I did not enter the mental health field willingly. It came
about as a result of my family member’s depression and substance abuse, and a suicide pact in
which, tragically, a young person died. I still bear the scars today of the treatment we were given
as a result of hospital staff’s judgmental attitude or their incompetence or unwillingness to
provide humane service. For months we were lost, traumatised in the chasm between mental
health and substance abuse. That was 12 years ago today. I thank God the experts now are
conceding that mental health and substance abuse are virtually twins. They go hand in glove and
they must be treated together, not separately.
My child found support at Mirikai, and I was ever so grateful that they were able to provide
that support in getting life back on track. When I looked for support for myself there was nothing
to be found and I was astounded—there was nothing. He found support; where was my support?
How did I learn about this? I had entered a field that I knew nothing about and had no concept
of, all the while thinking that it could not be happening to me, that it could not happen to my
family—but it was.
Soured by my previous experience with the professionals, I was not prepared to place myself
at the risk of receiving more of the same, because I was way too vulnerable. So I started the first
family support group on the Gold Coast, and that was 11 years ago now. We started at Mirikai
with the help of Mary Alcorn, who is so innovative in tackling this problem. We shared our
stories of hopelessness and helplessness and the chaos we were living with, and our huge grief,
which I now call grieving the living.
I became determined that no family should have to face this traumatic experience alone—I
had to find some answers. So I posed a question to myself: who benefits from all of this? I was
shocked by the answers I came up with, for there are indeed many winners. Alas, the family and
the community are not winners. This realisation made me even more determined to find some
answers which would empower families to process their problems and find solutions which are
workable and right for their family.
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For seven years I facilitated what I term a ‘tea and tears’ group, introducing any research data
I had been able to find about family systems, addictions, mental health, communications,
boundaries et cetera. Although this was most beneficial for the group, it was not empowering: it
was enlightening, but it did not give them the tools or the skills to take back control of their lives
so that they could take on a new role—that of support workers in the recovery process.
So during the Christmas break of 2000-01 I wrote the Empowering Families to Break Down
the Barriers program. Then I wrote and had published in paperback a version of that program in
an attempt to get this information out to as many people as I could. Today this program is
constantly being broadened, adjusted and tweaked to meet the growing needs of Australian
families and their loved ones. Although this simple program could have many applications, such
as in schools, the workplace, jails, correctional services, domestic violence organisations,
women’s refuges and retirement villages, with the unemployed, for workers in mental health,
Indigenous services, survivors of abuse and also the consumers themselves—the list goes on—
today it is being used to address Australian families’ dilemma. How can we—the parents, carers
and significant others of people with mental health, substance abuse or co-occurring disorders—
become part of the recovery process? What is our role? Surely not to simply stand back and hope
that a treatment or medication is the total solution to the problem. We all know we can play a
part, but what part is that, and how can we transcend our fears and despair and bring hope and
joy back into our lives?
The empowering families program is an evidence based psycho-educational program designed
to help parents, carers and significant others learn to respond appropriately to the needs and
behaviours of family members with co-occurring substance abuse and mental health disorders
and build stronger relationships with them. It is also a coping skills training program, consumer
driven, which helps families learn to cope more effectively to support their consumer to learn to
self-manage their illness and work towards their recovery. I would like to see this program made
available to all families struggling to find their role in the recovery process, because I truly
believe our children and the Australian families are not expendable. Thank you for listening.
CHAIR—Thank you for your submission, particularly for the very moving accounts you have
included of people who have benefited from the program. I think that is very powerful.
Ms Koningen—Thank you for reading it.
CHAIR—I would like to ask you a bit about the process of writing this program. Were you
assisted by particular professionals in this task?
Ms Koningen—No.
CHAIR—Is it all just commonsense and you are a very commonsense person? Is that how it
worked?
Ms Koningen—In a way. I do not class this program as being Einstein based or anything like
that. I worked with families for seven years in the hope of finding some answers, because I
needed answers. So we would meet every week, and each week someone would bring something
along. We would take a look at it and we would say: ‘Okay, yes, we understand that. We can
apply that.’ Sometimes it would not apply and we would turf it out. At this time I suppose I was
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researching probably 60 hours a week, because I am sure I was obsessive-compulsive about it. I
needed answers; I wanted answers. There had to be a way, somehow, that we could help our
children. So over a seven-year period we had quite a bit of stuff there. I still did not know how it
fitted together—didn’t have a clue. I was encouraged by members of our group, of which there
had been thousands by that time: ‘Please write a book. Please do something.’ I also tired of the
tea and tears. I thought: ‘We’re not moving anywhere. We’re just simply sitting back, rehashing
stories, rehashing pain; we’re not going anywhere.’
So I sat down over the Christmas period, thinking, ‘I’ve got to put this together.’ It was like a
huge jigsaw. I knew every part worked, but what format do you present it in? And why does it
work? Today I have a better understanding of it, but at the time I certainly did not. So I put it
together as a program. In my first year of running this, five years ago, I followed up on people
who had attended the group. I found just through seeing the families that 67 per cent of the kids
were either back at school or going to work. I knew it was good, but that was huge—that was
humungous. Ten per cent went on to mental health and 10 per cent went into rehab and I think it
was 13 per cent stayed the same. That was massive.
Then because, as a lot of people here have already stated, you run up against brick walls and
you are told that you do not know anything and all the rest of it, I thought, ‘Stuff it, I’m going
underground.’ And I just worked with families. I thought: ‘I’m not paying any attention to what
anybody else says. I’m just going to keep working with this and perfect it.’ I wanted to do that so
that I could present it well, understand and relate more effectively with everybody in the groups
and put together a real package so that I can go out there to the community and say: ‘This is my
history, this is what I found works for me and has worked for thousands of families and this is
what I did. Give it a try.’
CHAIR—To what extent is it transferable to others who might not have your skills of
persuasion or presentation? The success that you have experienced must come from the
background you have in this whole area. Have you found that others have been able to pick it up
and present it in the same way?
Ms Koningen—That is in the process of happening. I had a lass with me for three years. She
is in Cairns at the moment. She has been to the carers association and police youth organisations.
They are dying for her to present the stuff that she talks about. She talks about this program. A
lass who is actually sitting here with my cheer committee is also wanting to present this to the
grown survivors of child abuse because it is effective for them as well, she is finding through
attending. She wants it to go out there. She is already using it in the net support work that she
has.
CHAIR—What about other family support organisations? ARAFMI is one that you have
probably heard of. How does this differ from the sort of work that it does? Has it been interested
in the program?
Ms Koningen—ARAFMI has purchased my book. I have been up to the Gold Coast and
presented a couple of workshops. ARAFMI people plus the Schizophrenia Fellowship, which is
starting up there now, have all attended. I feel quite welcome up there. This is different. I found
that most information that was available out there was more externally focused: ‘This is what
you do if; this is how you cope with; these are the services that are available; this is how you
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identify certain behaviours as mental health or substance abuse issues.’ Whilst that is
marvellous—that was the information we were working on in the early days—it did not help us
to connect. It did not help us to break down the barriers. It did not give us an opportunity to
speak from our hearts to the loved one who was really struggling to even find a reason to live.
That is what I had to find. That was not available.
CHAIR—And you say it is all about relationships—that, at the end of the day, it comes down
to relationships?
Ms Koningen—At the end of the day it is about relationships, how secure you feel, how well
you feel a person is listening to you and that you are valued, accepted and loved. That, at the end
of the day, is all we really want. I found that a lot of people who are experiencing the cooccurring disorders have often been labelled with other disorders. When they come to me one on
one, I do not address the disorders; I just talk to the person. I think that is why it is successful. I
have just finished working with a lass who had so many diagnoses that it was ridiculous. She
asked people, ‘Can you treat the whole me,’ and they would say, ‘No, I am not qualified to do
that; I can only treat your bipolar disorder,’ or ‘I can only treat your drug abuse disorder,’ or
whatever. She is walking tall today and I feel that is damned fine. I am really proud for her. She
has done well. She has worked hard. She has her life back and she has hope. She had somebody
who believed in her, she has hope and she is moving forward.
Senator MOORE—I have heard about your program. It has tremendous feedback in terms of
people who have had the opportunity to do it. Where do you want it to go now? Have you
reached a point in the whole process? Where do you want it to go?
Ms Koningen—I would like to take this around to the rest of Australia. I would like to train
people to present this so that it can reach a broader portion of the population. And then, quite
frankly, I just want to go around doing seminars. I want to reach the most people I can. I will
relate a little story to you, if I may. I recently went to Caloundra to do some training to become a
facilitator for the WellWays program, which the Schizophrenia Fellowship runs. We were
divided into groups. I was in a group of three, which included the manager from the
Schizophrenia Fellowship down here, Carol, and another lady. We were going through our
exercise and the other lady said to me, ‘You should meet Sue Koningen.’ I looked at her and
Carol looked at me and turned around and said, ‘This is Sue Koningen.’ She said, ‘You turned
my life around.’ I had spoken at a workshop up there 18 months ago and she had remembered
my name, the content and how it changed her life. But she did not remember how I looked. As I
am ageing, that is fine. I think that is wonderful. But that is the impact it has. It can still have an
impact if it is just one little thing that people change. If they can come along for a longer period,
then massive changes can happen. And I do not class it as mine; this is people driven. That is
why I did not have anyone else there. I did not want it tainted by somebody else’s theory, beliefs
or training. I wanted what the family wanted. I wanted answers that they could work with which
were simple. This is such a simple program that changes the lives of thousands.
Senator MOORE—Have you sought support on mechanisms that could help you to achieve
that?
Ms Koningen—I have—and there has been resistance.
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Senator MOORE—Could you describe that?
Ms Koningen—As I have heard reiterated here this morning, we have a system that says, ‘It
is my territory, not yours, and we know better than you.’ Despite the data, despite the success, I
am having great difficulty in opening doors. They are now starting to open in Mental Health. I
have been up to Toowoomba, I have been twice to the Sunshine Coast and then down here. That
has taken a lot of hard work. It has taken over 10 years. That is a long time to be ‘eating
porridge’, I suppose you would say. I have got a bit tired of porridge and now I would like to
charge because I feel that this service is superb value. Provided that funding is there, I am hoping
to do four of these programs at Mirikai because they have 1,000 parents going through there a
year. I would also like to train people so that they can begin to do this.
Senator MOORE—So the process now is that you have the product and then if people are
prepared to negotiate with you to present it, you do the seminars and it goes from there?
Ms Koningen—Yes.
Senator MOORE—Is the work you have done at Sunshine Coast and Toowoomba through
Mental Health Services?
Ms Koningen—Yes.
Senator MOORE—So they have actually contracted you for that work and you have got your
foot in?
Ms Koningen—I have my foot in on the Sunshine Coast. At Toowoomba it is a little more
difficult because we have another gatekeeper who finds it too confronting and thinks, ‘Lord, can
we really help mental health patients into recovery?’ That is a strange notion for a lot of people.
Senator TROETH—I note that the program deals with individuals and groups and you find
that it is equally helpful for both. So group participation does not present any barriers?
Ms Koningen—It presents no barriers at all. In fact, we have had consumers in the group and,
I am really thrilled to say, men are coming to this.
Senator TROETH—That is good.
Ms Koningen—That is fabulous. We have had seven men. That is brilliant. We have never
had that before.
Senator TROETH—I do not want you to disclose anything that is commercial-in-confidence,
but is this like a workshop program? You have a four-hour workshop and a full program for 20
hours. Could you give us an idea of some of the different activities that are encompassed in that
time? If you prefer not to, I fully understand.
Ms Koningen—No, it is fine. The four-hour workshop is really an overview of what we do
throughout the 20 hours. We can devote more time to it. We focus on our behaviours: where do
they come from? What are our expectations? How come we have got them? The most difficult
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thing to come to terms with is that your family is not perfect anymore; you have somebody who
is ill. We are told by the rest of the community that we should be ashamed and that it is somehow
our fault. We have to go back and look at what we are doing and rebuild that so we can
communicate more effectively. Then we do not care what the community says about us. I am
past caring.
Senator TROETH—This is a very broad question. In addition to programs like the one that
you run, what do you think the role of government should be in assisting families to cope with
what you said in your remarks is a very changed world from 20 or 30 years ago? Do you think
we should have a framework for provision of services? What would be your views on this?
Ms Koningen—Firstly, I think we live in the most wonderful country in the world and I think
our economic success has been fabulous. Technology has boomed, but I think that socially we
just did not have a strategy. We have got divorce running at an incredible rate, we have got
bullying in schools, and you name it—all the things you have heard about over the time you
have been within the public sector. To me, that is simply an indication that things are not well.
We have got two-parent families where both parents have to work and the children just have to
survive. And then we have family break-ups and we have one child living with a parent who may
marry again, and the struggles of all that are, as I wrote, horrendous. As for the impact on the
children, we assume that they are going to somehow cope. They are not coping. This is a pretty
good indication. They are really not coping. And then we have services that go in and apply
bandaids to the point where some of these kids have truly got so many bandaids that they have
only got this amount to see out of.
We have not done any work with the family, we have not attempted to reunite them. We take
the child out of the family unit and administer all these so-called services. Then, when that does
not work, we turf them back out. Where the hell are they going to go? They go back to their
family. It is just so sad.
Senator TROETH—Do you think government should be doing this, or do you think it should
be the non-government sector in terms of not-for-profit organisations? How do you think we
should be looking at some of these family issues?
Ms Koningen—I think what has happened is the funding arrangements that government
applied or stipulated—if you wanted to be funded—made it very difficult for any organisation to
integrate, for a start. Therefore, we do not have the sharing of information, unless you really trust
the organisation you are sharing with. I think it is time for some innovation. The community is
finding solutions. The community is working with them, as I have been for 10 years. Let us give
them a go. God, it cannot get any worse.
Senator FORSHAW—Compliments to you on your submission and on the work that you are
doing. When we talk about families and how they deal with situations like the one you have
described—particularly children with some mental illness or something similar—we are
invariably talking about parents. They are so often the carers or the people who deal most
directly with the issue—and I notice all the endorsements from parents that you have included in
your submission. One of the issues, of course, is the impact upon other members of the family
and how they cope with the situation—and obviously the fears that the parents may have that
this may affect the other members of the family. Also, something that I know has been raised by
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a number of people, both directly with me when I have been talking to them and in submissions,
is the concern that parents naturally have about what will happen in the future after they are no
longer able to care for the child or as they grow older.
Ms Koningen—The adult.
Senator FORSHAW—In all of that, obviously there is so much to do just in helping the
parents. Can you expand a bit upon what thoughts you have had, what things may be being done
in your program, what ideas you have about the other family members and how you include
them, the future, and whether brothers and sisters who have their own families will take on some
of the responsibilities?
Ms Koningen—You are talking about chronic mental health issues?
Senator FORSHAW—Yes, certainly: people who are going to be incapacitated for a long
time.
Ms Koningen—With the ones who are going to be incapacitated for a long time, I can merely
help the parents cope more effectively, help them to understand their own behaviours, their own
fears and how they may be impacting on their loved one and making the situation worse. I do
believe in recovery. I do believe that we can recover, even if it is just small steps. So, going back
to your question about the rest of the family, they are included in this simply because they are in
the family. I have siblings coming along. As I said, I have consumers coming along. This is ideal
for consumers—not the ones who are chronically mentally ill or chronically abusing; nothing is
going to get through there; but for the people who are in recovery. I have one young lass who is
currently listed as the most abused child in Australia, who has grown and is now doing the
program and finding enormous benefit from it.
Senator FORSHAW—So your program includes or seeks now to include all members of the
family?
Ms Koningen—It is inclusive. This would be brilliant for the workers in mental health. I have
counsellors come along. I have clinicians come along. I have psychologists come along that have
all the book learning but have never done work on themselves, never had the opportunity for
somebody to take them through that journey to discover who they are. They have become the
external. They have become the piece of paper. And when something happens in their life—a
loved one is diagnosed with schizophrenia, mental health problems or substance abuse—there is
shock and horror: ‘How could this happen to me? I am an upstanding person.’ Well, it happens to
all our families in exactly the same way, and the process of breaking down the barriers to talk to
them is beginning to know who you are so you can really relate to them.
We have a society that we rule by blame and shame. If you look at the advertising that we
have done towards substance abuse, you will see that it has been blame and shame stuff. How
ridiculous. These people are already feeling poorly. As Sean and Mary said this morning, they
have a mental health issue as well as a substance abuse issue. They are having troubles
communicating, and what are we telling them? ‘You’re a mug if you do drugs. You’re an idiot if
you do this.’ And we are expecting that to work. Hello? I do not think so.
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Government is reacting in exactly the same way as families are reacting to this. It is the same
procedure. Either you wrap them in cotton wool and try and do everything for them, or you bully
them, and neither way is successful. This is the middle road that is encouraging people: ‘Take
responsibility for your thoughts, your actions and your behaviours.’ Be firm, but, by golly, give
them love and understanding and listen. We are not listening as a community. It is as if we do not
give a damn. We are just terribly pissed off that so many have the problem.
Senator WEBBER—I am sorry that I was not in the room to hear most of your presentation.
Like Senator Forshaw, I would like to congratulate you on the development of the program. It is
very heartening to see something positive come out of what I can only begin to imagine was a
pretty awful experience. So congratulations on that. How would you envisage the program
would work in more culturally diverse communities? I am from Western Australia, where one of
the communities that really struggles with these issues is the Indigenous community. Have you
tried it with Indigenous communities here? Can you explain to me how it works with them,
given their cultural differences in terms of the way they communicate and their sense of family?
Ms Koningen—Thank you for the question. I am about to complete a 10-week program up at
Mirikai. Included in the 30-odd parents that have been attending are a couple of Indigenous
couples. At one coffee break a lady came to me and said: ‘Have you approached our group?
Have you approached people like me? Because this is brilliant.’ My answer was: ‘I cannot
approach you; you have to invite me. If I am invited I will come in and you will want to hear it,
but I cannot approach you about it.’ This works with any culture, across any cross-section of
cultures or age group, because it is about honestly communicating. It is about you taking
responsibility and me allowing you to. It is about empowering families, and they empower each
other. I hope that answers your question. I would love to go there, yes; I will go anywhere with
this because it is brilliant stuff. I just need an opening and I will be there.
Senator WEBBER—Your enthusiasm is infectious; there is no doubt about that. I am not
sure whether this has arisen with the families that you have been dealing with, so it may or may
not be an appropriate question, but one of the concerns that has been raised by a number of other
family organisations—which are obviously trying to assist loved ones in grappling with not only
mental illness but also its many manifestations in terms of drug and alcohol abuse and what have
you—is the impact that the Privacy Act has on people’s ability to know what is going on with
their loved ones and therefore on their ability to offer the most suitable support and assistance. Is
that a concern to the families that you deal with?
Ms Koningen—A huge concern. It is of concern to all of us. Really, it is what I said in the
beginning—
Senator WEBBER—I am sorry about missing that.
Ms Koningen—I am not drawing reference to that. But I was virtually blanked out and told:
‘You do not exist. We do not want to know you and we are certainly not giving you any
information.’ That is absolute insanity when you have a person, a loved one or a child, with a
mental health or drug use issue, because they are not even competent. And the majority of
service providers, including clinicians, virtually do not know how to handle us. My answer to
that is: ‘Then educate us; help us to become part of the recovery support team. Do not keep us
out.’ Yes, I agree there are some families that are really painful and that you would not want near
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a child or person. But there are more that are loving and caring and that want to become part of
the recovery process but are not being given the opportunity to.
I think that is disgraceful because, most times when that child comes out of services, where
the heck are they going to go? On the street or to the family? I would rather go to the family, and
a lot of them would if they did not have the barriers up. If they have lost the ability to
communicate or if they have already lost the ability to see another person’s side or understand
what was happening, sure, but let us educate people. Education is much better. Get us on the
same team. We are not that fearful, really. We can be quite nice, us families.
Senator WEBBER—We all have our moments though. I am sure my family think I do. How
do we find that balance between giving families the knowledge they need to provide the
maximum support but protecting the rights of the individual, often an adult child, who, through
some form of illness or what have you, will often at first have a very strained relationship with
that family? Where is the balance? How do we work that out?
Ms Koningen—That is where my program comes in. You can give them all the information
you like and that is just enlightening them but how do we help them deal with their anger, how
do we help them deal with their pain, their grief, their frustration? That is about learning coping
skills, that is about learning about self-esteem. Many of them have never been taught. We grow
up in a family that we are supposed to learn skills from and in a lot of cases we do not; we learn
what they are able to cope with. So when this happens in the family we do not know how to cope
with it. Let us teach them how to cope. The difficulty has been that nobody has known what to
teach them, because otherwise it would have been out there and I would not have had to come up
with it myself. I do not think I am that brilliant; I was just that desperate.
Senator WEBBER—And that enthusiastic and determined.
Ms Koningen—Well, yes, and a little bit of OCD.
CHAIR—I have just one question. It is a bit of an awkward one and it relates to the changing
behaviour. How do you get on with the guilt that might be associated with telling people their
behaviour must change? Is this behaviour just related to post diagnosis of an illness or are there
implications for the behaviour of the parent in the raising of the child? Is that a challenge for
you? Once parents realise that there is a better way to form relationships with their son or
daughter, do you then have to deal with some guilt?
Ms Koningen—It is a huge challenge. There is massive guilt along with massive grief. So
much is determined by the facilitator and how they approach it. I have a lot of laughter. This
group are able to laugh at themselves and enjoy the process of discovering how wonderfully
powerful they are. So on the one side, yes, we need to understand which behaviours are
destructive but on the other hand we are becoming so much more powerful because we have got
a better life, we have got a better relationship with everybody. I do not mean just with the child
but with siblings, peers, work, everything. This just spans out to everything that encompasses
our lives. It is approached very gently. I think it works because I am one of them. If somebody
else was to do it, I do not think they would be able to get away with it, quite frankly. I can.
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CHAIR—Have you compared your program with mental health first aid, as it is often
called—the programs that are available? These have been recommended by witnesses in the last
two days for teachers, for people at Centrelink, for all of those dealing with at-risk groups of
people or people who are already ill. Are there similarities? Is there something that your work
could assist these first aid programs with to be better?
Ms Koningen—Yes, most definitely. One of my biggest fans does the first aid education for
mental health. He promotes my work every time he does a seminar.
CHAIR—Are there similarities in the messages and the responses to people with mental
illness?
Ms Koningen—Again, there are similarities because it is about taking responsibility, being
honest and so forth. But again, it is external. You are reacting externally to the problems that you
are dealing with. People say, ‘What is this about?’ This is cognitive therapy, really. That is really
what it is. I do not like to say that because I do not claim to be qualified to say that. But I know
in my heart of hearts that yes, it is. This is reprogramming how we react to traumatic situations
in our lives, how we can cope more effectively and how we can get on with life more positively
with everybody around us. It really is that simple.
CHAIR—Thank you so much for the work you have done and for presenting it to the
committee. It is very valuable to us.
Ms Koningen—Thanks for listening.
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[2.06 pm]
RANSLEY, Dr Janet, Senior Lecturer, School of Criminology and Criminal Justice,
Griffith University
STEWART, Associate Professor Anna, School of Criminology and Criminal Justice,
Griffith University
CHAIR—Welcome. It is probably just as well that you are not a government department or
you may have been pulled by now, which is the case with the Division of Mental Health and
Alcohol, Tobacco and Other Drug Services for the Gold Coast Service District, which was to
appear directly after you. We do not have a submission from you, but thank you for your
willingness to appear before us today. I invite you to make an opening statement, after which we
will go to questions.
Dr Ransley—Thank you very much for allowing us to appear and talk to you today about
some of our research interests, which do not cover, I should say from the outset, the full breadth
of your interests in my inquiry and which probably focus on quite a narrow aspect of the terms
of reference. Nevertheless, we hope that we can contribute something. I am going to start by
giving you a bit of background about who we are and where we come from and why we are
interested in this area, and some background about our research project on forensic mental health
that we have been conducting. I am going to hand over to Anna then, who is going to add a
couple of comments to that, and then we are very happy to answer any questions that you might
have about our work.
We are both members of the School of Criminology and Criminal Justice at Griffith
University. That, I guess, shows that our prime interest has been in the criminal justice system,
but we have a strong interest in forensic mental health, in particular. Our school offers
postgraduate programs in forensic mental health that are taken by practitioners from both the
health system and the criminal justice system from around Australia and New Zealand. So, as a
result of that, I guess we have had a development of interest in the area in our school. My
background is in law and public policy. Anna is a psychologist. We have overcome the initial
difficulties we had in talking to each other and we aim to bring a multidisciplinary approach to
our work. So we are looking for ways that we can both value add in research projects. Forensic
mental health seemed to be a fairly obvious one to choose. That is really how we stumbled into
this area.
The project that I referred to was an examination of mental health review tribunals, which I
assume you have come across to some extent in your inquiry to date. Just to recap: all Australian
jurisdictions have a tribunal to assess the continued detention of both civilly committed and
forensic patients in the mental health system. Our interest has been specifically in forensic—
people under a forensic order—because of our background and our interest in the criminal
justice system. It seems to us that tribunals have a very difficult task because they have to
balance competing paradigms: the criminal justice paradigm, with the expectations that come
from that paradigm about keeping society safe and keeping dangerous people off the streets, and
the health and welfare paradigm, which is about treating people and getting them better.
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Sometimes there is a conflict between those two paradigms, because people’s welfare is better
served by community treatment whereas the criminal justice paradigm might have a different
requirement. So we are interested in the conflict and how that is managed in the tribunals.
The other problem that increasingly faces tribunals is the expectation from the public that they
can confidently predict risk, that they can confidently predict which forensic patients are going
to reoffend if released into the community. There is intense criticism if they get it wrong. We
have had considerable experience of that in Queensland. A number of years ago our local
newspaper, the Courier Mail, disgraced itself with front-page banners day after day with
photographs of mentally ill people. Many of them, who were in the criminal justice system for
very minor offences, had stopped treatment for some reason or another and, as a result, ended up
with their photographs splashed all over the newspaper. So it is an intensely political and critical
environment for tribunals, and we are interested in examining how they manage that
environment.
The other thing we are interested in is the application of a theoretical framework which is
quite a new one—but, again, something that you have probably come across—and that is the
notion of therapeutic jurisprudence, the notion that the legal system should at the very least
ensure that it does not have anti-therapeutic consequences for people but, at best, should try and
act therapeutically. It seemed to us that, of all the areas that the legal system has an interest in,
mental health is an area where we should expect it to act therapeutically where possible and, at
the very least, not to act antitherapeutically.
Very briefly, that is the background to our research. It was a case study of the Queensland
Mental Health Review Tribunal. There are considerable differences between the tribunals around
Australia. Queensland’s was completely revamped only a couple of years ago, after our new
Mental Health Act, so it was a good stage for us to come in and have a look at a tribunal which
had more or less a clean slate. Although there was a history, there was a predecessor tribunal, it
was starting off with new legislation and a new slate. We looked at the role of members on that
tribunal. I am very happy to go on and talk about that research if you have questions about it, but
at this stage I will hand over to Anna, who will talk about another project that she has just been
involved in which also may be of interest to you.
Prof. Stewart—Thank you very much for the opportunity to talk to you. This is some work
that I am in the process of completing. It is a contract with the Department of Communities.
They have the responsibility in Queensland for juvenile justice. They were interested in getting
an evaluation or review of empirically based risk needs assessment tools for use with young
offenders in Queensland in terms of trying to drive their case management programs. One of the
things we came across as we were reviewing these tools was the strong comorbidity between
mental health issues and young offending and the need to take mental health issues into account
when doing assessments of young offenders, because the mental health issues have implications
for both treatability, or the amenability to treatment, and what we call responsivity. If you have,
for example, ADHD it is very difficult for you to go through a standard treatment program and it
is also strongly linked to recidivism, which is what we were really on about in relation to risk
prediction. Young people with mental health issues, especially substance abuse, ADHD and
conduct disorder, are more likely to recidivate.
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The relationship between mental health and juvenile offending is very complicated. It is a
relationship; it is not causal, or we do not understand the causal links between them. However,
one of the interesting things we discovered was that the early risk factors for mental health issues
generally are the same as the risk factors for young offenders. These are: inconsistent and erratic
parenting, overharsh discipline, hyperactivity as a child, economic stresses on families, and
under-resourced neighbourhoods. These are all issues that can be addressed by early intervention
type programs, and they have been to prevent crime but not necessarily to prevent mental health
issues.
Recently, one of our students finished a doctorate in forensic psychology. Her research
involved looking at the validation of a mental health screening tool within the Brisbane Youth
Detention Centre. It is a screening tool, so it is the sort of thing we were looking at. She assessed
100 young people who were in Brisbane youth detention or on admission to Brisbane Youth
Detention Centre. She found that 90 per cent of those young people scored above the caution or
warning scores, so she referred them on for a full assessment. That is what the screening tool is.
At the completion of a full mental health assessment—which was carried out by the Mental
Health, Alcohol, Tobacco and Other Drug Services, which is Queensland Mental Health
Services—we discovered that 63 per cent of young people going into Brisbane Youth Detention
Centre received a diagnosis. Fifty-two per cent were involved with substance abuse, 63 per cent
had a conduct disorder, 13 per cent had an anxiety disorder and 10 per cent had ADHD. They
were very high levels. Some people had mixtures of these diagnoses. It is not standard, but
overall that is what they had.
This of course raises real issues for the department and communities in terms of their
responsibility to young offenders and the public concerning public safety. One of the problems is
that, if you do something like blanket screening and you get these really high levels of people
needing to have a full assessment, that is very resource intensive. It is not the job of the
department and the community; it would be the job of Queensland Health. Similar research
overseas has found that not only is it insecure care but also with community based orders that
young people have very high levels of mental health. We have over 7,000 kids going through the
juvenile justice system and something like 2,000 of them would get a community based order. If
we had them screened and then they needed treatment, we would have a huge amount of
resources necessary to both fully assess and treat them. The issue I am trying to bring out here is
how important it is for government departments to act together to try to not see these issues as
being in silos. They are not offending ones, they are not mental health issues; they are things that
need to be acted on together. I am happy to answer questions.
CHAIR—You fell short of telling us whether you have discovered shortcomings of the review
tribunal. Have there been findings? Do recommendations come out of the sort of work you do
with regard to findings?
Dr Ransley—We are at the stage of some preliminary findings. There have been no final
findings yet. We will be producing final findings and recommendations. But, at this preliminary
stage, we can say that there are some descriptive findings about the ways in which tribunals
assess risks and that the overall finding that we would make about that is that it is a very
conservative assessment of risk. Community safety is a very high factor taken into account when
tribunals are assessing risk. We have found some differences in the way that members from
different professional backgrounds assess risks. In Queensland, our Mental Health Tribunal has
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to comprise a lawyer, a psychiatrist or general practitioner and a community member. The ways
that they approach their task can be quite different, particularly between the psychiatrists and the
other two categories of members. There is a much greater dependence by the psychiatrist on the
treating psychiatrist’s report. So there is a much greater willingness to just agree with the
recommendations of the treating psychiatrist and to not take into account some of the other
factors specified in the legislation.
Probably the most interesting finding concerns therapeutic jurisprudence. We specifically
asked tribunal members whether they saw their role as being therapeutic, whether they thought
tribunals should act in a therapeutic way and also what they thought were the barriers to them
acting in a therapeutic way. There was 100 per cent agreement that they should be therapeutic.
They thought that was obviously an aim that they aspired to, but most of them felt that they fell
far short of that in the way that they perform their tasks.
This was due to the sorts of factors that I am sure you could predict: lack of resources,
procedural issues and things like the treating practitioner’s report arriving on the morning of the
hearing, so the patient has insufficient time to develop a response to the report and to ask
questions as to the report. Something like only 30 per cent of treating psychiatrists actually turn
up to tribunal hearings, which makes it very difficult to fulfil natural justice requirements for
patients to see what the psychiatrist is actually saying about them in person. There are those sorts
of issues for which there are very good explanations which really come down to resources. Most
members felt that they were not acting in a therapeutic way and that there were certainly ways
that could be improved.
CHAIR—That is very interesting. Is there a case for there to be different approaches state to
state? In Hobart the view was offered that Tasmania is in a different situation to that of Victoria,
in terms of resources and being several years behind the eight ball as it were, and that was also
the case with South Australia. Is your work leading to the view that there ought to be nationally
consistent approaches from state to state?
Dr Ransley—There is probably some room for some variation, I would have thought. One of
the factors that is distinctive about Queensland—probably not Queensland alone, and I have to
again point out that we have only really studied Queensland as a case study, so I am really
talking from documentary research about what happens in the other states—is that Queensland is
very decentralised. Tribunal panels are convened in nearly 60 different locations throughout the
state. There are panels which meet in Mount Isa—
CHAIR—In the local pub or somewhere?
Dr Ransley—No, usually in a health facility, which is not ideal for a therapeutic jurisprudence
framework because there can be a feeling among patients that they are going to Caesar, that the
decision maker is the same person who is treating them and that there is no distinction as to that
review role. The point that I was making is that there is a distinctive effort in Queensland to get
the panels out into regional areas. That does not occur in all of the other states. In New South
Wales the panels meet only in Sydney, Newcastle and Wollongong. They do not actually go out
through the state. I am not sure about what the position is in other states, but in other states—the
smaller states—it may not be as necessary for that to occur. It is certainly a very important part
of the Queensland tribunal’s role and I know that they treat it as a very important part and make
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a great deal of effort to get the panels meeting in regional areas. It is not easy to recruit
psychiatrists to the panels in regional areas: they have busy practices, they are often the only
psychiatrist in town and to give up one or two days a month to go and sit in a hearing room is not
high on their list of priorities, so it is a real issue in Queensland..
Senator WEBBER—I was interested in your initial comments about the expectation that we
have of people that serve on these panels. Although it is not the same panel in Western Australia,
which is my home state, we have just seen a mass resignation of people from our parole board
because of political pressure from my own Labor government, unfortunately, even though we
appointed most of the people. Part of that, to my mind—and I would be interested in your
comments—is that somewhere along the line we forget that these panels are actually made up of
human beings and that, much in all as we like to think we are all experts in everything, every
now and then they are actually going to get it wrong and something bad is going to happen. So is
there anything that we can do to actually increase awareness that there are going to be mistakes
along the way?
Dr Ransley—One of the issues is that, when there are mistakes in predicting the risk of
reoffending, very often the ones that become public are horrendous. They are horrendous cases
where some victim is victimised by somebody who has previously done the same sort of thing,
so it is very easy to be horrified when that happens. The problem is that risk assessment is in a
very undeveloped state. It would be lovely to have a risk assessment tool that could predict with
confidence who is going to reoffend and who is not. This is not my area, and Anna can probably
talk more about this. In general, risk assessment across the board—whether it be mental health,
sex offenders or offending generally—is simply not at that stage. Yes, it would be a good goal to
educate the public about that and to educate the media. It is a difficult issue.
Prof. Stewart—You do it on the basis of probabilities, and that is the best you can do. One of
the things is, as you probably know, that predicting human behaviour generally—even predicting
what I am going to do tomorrow—is extraordinarily difficult, so when you ask psychologists to
make risk assessments it is very difficult. There is a science associated with it, but it is on the
balance of probabilities, and that is really all it is ever going to be because behaviour is caused
not just by what I am doing now but by what the situation is that I find myself in and how we are
going to go on. So risk assessment is always going to be an inexact science and it is always
going to be extraordinarily difficult to take what is a probability assessment and apply it to an
individual and be able to make it. But actuarial tools—scientifically based tools—do a better job
than people do just making it up as they go along.
Senator WEBBER—With the willingness of probably both the major political parties at least
to politicise the mistakes that these tribunals, boards or what have you can make, and bearing in
mind that they are made up of human beings, I was wondering if you are aware from the
research you have done of whether that is leading to some of the reluctance of people to be
involved—to serve on those boards or be involved with those tribunals. Any mistake they make
is going to end up in a political and media circus as well.
Dr Ransley—I should say that this is an area where there is some difference between the
states. In New South Wales, for example, the tribunal does not have the decision-making power.
It makes recommendations, but the power rests with the minister. It has been a source of some
contention for the tribunal for years that its recommendations are frequently ignored for what it
MENTAL HEALTH

MENTAL HEALTH 66

Senate—Select

Thursday, 2 February 2006

perceives to be political considerations. So it is a much more political process in New South
Wales.
In terms of whether this stops members participating on tribunals, I cannot give you a
definitive answer to that because it is not something that we ask. But we did ask in our survey of
the Queensland members the extent to which adverse publicity or political comment impacted on
their decision making about risk. We asked them to rank a number of factors which impacted on
their decision making, and that one ranked quite lowly. They say that they do not take it into
account. This is self-reporting, so it would be very hard to extrapolate from that whether or not
that is in fact the case, but that is the best information we have.
Senator WEBBER—Finally, on a different issue, when the committee was in the Northern
Territory we received evidence from lawyers there. They often found they had clients that had a
very legitimate defence related to their state of mental wellbeing when they committed the
alleged offences, but the lawyers gave us evidence to say that those clients did not avail
themselves of that defence because of the shortage of services and treatment options. So these
people often ended up in jail anyway because it was the only way they were going to get to
access the treatment, the care and the protection that they needed. As people working in
criminology, is that something you have come across?
Dr Ransley—Again, this is an area where there is quite a lot of variation between the states.
Queensland is quite unique in that we have a specific Mental Health Court, which is different to
the tribunal, which is what our research project was about. The Mental Health Court is an
inquisitorial court which has the role of determining mental responsibility issues—the insanity
defence or the defence of diminished responsibility. The issue is taken from a normal criminal
court and transferred at a very early stage to the Mental Health Court, which comprises a judge
and two psychiatrists who make what we in Queensland would say is a much better informed
decision about the mental capacity of the person. As a result, we do not experience that to the
same extent in Queensland. There may be some inhibitions from people not wanting to label
themselves as mentally ill. That is probably the greatest inhibition we would have there, but
there is much greater access to the mental impairment defences in Queensland because of our
Mental Health Court.
Senator WEBBER—How do people avail themselves of that? How do we end up at the
Mental Health Court? Is that at the judge’s discretion? Is it by application by the lawyer?
Dr Ransley—A range of people can refer the matter to the Mental Health Court. A judge or
magistrate can refer it if they have a suspicion that there may be a mental defence. The lawyer
can or the person can themselves if they know of it. A mental health service can if the person is a
person of interest or a client that they know. A representative of a mental health service can
appear and give that information to the judge or magistrate. The other great advantage of this
system is that it applies across the board of offences. For example, in other states people tend to
avail themselves of the mental impairment offences for more serious offences. It is not worth
doing if you are caught shoplifting. It is not worth raising a mental impairment defence because
you could end up with a worse outcome than if you simply plead guilty to the offence. In
Queensland the whole range of offences will go to the Mental Health Court. Those people will
not get a detention order made against them but they will get a community treatment order and
therefore access to community mental health services.
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Senator WEBBER—And the Mental Health Court can decide to send it back if they do not
think that is significant?
Dr Ransley—Yes, if they find that the mental impairment is not there, they send it back to the
criminal court.
CHAIR— Dr Ransley, you might be interested in the evidence we heard earlier today about a
woman who is in seclusion within a prison in Queensland. There is some stalemate which means
that she is being held beyond her sentence and is not able to get packages in the community and
so forth. So there seem to be some serious problems there with incarceration.
Dr Ransley—Right.
Senator TROETH—The Mental Health Association of Queensland told us that, in
Queensland, people with a mental illness are entitled to have an allied person to assist them
when appearing before a tribunal but that is not well known. Would that be your—
Dr Ransley—It is a relatively recent innovation in the act, so that may partly explain that. In
the latest annual report from the Mental Health Tribunal they noted an increase in the number of
allied persons appearing for people, but it was still quite small. I think from memory around 15
per cent or 16 per cent of people had an allied person appearing for them. Some people will have
a legal representative appearing instead of the allied person, but I think it is probably fair to say
that it is not particularly well known.
Senator TROETH—Is that to provide moral support or simply the feeling that they are not
alone before the tribunal?
Dr Ransley—I think that is right. It is both of those things. Some people do not want a lawyer
there. A lawyer can be as intimidating as the process. They would rather have a family member
or a mental health service member to support them.
Senator TROETH—I know that you have just looked specifically at the Queensland tribunal
but, on your general knowledge, is what you are finding about review processes in Queensland
similar to other states? I do not expect you to comment beyond what you know.
Dr Ransley—The framework is very similar for all of the tribunals. There are some
differences in legislation, powers and the orders that they can make, but basically the role of the
tribunals is to review continued detention or treatment orders for people. So the role is
substantially the same.
Senator TROETH—How are members appointed to the tribunal? I am thinking particularly
of the mental health professional or the consumer.
Dr Ransley—The tribunal had a new appointment round last year. What they did was
advertise in the local papers and the Australian and call for members in the three categories.
Then they had an interview process for those categories for which there was an oversubscription.
The problem often is that there are not enough applications, particularly with the psychiatrists or
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the medicals. There are usually enough for the lawyers and the community members, but with
the psychiatrists it is often a more active recruitment process.
Senator TROETH—Yes. I was thinking particularly of the hearings that you described in I
think you said 60 separate locations. You would be likely to find, as you say, people in the latter
two categories in a regional city or a medium sized town, but you may be unlikely to find a
psychiatrist.
Dr Ransley—If there is one, there is usually only the one and he or she is flat out. There have
been a couple of innovations in the last year. The tribunal has introduced travelling panels so that
a panel can be convened to go from Brisbane or Townsville where there is a better supply out to
the local area. That is meant to overcome some of the problems. It is not ideal because often they
do not know the local circumstances as well as a local panel would but it is probably better than
nothing.
Senator TROETH—And it may also have the advantage of objectivity as well, I expect,
which would be a compensating factor.
Senator FORSHAW—My question is not really on your research project or the tribunal but
given your expertise and experience I am drawn to ask it. Very early in the proceedings we had
evidence from the Police Federation, and there has been a lot of public comment, about the
increasing reliance upon the police force members as first port of call, if I can use that term, and
the impact that is having on their duties, being stuck in emergency admission centres for hours
and just the general problems that the force faces. As you said, you raised community safety and
there have been some very notable cases. I am from New South Wales and there was one
particular case some years ago on Bondi Beach. You might take this opportunity to comment
upon the issues that arise there and any thoughts that you have about how we might try to deal
with that particular problem which the police force has raised.
Dr Ransley—The issue is as much a problem in Queensland as I am sure it has been
everywhere else. The Queensland Police Service are constantly the front line and the Ambulance
Service is another one. Often when police cannot attend an ambulance will be called to attend
where there is a disturbance involving someone suspected of a mental illness so it is a problem
for them as well. I am aware that there was a budgetary allocation in last year’s Queensland
budget for a pilot project being conducted in partnership with Queensland Health, the Mental
Services Branch, and the Queensland Police Service. That project is looking at setting up teams
within Queensland Health that will be on call 24 hours a day, seven days a week. They will be a
resource for police, not actually out there with police but having a person at the end of the
telephone whom police can call in a particular situation and ask for advice. In the past the
problem has been that police have attended some of these disturbances and if it is on a weekend
or after hours they may not be able to contact the appropriate people within the Queensland
health department. So there has been a project set up to look at ways of improving the situation.
It is funded for a trial for, I think, the next three years. I could undertake to find some
information about that and provide it to you if you are interested in following it up.
Senator FORSHAW—Certainly, if you could. Obviously, if there has been some criminal act
performed that would of necessity involve the police. But it seems to me that from the point of
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view of the criminal justice system if the first contact is with an officer of the law then you have
started on the road to—
Dr Ransley—It is often not a major offence; it is more of a disorder offence. It is somebody
shouting or screaming or refusing to leave a property. These are the things that the police find
incredibly trying to deal with because in normal circumstances they would simply issue a
warning or tell the person to leave and go off onto the next call. But it is more difficult for them
to do that when they suspect that the person might be suffering from a mental illness because
they have a duty of care in those circumstances and they are very conscious of not abdicating
their role in those circumstances.
Prof. Stewart—In the eighties we had a process of deinstitutionalisation and we do have a lot
more mentally ill people in the community. The police see that there has been a rise in numbers.
It is not a true rise but more a result of the policy of deinstitutionalisation and probably a lack of
support in the community for people with mental illness or an inability of the community to be
able to manage people with mental illnesses, and police are the first line of defence in that area.
Dr Ransley—The other problem police have is that if they have to remove the person from
the situation and take them to a hospital, often the hospital cannot admit the person. Even if they
feel that there is a case for an assessment, there is simply no room for them to do that. So the
other aim of the trial project that I mentioned is to work out a way to deal with that, whether it is
to have a dedicated community facility that the person can be taken to simply for assessment if
they are not at an acute stage or some other answer to that.
Senator FORSHAW—Yes, that has been put forward.
Senator MOORE—I am fascinated by the work that you have given us so far and there is so
much more there. I want to ask you specifically about the people in your school and their interest
in the area of mental health. All across the country we are hearing about desperate shortages in
this area. People do not immediately think about the criminology area, but the interest in and the
knowledge of your specialised reports have raised the profile over the last 10 or so years on
various mental health issues. For the record, is the area of the interaction between the issues of
mental health and the criminal justice system of interest to academia and research generally, as
well as from the student perspective? Is it a topic that captures the attention of the current batch
of students?
Dr Ransley—That is a difficult one. I would have to say that I do not think mental health
springs to mind when you think about a criminology curriculum. I guess the reason why our
school came to have an interest in it was because, to a large extent, we were approached by
Queensland Health to act as a provider in a program that they wanted. They wanted to provide
opportunities for their staff to increase their educational qualifications. While there were
programs in Queensland for mental health nurses and mental health practitioners, there was
nothing specific for forensic mental health. They were very clear that they did not want it just to
be from a health paradigm; they wanted to include knowledge about criminal justice, and that is
where we came into it. They could do the mental health part and we would do the criminal
justice part.
Senator MOORE—When did that happen?
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Dr Ransley—The program is in its third year. This is the third year of the program.
Senator MOORE—It had been talked about for a few years—
Dr Ransley—Yes, it took awhile.
Senator MOORE—and it has actually been active for three years.
Dr Ransley—We are just about to take in our third cohort. It is about 30 to 40 students a year.
It is a post graduate program. They come from a range of backgrounds: predominantly mental
health nurses to date, but also quite a few correctional officers who have an interest in the area, a
couple of doctors, but not many, a few social workers. So there is a range of backgrounds. It
basically provides them with an overview of legal issues, social work issues, assessment issues,
risk issues, ethical issues. There has been a sustained interest in it. It is an online course, so it is
taken all around Australia; there is no physical requirement to be in Brisbane. It has been
popular. We have had people from most of the states and from New Zealand. There seems to be a
general interest in accessing the program.
Senator MOORE—It is the only one of this particular kind, isn’t it?
Dr Ransley—It certainly was three years ago. I do not know.
Senator MOORE—We have not heard any others pop up.
Dr Ransley—I think it is the only one of its kind. It certainly was when we set it up.
Senator MOORE—How long does the course take?
Dr Ransley—It is flexible. People can do one year part time and graduate with a graduate
certificate in forensic mental health. They can continue for a second year and graduate with a
masters.
Prof. Stewart—And that is also part time.
Senator MOORE—And you have graduated a number of students?
Dr Ransley—We must have graduated some graduate certificate students. I can supply that
information if you are interested.
Senator MOORE—Have you done any work specifically on move-on powers and their
impact on people with mental health?
Dr Ransley—No, I certainly have not, but I know that there was a major project done on the
use of move-on powers in Queensland a couple of years ago by an academic called Tamara
Walsh, who is now at the University of Queensland law school. It was not specifically about
move-on powers against people with mental illness, but it did come up as a recurrent theme that
people who were subjected to the move-on powers very often were people with a mental illness.
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Senator MOORE—The reason I ask that is that it has been commented that the first
interaction between people with a mental illness and the justice system is often for something
like disturbing the peace, and then they get into that cycle.
Dr Ransley—Exactly. At the moment it is a real issue in Queensland. You may be aware that
there is a move now to make move-on powers state-wide rather than in just very localised areas.
So, in the next few months, it will become much more of a problem for people with a mental
illness.
Senator MOORE—Whether that is even part of the debate would be a useful exercise in
itself. It is a research paper by Tamara Walsh at the University of Queensland.
Dr Ransley—Yes.
CHAIR—Can I ask you one question to finish off. This morning Dr Morris from the Gold
Coast Institute of Mental Health offered the view—and maybe this is commonsense and we just
have not come across it before—that mainstreaming mental services into general hospitals was
putting people with a mental illness into a very confined space and that this was not good for
them. There are obviously ramifications for people who are in remand or in forensic hospitals.
Ought this be a guiding principle and is it in dealing with such people in forensic hospitals or
even in jails where their illness is not severe enough for them to be in forensic care?
Dr Ransley—I am sure it has been an issue, which explains why, in the last few years in
Australia, most of the states have moved to establish separate hospital facilities. In the bad old
days, forensic patients were kept in a special wing of a prison. They were in a prison
environment in something called a ‘hospital’. But it was not really a hospital and it was often
staffed by correctional staff, with some nurses being brought in. That situation no longer occurs
in Queensland. I know that, not all that long ago, New South Wales built special hospital
facilities for its forensic patients, which are next to but not part of Long Bay jail.
CHAIR—That is under construction, isn’t it? I do not think it is quite there yet.
Dr Ransley—There has certainly been a move to recognise that jail is not only not a good
place but a very bad place for many people with a mental illness. Unfortunately, as you alluded
to, many of the people in the criminal justice system with a mental illness are not forensic
patients; they are in the normal mainstream correctional community. It varies from state to state
and, indeed, from facility to facility as to what conditions are provided and what treatments and
services are available for them. It is not an area that I research in, so I cannot give you a
definitive answer. But, as you say, commonsense dictates that it is not a particularly good
environment for a person with a mental illness.
CHAIR—I guess Queensland is convinced that their tribunal system is one where fewer
people with a mental illness will end up in prisons. Is that borne out by the figures yet? How
does Queensland compare with other states?
Dr Ransley—Our population under forensic orders is around the same as New South Wales
and Victoria. Our community population is much smaller than that of New South Wales and a
little smaller still than that of Victoria. So more people are ending up under forensic orders,
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which means they are being diverted from the criminal justice system to the mental health
system. That data would indicate that we are being more successful in getting people out of the
criminal justice system and into the mental health system.
CHAIR—Don’t you also have to measure the figures in the general prison population and
ask—
Dr Ransley—Unfortunately, we do not have any data on that. I am not aware of any.
Queensland Corrections certainly do not publish that data. I do not know whether they are
collecting or not, but it is certainly not public as to what the mental health status of its population
is. Some general work that has been done by Paul Mullen—who I am sure has appeared before
you—
CHAIR—Yes, he has.
Dr Ransley—about likely rates of mental illness amongst correctional populations suggests
that it is much higher than the outside community. One of the problems with that population is
that a lot of them do not want to self-identify as having a mental illness. So there is always going
to be a certain difficulty in getting everyone who has a mental illness out of a correctional
system and into a mental health system. The answer to your question is that we do not really
know.
CHAIR—Thank you very much for bringing the findings of your work so far to the
committee. We very much appreciate that. We have a change in the order of witnesses. The
Division of Mental Health and Alcohol, Tobacco and Other Drugs Services, Gold Coast Health
Service District has just advised us that they will not appear. Instead, Mrs Jan Kealton, who
made a submission—although, I do not think we have it in our folders—will tell us about her
experiences.
Proceedings suspended from 2.50 pm to 3.06 pm

MENTAL HEALTH

Thursday, 2 February 2006

Senate—Select

MENTAL HEALTH 73

KEALTON, Mrs Lesley Janet, Private capacity
CHAIR—Welcome. Do you have any comments to make on the capacity in which you
appear?
Mrs Kealton—I am here as a carer.
CHAIR—Thank you for stepping in at the eleventh hour, as it were. The committee has your
submission, which it has numbered 537. Are there any changes you want to make to that
document?
Mrs Kealton—No.
CHAIR—I invite you to make a brief opening statement, after which we will go to questions.
Mrs Kealton—When I looked at the terms of reference of this committee, I was absolutely
stunned and appalled at how many of the terms of reference fitted the situation of my son James.
The systems failed him on many occasions over the last 11 years. My son was diagnosed with
schizophrenia in 1995. He died last year. He was shot and killed by the police while suffering a
psychotic episode.
I have to say at the outset that I have a very high regard for the staff of the Integrated Mental
Health Service here on the Gold Coast and all of the NGOs with whom we have been in contact.
They are committed, caring individuals who do the very best they can with extraordinarily
limited resources. I believe that their very high rate of burnout is due to being professional
people who know what needs to be done while not being able to do their jobs adequately. I think
that it is absolutely appalling that they are put in awful situations where they have to make
choices that are very often life and death choices.
Looking at the terms of reference, I will combine the first two, which are the failure within
primary health care and the adequacy of training and support for primary carers. When we first
realised that James was having real difficulties, we took him to see a private psychiatrist. We
were both told it was none of our business what the matter was, because James was over the age
of 18. He was 19 at the time. He was living at home, displaying some very bizarre behaviours.
We knew nothing at all about mental illness, and we were not given any direction other than:
‘Mind your own business and just let him be.’ We asked questions like: ‘But he’s lying about at
home and not working and he sometimes does rash things. What if he bangs a hole in the wall?’
‘Don’t make your problem my problem,’ was essentially the response that we got.
We stumbled about searching for information. I contacted the Schizophrenia Fellowship
eventually—mother’s intuition or whatever—and they were just marvellous. After a few years of
frequently phoning the hospital and saying, ‘Please help me, there’s something wrong and I
cannot deal with this,’ and their saying that James was not sick enough and all the rest of it, he
was eventually hospitalised. He was allowed out of hospital whilst we were out of the country.
We had to go away on a business trip. I had begged the hospital to keep him in for three more
days until I got back, but they released him on the day that we left. He was first contacted by a
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case manager some weeks later, by which time he was not living at home, he again believed
there was nothing wrong with him and he had completely fallen through those cracks. So that
was a waste of a hospitalisation episode and a lot of effort on many people’s part.
There is a failure in primary health care and chronic care management. The revolving door
happens. Why does it happen? Because there are inadequate resources within hospitals to keep
patients there long enough so that they get some insight about ways to manage their illnesses.
Then they are released, and guess what? There are no supports out there so it is only a question
of time before either they go back into hospital or they go to jail. That is what happens.
By 1998 I became aware—I guess it had happened over a period of time—that James had
developed issues of substance abuse. I approached ATODS and those sorts of people up here on
the coast, and I was told, ‘It doesn’t really work if they have a mental illness as well, so get the
mental illness sorted out and then we will sort out any drug issues.’ Well, hello! It is a wilderness
out there. Basically, ATODS gave me some ideas about how I could help with harm
minimisation. That was all they said that they were able to do, unless James went along and said,
‘Knock, knock, I am ready to come off drugs.’ If you had an awful life, why wouldn’t you take
drugs to try to relieve it, even if it was only for 25 minutes? How many of us around this table
can honestly say that we have never, ever got home from work and said, ‘God, I need a drink.’ I
rest my case.
There is failure in providing appropriate funding so that private and NGO organisations can
provide ongoing services, and there is failure by the housing department to adequately deal with
people with a mental illness. James had a major crisis in 1998, and after his hospital stay he went
to live in supported accommodation at TEKAPO, which is run by the Schizophrenia Fellowship.
He did really well in that environment. They have a number of apartments, most of them are
townhouses. Three or four people live in each one, and they have a case manager. When James
was there, the case manager was a trained nurse. She was basically working with them during
the day but not over weekends. It was a daytime thing where she would say, ‘This is what we are
going to do today.’ She made sure that they kept the place clean, did their shopping and allocated
enough money for groceries. She helped them with all of those sorts of things. She was fantastic.
All of those young people, many of whom I met and many of whom had been in jail and in
awful situations, did so well. Many of them are still doing very well.
For James, it was slightly different. He left there and started off doing really well, but by that
stage the hospital had said: ‘You no longer need to come along to the clinic. We won’t give you a
case manager any more because now you are fine.’ Actually, he was not fine, and many of these
people are not fine. To go from a very supportive environment to zero support is very hard for
many people. When you are living in fairly poor circumstances—he wanted to live with his
friend; he was sharing a flat and that was good; they did not have a lot of money—there are all
of these people around and drugs are an issue in today’s society. When somebody says, ‘Hey,
come on, let’s have a bit of fun,’ it is very easy to get right back into that if you are vulnerable, as
so many young people are—and it is not only young people. But, particularly with
schizophrenia, it affects teenage boys and girls in their early 20s. They are young people, they do
not have all the life skills and it is difficult for them to manage.
Then there is the housing department. At one stage, James and his flatmate spent their rent
money on drugs, I think it was, and so they did not pay their rent and so, bang: ‘You can’t live
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here anymore.’ Their understanding was that until they paid the money back they would have no
further access to housing and nobody would want to know their troubles. Besides, even when
they did pay the money back, they were then on the bottom of the list and there was about a fouryear wait. So most of those people, to my knowledge, who fall out of the supported housing lists
do not get back in anyway, because they have run foul of the law or whoever it is, they do not
pay their rent and, bang, they are gone. And they know; they said, ‘We’re out.’ They have no
hope of ever getting back into the system. I have heard stories about there being a 10-year
waiting list for housing on the Gold Coast. I do not know whether it is 10 years or four years but,
when you are 23 years old and trying to cope, four years is a lifetime and so is six months.
Some years later, in early 2004, James was taken into custody, having got into some trouble.
In October 2004, he appeared in court—he had actually been kept in custody—and at that stage
somebody decided that he should be given bail. I was not made aware that he was appearing in
court that day. He was not very good at communicating. We had some good times together while
he was in custody. I have to say that, apart from my having to leap up and down to insist that he
was given treatment for his schizophrenia while he was in the correctional service, once he got
that I thought the staff were pretty good—and at least he was fed and housed and so on. So he
got bail and it was: ‘Off you go. Right, you’re free. Goodbye.’ There was no referral to any of
the services at all. So he walked out. And what would you do if you walked out on your own
after you had been stuck away in an institution for six months and suddenly you are allowed to
go free? So you have the clothes you are standing up in and what do you do? He managed to get
himself to Centrelink to get an advance and then he thought, ‘Now what do I do?’ So he went
and found some friends who he knew from before, and they said, ‘Don’t worry; come and doss
with us.’ This is what these people do. They are so supportive of each other. They are living in
the most appalling conditions and yet they will always find room to help somebody else who is
worse off than they are, and that is a lot more than any of us ever do.
So there was absolutely no support. That is about the over-representation of people with a
mental illness in the criminal justice system; we hear that over and over and over again. They
closed the hospitals and so the prisons are now the de facto hospitals. The mental health services
do not provide adequate community support and so the police systems have to get involved and
become the de facto mental health professionals—and they are not given the training either, and
we have to be very mindful of that.
About nine months before James died, I was told about Sue Koningen’s program. James and I
had always had a good relationship in the sense that he knew that I loved him and I knew that he
loved me, and we both knew that the other person did not always do what we wanted them to do.
I have to take my share of the responsibility as well, because Sue’s program taught me that
actually my absolute, desperate desire to help James wherever possible was not always the best
way to treat him. In some senses I was probably overpowering him and not giving him room to
grow and not giving him respect, and that is one of the basic tenets, I think, of Sue’s program.
Interestingly enough, this morning I picked up a bag which I knew had some notepaper in it
and found a copy of a short speech I gave. Sue went and did a workshop on 5 March last year,
which was just 19 days before James died, and I went up with her and introduced her to that
group. I would like to just read an extract from that. I said: ‘A staff member at ATODS had
mentioned that Sue might be a good person to talk to. Nine months later, my relationship with
James is stronger and becoming more honest and my respect for him has increased enormously. I
MENTAL HEALTH

MENTAL HEALTH 76

Senate—Select

Thursday, 2 February 2006

have also been reminded that underneath it all he is still the same wonderful person he was at
three, at 10, at 17. And, whilst he is not all that thrilled about taking responsibility for his
actions, he is taking steps along that path and I feel that he respects me more. Best of all, we can
have fun together and my life is much, much better than it was.’ To finish off, I want to say that
our society is failing our most vulnerable, most disadvantaged people. We need to ask ourselves:
is this the society in which we want to live?
CHAIR—Could I ask you, Mrs Kealton, to take a couple of steps back to when you were
describing the first period of hospitalisation—the early discharge and the fact that you were not
informed. Can you outline where the general hospital and the Gold Coast Health Service District
came into play? We are looking here at different models of how you might care for someone.
This morning there was quite a good expression of what a community based mental health
service might look like. Can you describe the links between the area mental health services and
the hospital—the acute ward that James was in? What happened after that in terms of GPs,
psychiatrists and so on—just that step down, if you like, or the lack of a step down? Where were
the gaps?
Mrs Kealton—The gaps in talking to me were huge. I had taken James to the psych unit at
the Gold Coast Hospital, which is separate from the main hospital—they used to call it the
Cottage, and I expect they still do—and I was waiting for him. We had this whole thing where he
had this—
CHAIR—That is the version of accident and emergency, isn’t it?
Mrs Kealton—No, that is not accident and emergency. Because it happened to be at the right
time of the day—and that often happens as well—and because I think I had made enough of a
fuss on the telephone, they said, ‘Bring him here rather than taking him to accident and
emergency.’ So I took him there directly and somebody—a psychiatrist—
CHAIR—So that is the acute ward of the general hospital?
Mrs Kealton—Yes. They then said to him that they wanted to admit him. He decided that he
did not want to be admitted and he started walking out, at which time there was a rugby tackle
and they carted him off to the ward. I had been watching this and it was not all that pleasant, so I
expected somebody to come and tell me what was happening but nobody came. Eventually I
went to somebody and said, ‘Is that doctor going to come out and tell me what is going on here?’
And they said, ‘Oh, yes; he’s just busy; I’m sure he’ll be out soon.’ I said, ‘You might just get the
message to him that I’m not going to go anywhere until I’ve seen him.’ So 2½ hours later he
came out and was very dismissive of me and asked what my problem was. I said, ‘There are two
things: I want to know what’s happening and I want to know that James is all right; the last I saw
of him he was being frogmarched off down that corridor.’ The doctor treated me with absolute
disdain, as if to say, ‘What is your problem?’ He said, ‘He is clearly ill, so we have medicated
him and, yes, you can have a look if you like. He’s fast asleep, because we have given him an
injection.’ So I went to have a look at him and, yes, he was fast asleep. I said, ‘What do I do
now?’ They said, ‘Go home’. It was absolutely dismissive. Does that answer some of the
question?
CHAIR—Yes.
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Mrs Kealton—We spent many, many hours in the emergency department.
CHAIR—Is this prior to his admission?
Mrs Kealton—He had a few hospitalisations. I do not have the list of them quite in
chronological order. There were many occasions when I would say, ‘How about we take you to
the hospital,’ and he had learnt to trust me enough to usually agree to go with me. Once there
you wait and wait and eventually you might get lucky. It has been a couple of years since I sat in
the emergency department—so the four blue chairs may have gone. On the Gold Coast, they do
not actually know what to do with psych patients because they are not geared up. It is too small,
there is not enough space, there are not enough rooms and it is too hard. They take the person
through to the triage area and tell them to sit in one of the blue chairs. The chairs are near the
reception area, and then there are all the beds with curtains around them and so on. If you are a
bit forceful, like me, you say, ‘Excuse me, but I am going too,’ and then you, the mother, are also
allowed to sit on one of the blue chairs.
The blue chair is not in the treatment area and it is not in the triage area, so you just hope that
someone notices the person if they are becoming distressed. You can walk straight out the
door—if you do not have your mother with you being nice to you and begging you and bribing
you to stay—and not get any treatment at all. Nobody would probably even notice. They are too
busy handling all the blood and gore, the heart attacks and those sorts of things to go to
somebody who looks perfectly normal, sitting there fidgeting because he does not want to be
there with his mother, who looks like a dragon.
We have sat there for seven hours on a number of occasions. It is not their fault, because they
are under-resourced. I have to acknowledge that when you know that you are not doing all the
things that you should be doing but you do not have the time or the resources to do all the things
that you should be doing, you try to ignore the ones who are the hardest. That is human nature.
So everyone is running around busily working to the best of their capacity but secretly they
know that they are not doing a good enough job and are not doing the job that they were trained
for—and then we are surprised because there is burnout.
CHAIR—What was your experience with the area mental health service?
Mrs Kealton—I quite often went to the clinics with James. They were really good in so many
ways. They were totally under-resourced. Their case managers have the most extraordinary
loads. There is no way that they can get through the caseloads that they have. Maybe there has
been a miraculous change or maybe it has got worse—I am not sure—but a few years ago there
were about 52 case managers for the entire Gold Coast region. At that stage they said, for the
population—excluding anybody else or anything else that happens or people who just happen to
be here—there need to be something like 110 case managers. But they did not have the money.
If you are a case manager and you have 50 people on your books, you are going to race around
and see all the people that you possibly can and do the very best you can, but it is much easier to
work with people who are actually there or turn up for their appointments. If they do not turn up
for their appointments or they are not there and you phone them and you have just missed them
and they do not phone you back or whatever, guess what? They fall through the cracks.
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CHAIR—So you would go with your son to the area mental health service?
Mrs Kealton—Quite often, yes. I would give him a lift, sit and wait for him and then give
him a cup of tea afterwards.
CHAIR—And you could only go there by appointment—you could not go in an emergency
situation?
Mrs Kealton—He would have an appointment to go there at a particular time.
CHAIR—So he was accepted as being sick enough to warrant the services of the area mental
health service?
Mrs Kealton—Yes.
CHAIR—Was he case managed?
Mrs Kealton—For about two years. They then said that he was doing so well that he did not
need to be case managed any more; he could see a GP. The onus was then totally on him to make
sure that he went to the GP at the appointed time. The GP that he was seeing was actually really
good. She tried very hard, but she was a busy GP. Most GPs do not phone you and say, ‘You’ve
missed your appointment; would you like me to make another one or can you just drop in some
time? Whenever you call in, I will stop what I’m doing and attend to you.’ That does not happen.
CHAIR—Did the GP have a dialogue with you?
Mrs Kealton—To a degree—she was quite pleasant. I made it my business to go and tell her
who I was and that it mattered that James be seen. There are so many people—at James’s
memorial service quite a lot of people from that very disadvantaged group made this
monumental effort to come to his service. One of them said to me afterwards, ‘Jan, that could
have been me and I don’t have family.’ I thought, ‘How can I just sit back and say, “Oh, poor
little me?”’ We have to do something to change this. What kind of society are we?
CHAIR—Indeed.
Senator TROETH—What you have told us has tied in very well with many other accounts
that we have heard. I want to thank you for your courage in coming to speak to us today and to
say that I am sure that the committee could never begin to understand what you have been
through, but we do sympathise with you. We hope that the recommendations of the committee
will go some way towards remedying what is a desperate situation for many people.
Mrs Kealton—Thank you. I appreciate that.
Senator FORSHAW—Thank you, Mrs Kealton, for appearing today. Certainly I have
listened with great interest to what you have said. You have crystallised a couple of very
important issues that we will have to focus on in this broad inquiry, particularly that of what a
parent, invariably it is a parent, does in a situation like yours, where the child is an adult—in
some cases they might be a lot older than 18. There is the issue of what rights the parents or the
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family have to ensure that the person who is in desperate need of some treatment, hospitalisation
if that is what it is, gets it and, as you have also pointed out, how to get information. I have had a
number of cases brought to my attention. In one case the son will not apply for a disability
payment from Centrelink, even though he is living on the street. The mother cannot do anything
because he is an adult. So the question I want to ask you relates to the first time your son was
hospitalised. From what you have told us a doctor or somebody at the hospital made the decision
to involuntarily admit your son. Is that the case?
Mrs Kealton—Yes.
Senator FORSHAW—I know this is a difficult question, because there are rights on both
sides here—at least, that is what society tells us. Do you have a view about whether you as a
parent felt that you should have had some greater right or authority in a situation where you
could see that your son was seriously sick but could not get through that barrier? It is a big
problem that is not often mentioned. How do you get people treated who do not want treatment?
Often in this situation, as you know, it is the parents’ first experience of having to deal with that
situation. If there is an accident, they break their leg or have a heart attack, most of us as parents
instinctively know what to do, and you damn well demand that it happens. But this is not always
the same situation. I am sorry about the long question.
Mrs Kealton—Can you just rephrase your question?
Senator FORSHAW—What I am trying to get at is that you as a mother in that situation felt
powerless to get your son treatment, and that has been an ongoing thing: do we need to change
the law, to go back to the days when it was a lot easier for people to be scheduled? Historically,
there have been a lot of complaints about that: people were put into psychiatric hospitals when
they should not have been—to get them out of the road and to take the problem away from the
family.
Mrs Kealton—I am a huge proponent of individual freedoms, and I take freedom very
seriously, having been brought up in South Africa, where for many people freedom was simply
not available. James and I talked a few times about the issue of involuntary treatment and
hospitalisation. As I was involved in mental health, QCAG and various other things I always
believed that it was important to know how he felt about these things. He acknowledged on a
few occasions that it probably would have been better if he had been hospitalised when I took
him to the emergency department or whatever—and if the staff there had listened to me. He
believed that perhaps he got off too lightly; his view was that he should have been hospitalised. I
am not sure that it needs to be legislated, but I do think that doctors and hospital staff need to
know that, if I have brought this person into the world and lived with him for 18 or 25 or 50
years, I do happen to know when he is not well. But so often they do not listen.
This morning Philip Morris was talking about how the current mental health acts are abused,
in the sense that doctors will admit somebody involuntarily, because then a bed has to be found
for them, when maybe they do not technically need that. Then the hospital staff fall behind and
say, ‘The patient is not saying they will go out and kill somebody or themselves, so we do not
have to put them in hospital.’ There has to be a line drawn somewhere.
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Senator FORSHAW—It is a very difficult question. There are legislative and other privacy
barriers, and individual rights exist, but it is something that I hear constantly: people front for
treatment and it is damned difficult to work out a solution if you cannot get cooperation.
Mrs Kealton—It is a very difficult situation. Twice I went along and got a magistrate’s order
for James to be assessed. The first time he was very cross with me and would not talk to me
when I went to visit him. I stayed a few minutes and said, ‘You really don’t want to see me, do
you? and he turned his head away and said, ‘No.’ I said, Okay, I’ll go away, but I am going to
come back and I hope you’ll feel differently next time.’ And the next time he talked to me.
Senator FORSHAW—That is what has happened in other instances where the parent is told
they have to seek some sort of power of attorney to run that person’s affairs.
Mrs Kealton—It can be especially difficult if you do not have a very strong relationship.
And, let’s face it, if you have somebody who is already feeling persecuted and now their
blinking mother is against them too, of course you run a serious risk of damaging that
relationship. Getting back to Sue’s program, I am sure that the way you learn to listen and to
basically empower that person to help with their own treatment really would make the process
simpler, provided your relationship is strong.
Senator FORSHAW—I just wanted to have that on the record. It is a damned difficult issue.
Senator MOORE—My only question is: to whom have you been able to tell your story? You
have so much to say and you have shared it with us, but there are specific issues there that need
to be taken up at various levels of government and with various service providers. Do you have
some idea about who you should speak to?
Mrs Kealton—Over the years I have been fairly actively involved with the Schizophrenia
Fellowship and I was also on QCAG, which is the ministerial advisory group, for a few years.
Over the last 12 months I have not been involved with those organisations, but I am in the
process of again getting involved with the local CAG and those sorts of things.
Senator MOORE—So you know the system?
Mrs Kealton—I have learned quite a lot of the system, because, if you do not know the
system, it is not going to happen.
Senator MOORE—That is absolutely right. One of the reasons for holding this inquiry is so
that voices can be heard. It is just so critical, because the personal story plus the knowledge you
have there pinpoints, as other senators have said, some of the real things that need to be changed.
So it is important that the voices are heard. You have QCAN; the schizophrenia society are
superb—and also ARAFMI and people like that.
Mrs Kealton—There are some marvellous groups around. Wherever possible, I have tried to
meet people who do things and so on, because I think it is extremely important that we all get
together. I think the role of the non-government organisations is absolutely critical in getting our
health systems right. They have been denigrated and downgraded and had reduced funding and
all of those sorts of awful things, and that is not right.
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CHAIR—It strikes me, Mrs Kealton, that you are an articulate, obviously well educated
woman who is not prepared to take no for an answer. That probably puts you in a small group of
parents. As we know, mental health problems strike all walks of life, but poverty seems to foster
much more than its fair share. No doubt there are parents less capable than you who have great
difficulty with the system. Sorry, that is a statement, not a question. I add my thanks to those of
my colleagues to you for giving us this insight into your life, and I share their words of
encouragement to you.
Mrs Kealton—Thank you.
CHAIR—Thanks very much for appearing. You are in fact our final witness after 17 days of
hearings on this inquiry—
Mrs Kealton—I am sure you are very pleased about that too!
CHAIR—and a very fitting one as well, so thanks again.
Senator FORSHAW—We saved some of the best till last!
Committee adjourned at 3.41 pm
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